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An Old Disease With an Unfamiliar Face: A Case  
Report of Ocular Syphilis

George Boghdadia, Max Feldmanb, c

Abstract

Syphilis is an infection caused by the bacterium Treponema pallidum. 
Patients with syphilis can present with a wide range of symptoms de-
pending on the stage of disease. An underappreciated manifestation of 
syphilis is ocular involvement, which has been increasingly reported 
in the last several years. Delay in diagnosis and treatment of ocular 
syphilis can increase the risk of irreversible vision loss. Syphilis can 
affect almost every structure in the eye; however, most commonly 
presents with panuveitis. Ocular syphilis is treated similarly to neuro-
syphilis with prompt initiation of intravenous penicillin G.

Keywords: Ocular syphilis; Neurosyphilis; Uveitis

Introduction

An underappreciated manifestation of syphilis is ocular in-
volvement, which has been increasingly reported in the last 
several years. Delay in diagnosis and treatment can increase 
the risk of long-term vision loss. We present a case of a 
40-year-old female with panuveitis due to syphilis infection.

Case Report

A 40-year-old female presented to her ophthalmologist’s office 
for evaluation of decreased visual acuity and bilateral flashers. 
She was diagnosed with bilateral panuveitis, started on cyclo-
pentolate and prednisolone drops, and was referred to her pri-
mary care physician for further evaluation. Upon questioning, 
the patient also reported a pruritic rash of 3 weeks duration on 
both lower extremities and a genital ulcer 6 weeks prior that 

had since resolved.
She otherwise felt well with no complaints. The patient 

denied arthralgias, oral ulcers, photosensitivity, chest pain, or 
shortness of breath. She had no known exposures to tubercu-
losis. She was sexually active with one male partner, however 
questioned if he was monogamous. She had no prior history of 
sexually transmitted infections and never had been screened for 
human immunodeficiency virus (HIV). She had a past medical 
history of hypertension that was well controlled on amlodipine 
and was otherwise in excellent health. She had no family his-
tory of systemic autoimmune diseases or sarcoidosis.

Her physical exam was notable for copper colored/hyper-
pigmented macules on bilateral feet and ankles with overlying 
xerotic patches as shown in Figure 1.

Rapid plasma reagin (RPR) was positive with a 1:64 ti-
ter and her treponemal antibody was reactive. HIV screen was 
negative. The patient was diagnosed with secondary syphilis 
and was admitted to the hospital for evaluation of neurosyphi-
lis given concurrent uveitis. Upon admission she underwent a 
lumbar puncture (LP) with results as follows: two nucleated 
cells; 0 red blood cells (RBCs) (100% polymorphonuclears 
(PMNs)); protein 23, glucose 60; cerebrospinal fluid (CSF) 
Venereal Disease Research Laboratory (VDRL) non-reactive; 
herpes simplex virus (HSV) IgG and IgM negative.

The rash was biopsied which showed superficial and deep 
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Figure 1. Lower extremity rash. Copper colored/hyperpigmented mac-
ules on ankle with overlying xerotic patches. Biopsy showed superficial 
and deep perivascular dermatitis with treponemal organisms consistent 
with cutaneous syphilis.
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perivascular dermatitis with treponemal organisms consist-
ent with cutaneous syphilis. Ophthalmologic exam revealed 
an inferior retinal hole in the left eye and bilateral panuveitis. 
Infectious disease was consulted and recommended 14 days 
of IV penicillin. Ophthalmology recommended concurrent 
use of topical cyclopentolate 1% and prednisolone 1%. The 
patient tolerated the treatment course well and had complete 
resolution of her rash and uveitis, without any long-term ef-
fects on visual acuity. As CSF findings were normal, no repeat 
LP was performed. Follow-up RPR titers checked at 6 months 
decreased to 1:32.

Discussion

True to its nickname, “the great masquerader” has been report-
ed to affect almost every structure in the eye and can mimic 
other infectious and immune ocular inflammatory disorders 
[1]. Panuveitis is the most common manifestation of ocular 
syphilis and usually presents with eye pain, vision loss, flash-
ers/floaters, and photophobia [2]. Ocular syphilis can occur 
and overlap with any stage of syphilis infection; however, eye 
involvement occurs most frequently in secondary syphilis and 
late syphilis [1]. Diagnosis is usually presumptive based on the 
presence of inflammatory eye changes and positive serologies.

Ocular syphilis is distinct from neurosyphilis and can oc-
cur with or without other neurologic symptoms or CSF chang-
es. All patients with ocular syphilis should receive an LP even 
in the absence of neurological symptoms to evaluate for neu-
rosyphilis [3]. Up to 70% of patients with ocular syphilis will 
also have evidence of neurosyphilis on CSF testing [1].

Ocular syphilis should be treated the same as neurosyph-
ilis even if the LP is normal. The recommended regimen is 
aqueous crystalline penicillin G 3-4 million units IV every 4 h 
or continuous infusion for 10 - 14 days [3]. If the LP is posi-
tive, patients will need serial LPs to ensure proper response to 
therapy [3].

Of note, the duration of therapy for ocular syphilis is 
shorter than the course needed for treatment of tertiary and 
late latent syphilis, therefore one should consider an additional 
dose of intramuscular (IM) penicillin G after completion of IV 
penicillin for those patients with ocular manifestations during 
these states [3]. Management of ocular syphilis should be done 
in consultation with infectious disease and ophthalmology.

Ocular syphilis should be considered on the differential of 
any inflammatory eye disorder. When suspected, the diagno-
sis requires urgent workup including LP and ophthalmologic 
exam, along with prompt initiation of antibiotics. Most patients 
will have complete recovery; however, delay in treatment can 
result in serious sequala including blindness [1].
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