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Subjective

CC/HPI: 38 year old Caucasian male presented stating
6 weeks previously he experienced a sudden decrea
vision in the left eye (to where he could see only sha
and light) with accompanying photophobia. Two wee
prior to presentation (after 4 weeks of-resolution),
the patient visited an optometrist who diagnosed him
having a retinal detachment. Patient reports that this

appointment was the earliest one he could obtain.

POH: Soft contact lens wearer

MEDS: Cyclogyl OS BID
PF OS QID
Nevonac OS QID




Subjective cont.

AllergiesPenicillin

SocHx Homosexual

PMH: - HIV test (Feb 2010) had been negative
- HIV test (blood draw) taken two days
previously was pending
- Upon further questioning admits to recet
onset severe headaches, malaise, and
weakness.



ODbjective

OD OS
BCVA: 20/20 20/60
IOP_(mmHQ) 17 15

Pupils Round & Reactive Dilated 7mm (Pharmr
No RAPD

Ant.Seq. WNL 1+ Flare
2+ Cells visible In vitreous




Fundus Drawings

* Poor vitreous clarity precluded color fundus photos *
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Color fundus drawing of right eye [left] showing no significant pathology.

Color fundus drawing of left eye [right] with significant vitreous haze (3+ vitritis),
and multiple focal white retinal infiltrates in the inferior and temporal periphery.
White snowballs are visible suspended in the inferior vitreous. Mild swelling of th
optic nerve is also appreciated, and focal areas of retinal vasculitis were also
appreciated. No retinal elevation, detachment, or tears seen.



Supplementary Imaged Optic Nerve

Color photo of another patient with the same condition, showing
similar optic nerve findings as the case presentation patient



Supplementary Imaged Vitritis
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Color photo of another patient with the same condition, showing
similar vitritis findings as the case presentation patient



Supplementary Imaged
Retinal Infiltrates

Color photo of another patient with the same condition, showing
similar retinal infiltrates as the case presentation patient



Assessment

A 38 yo homosexual WM with recent onset
photophobia and decreased vision
accompanying severe headaches, weakeness
malaise. Exam shows significant vitreous
Inflammation, optic nerve swelling, and multipl
peripheral focal areas of chorioretinitis.

A Differential Diagnosis?



Differential Diagnosis

BID)¢

- Luetic Retinitis (Syphilis)
- Tuberculosis

- Cytomegalovirus

- Varicella Zoster Virus

- Herpes simplex virus

- Fungi



Additional Key Information

A The patient had been diagnosed as having
secondary syphilis by his primary care providel
two days previously and doxycycline had been
Initiated as therapy.

A Diagnosis: Luetic Retinitis

A Plan: Continue doxycycline, follow up in 1 wee



Supplementary Imaged
_Rash on Palms __

-
-

\ 1 » 3

’

\\l

L\ AR
T /

Color photo of another patient with the same condition, showing a
rash on the palms characteristic of secondary syphilis




1 Week Later

OD OS
BCVA: 20/20 20/50
IOP_(mmHQ) 12 12

Pupils Round & Reactive OU, No RAPD

Ant.Seq. WNL WNL
1+ Cells visible In vitreous




Fundus Drawings

Fundus (last DFE )
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Color fundus drawing of right eye [left] showing no significant pathology.

Color fundus drawing of left eye [right] with significant improvement in vitreous
haze (1+ vitritis), and resolution of inferior vitreal snowballs and perivasculitis. Foc
white retinal infiltrates still visible in the inferior and temporal periphery but were

decreased in number. Mild swelling of the optic nerve also still appreciated. No
retinal elevation, detachment, or tears seen.



Syphilis

A Highly infectious STD
Infection byTreponema pallidum

A Syphilis can pass through 4 distinct stages:
Primary syphilis
Secondary syphilis
Latent syphilis
Tertiary syphilis



Primary Syphilis

A Appearance of an ulcer (chancre) at the site of
Inoculation after ~-8veek incubation period

A Vary greatly in presentation but can often be distinguished
from other conditions by the fact that they are palnless
nonpurulent, and indurated. £ ;

A Often are singular and painles

A Primary syphilis is often unnoticed, especially in won
and MSM (men who have sex with men), in whom th
lesions are often located in diffitalzisualize areas.



