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ARTICLE INFO ABSTRACT

Keywords: Purpose: To report the case of an immunocompetent 62-year old woman with acute syphilitic posterior placoid
Oct{lar syphilis chorioretinitis.

Retina Observations: The patient presented with sudden, painless vision loss in the left eye (OS) four months after self-
Treponema pallidum

resolving decreased vision in the right eye (OD) which was incorrectly attributed to ischemic optic neuropathy.
At the time of presentation, visual acuity (VA) was hand motion OS and 20/30 OD. The dilated fundus exam
demonstrated a flat, yellow-white macular lesion, deep to the retinal vasculature with a temporal, curvilinear
demarcation line OS and was unremarkable OD. Trace vitreous cells and veils OS were observed. Optical
coherence tomography demonstrated loss of photoreceptor layers. Rapid plasma reagin and fluorescent trepo-
nemal antibody absorption were positive. The patient was treated with intravenous penicillin and prednisolone
acetate drops with resolution of vitreous cells and return of VA.

Conclusions and Importance: Acute syphilitic posterior placoid chorioretinitis can be the single presenting
symptom in syphilis. It is imperative for ophthalmologists to consider this relatively uncommon manifestation of
syphilis in the differential in immunocompetent patients presenting with unsuspecting histories and perplexing

Masquerade conditions
Vision loss

vision loss.

1. Introduction

Syphilis, a multiorgan infectious process, can lead to progressive
vision loss when there is ocular involvement. Its presentation lacks
uniformity, spans a variety of physical manifestations, produces a va-
riety of symptoms, and mimics other disease.”> The various pre-
sentations may lead to misdiagnoses and delays in treatment resulting in
long-term or permanent vision loss for patients. This delay is becoming
increasingly relevant as the incidence of ocular syphilis continues to
rise.

Ocular syphilis has been extensively described in the immunocom-
promised patient, as 33% of individuals with HIV who are co-infected
with neurosyphilis present with ocular manifestations.” Additionally,
patients who are HIV positive often exhibit more severe symptoms that
are bilateral.” This research has allowed ophthalmologists to have a
higher index of suspicion for ocular syphilis when a patient who is HIV
positive presents with posterior placoid chorioretinitis, necrotising
retinitis, or interstitial keratitis. By identifying ocular syphilis early,

potentially harmful interventions (e.g. administration of steroids) and
permanent damage can be avoided.

There is less information on ocular syphilis in the immunocompetent
patient as it may present in subtler forms.® In turn, research is now
attempting to characterize ocular syphilis in immunocompetent pa-
tients. This report discusses a case of ocular syphilis in an immuno-
competent patient with no suspecting history, the steps necessary to
appropriately diagnose the condition, and the appropriate course of
action.

2. Case report

A 62-year-old female presented with a five-day history of sudden
vision loss in the left eye (OS). Visual acuity (VA) was hand motion OS
and 20/30 in the right eye (OD). There was no afferent pupillary defect.
The dilated fundus exam demonstrated a flat, yellow-white macular
lesion, deep to the retinal vasculature with a temporal, curvilinear
demarcation line OS and was unremarkable OD (Fig. 1A). Optical
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Fig. 1A. Fundus photograph of the left eye demonstrating placoid lesion
localized to macula.

coherence tomography (OCT) revealed loss of the ellipsoid zone OS
(Fig. 1B).

At one-week follow-up, the patient’s VA was 20/30 and 20/150. The
macular yellow-white placoid lesion persisted and OCT continued to
demonstrate loss of photoreceptor layers. However, OS now exhibited
trace vitreous cells and veils. Macular ischemia was absent on fluores-
cein angiography, but leakage of the temporal macular vessels and late
hyperfluorescence of the disc were noted (Fig. 2). Rapid plasma reagin
(RPR) was reactive and the fluorescent treponemal antibody absorption
indicated a positive titer. The patient’s cerebral spinal fluid tested pos-
itive for RPR and she tested negative for HIV. The patient was hospi-
talized for treatment with intravenous penicillin G. Within 10 days of
receiving penicillin G, the patient’s VA returned to 20/30 OU. At follow-
up, OCT revealed restoration of the ellipsoid zone, suggesting a tem-
porary physiologic impairment of photoreceptor function by the disease
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process. The patient was prescribed prednisolone acetate, one drop four
times daily for mild vitritis OS. At one-month follow-up, the patient had
resolution of vitreous cells and prednisolone acetate was tapered.

Four months prior to presentation, she had experienced subacute
central cloudiness of vision of the right eye. Per outside records, the best
corrected visual acuity (BCVA) at that time was 20/60 OD and 20/20
OS. Right sided central visual field loss and decreased color vision were
noted. Examination of the right eye showed drusenoid macular changes
without visible optic nerve findings. The patient was diagnosed with
ischemic optic neuropathy and had gradual spontaneous improvement
in right eye vision. Visual evoked potential test three months later
revealed normal high-contrast response and abnormal low-contrast
response of both eyes (OU).

Fig. 2. Late-staining hyperfluorescence at the disc and temporal arcade seen on
fluorescein. Image taken at follow-up and vision was 20/150 with vitreous cells.
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Fig. 1B. Left eye optical coherence tomography: Subfoveal thickening and nodularity of the retinal pigment epithelium with disruption of the adjacent photoreceptor

inner segment-outer segment junction.
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3. Discussion

Syphilis is an infectious disease caused by the spirochete Treponema
pallidum. Known as the great masquerader of ocular diseases, diagnosis
of ocular syphilis can be clinically challenging as the disease manifests
with a multitude of symptoms and severity. Ocular involvement may be
the only presenting sign of syphilis and can occur at any stage of the
disease.” The patient presented with acute syphilitic posterior placoid
chorioretinitis (ASPPC), a disease first described in 1990.° ASPPC often
presents with yellowish placoid lesions in the posterior pole or
mid-periphery of the fundus. This lesion typically includes a faded
center and stippled hyperpigmentation of the retinal pigment epithe-
lium (RPE) and can coalesce into large confluent lesions.” It can be
associated with vitreous inflammation, hemorrhages, retinal vasculitis,
disc edema and serous detachment of the RPE.!° Increased retinal
thickness and subretinal fluid on OCT, and disruption of ellipsoid zone
and the external limiting membrane have also been reported.®’ Placoid
lesions of ASPPC are theorized to result from an active inflammatory
reaction at the level of choriocapillaris-RPE-retinal photoreceptor
complex.'! ASPPC is most commonly reported in immune-compromised
individuals, with human immunodeficiency virus (HIV) co-infection in
56.3% of ASPPC patients.'?

4. Conclusion

In this patient, the lack of a retinal lesion on initial presentation,
absent systemic symptoms, and spontaneous improvement of vision OD,
led to a provisional diagnosis of ischemic optic neuropathy, delaying the
diagnosis and treatment of syphilis. The spontaneous resolution may
represent the immunological reaction of the patient to syphilis.'! To
diagnose and manage this condition, lumbar puncture and HIV testing
are recommended as immune-compromised patients may have acceler-
ated presentation of neurosyphilis.' Treatment consists of intravenous
penicillin and intravenous corticosteroid taper over a period of one
month. Intraocular corticosteroids with active syphilitic uveitis are
contraindicated.” Visual prognosis is favorable with prompt antibiotic
treatment. As ASPPC can be the presenting symptom in syphilis, it is
imperative for ophthalmologists to consider this uncommon manifes-
tation of syphilis in the differential to ensure adequate and timely
treatment of this condition, particularly in the immunocompetent pa-
tient as it occurs less commonly and may present in subtler forms.
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Patient consent

Written consent from the patient was obtained for publication of this
report.
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