Secondary Syphilis
A Appears between 4 and 10 weeks after infectior

A Commonly presents as superficial skin lesions
A Nonpruritic rash with generalized lymphadenopathy

A Characteristically macular and often consists of Aiar
10-mm red or coppecolored macules.

A Lesions most often affect the trunk and limbs and ar
found on the palms and soles in 50% to 80% of case




Latent & Tertiary Syphilis

A Latent syphilis @ period in which no symptoms are present
diagnosis can be achieved only through serological testing

A Tertiary syphilis @ broad range of manifestations, commonly
Includes cardiovascular, gummatous, and/or neurological effe

15% to 40% of individuals who are not treated will develop tertiary
manifestations, with men at increased risk compared with Wémen.

Cardiovascular complications are the most common of the effects and
typically present within 10 to 30 years of infe€tion.

A They often involve the aortic arch and can lead to angina from coronary
ostitis, aortic regurgitation, or aortic aneurysm.



Development of Neurosyphilis

A Cerebrospinal fluid (CSF) invasiol lBponema
palliduraccurs in approximately 25% of patiénts.

A Most patientsricludingHIV -coinfected patients) will
have spontaneous resolution of the central nervous
system (CNS) invasion even in the absence of
treatment?

A Ocular syphilis is an unusual manifestation of tr
disease, typically occuring during the secondarn
stage



Neurosyphilis

A Can Include:
Meningovascular diseases (meningitis, strokes, seizures)
Acute and subacute myelopathy
Brainstem or cranial nerve abnormalities
Vestibular andOcular disease
Dementia
Tabes dorsalis
General paresis
Sensory ataxia
Bowel or bladder dysfunction.



Luetic Retinitis

A Demographics
African Americans (78% of cases) and men (71% of cases)
Any patient with HIV must be recognized as higher risk

A Common findings:
Vitritis
Anterior or Panuveitis
REIIS
Retinal vasculitis
Papillitis



Luetic Retinitis & HIVV

A Syphilis Is common among-pusitive men,
particularly those receiving HAART*

Immune reconstitution after initiating HAART usually
INcreases numeric parameteres

Although the numbers of cells may be more favorable
patients may have gaps in immunity, susceptibilities tc
certain pathologic agents, or altered responses to cert
pathogens.

A Several studies have suggested a prevalence of ocu
syphilis as high as 10% of Hhfected patients who

present with ocular symptoms and syphifis.
*HAART = Highly Active Anti Retroviral Therap)



Diagnosis
A Detailed History & Physical

A Serologic screening assays:
RPR (Rapid Plasma Reagin)
VDRL (Venereal Disease Research Laboratory)

A Confirmation by Treponemal tests:
Treponema pallidum particle agglutination

FTA-Abs (Fluorescent Treponemal Antibody Absorption
test)
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| umbar Puncture

Controversy exists on its role in the diagnosis and management of
neurosyphilis

Some have stated believe it to be essential:

To initially to confirm the diagnosis of neurosyphilis and to subsequently to jud
the adequacy of treatnretit

Others have discounted the need for it, citing:
A high incidence of positive reaction of spinal fluid to the serologic tests for
syphilis®
No benefit over appropriate penicillin treatment and higher motbidity.
22 cases have been reported in which involvement of the retina and optic nen
both parts of the central nervous system, have been documented, but the CSF

had né? pleocytosis, and the CSF VDRL has been negative in this series and
other



Treatment of Neurosyphilis

A Treatment of choice (TOCRenicillin

A Recommendations vary on dose and duration.
Durations of 6 to 21 days have all been regorted

Dosages have ranged from 12 to 24 million units of penicillir
per day

A In patients allergic to penicillin:
Oral tetracycline/doxycycline, erythromycin, or chloramphen

Others insist that a desensitization regimen and monitored
iIntravenous penicillin G therapy is mandatory.



Neurosyphilis Treatment Failures

A Reports of increased treatment failure rates e
IN patients with neurosyphilis

Relapses in HApositive patients have been well
documentet

Even nonHIV+ patients have been found to have
multiple recurrences of disease despite 10 days o
penicillin G therapy.’?
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