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Syphilis is a sexually and vertically transmitted bacterial 

infection caused by spirochaete bacterium Treponema 

pallidum. In 2022, the Centers for Disease Control and 

Prevention (CDC) reported a total of 207 255 cases of 

syphilis in the United States, marking an 80% increase 

since 2018 and reflecting a consistent upward trend over 

several decades (1).

Syphilis manifests in three stages. Primary syphilis 

appears within 10-70 days of acquiring the infection 

and is characterized by the development of a primary 

chancre at the site of inoculation. Secondary syphilis 

presents with symptoms such as a desquamating rash at 

the palms and soles, oral ulceration, or mucous patches, 

and generalized lymphadenoma within weeks to a few 

months. The symptoms of secondary syphilis resolve 

within a few weeks in the absence of treatment, as the 

disease enters a latent stage. Without treatment, about a 

third of patients develop tertiary syphilis (2).

Neurosyphilis, a form of tertiary syphilis, occurs when T. 

pallidum invades the nervous system, affecting the brain, 

spinal cord, and peripheral nerves, and can occur at any 

time after the initial infection (3). Approximately 25-

40% of patients develop neurosyphilis, with 

many clearing the infection from the cerebrospinal fluid 

without requiring treatment and sometimes remaining 

asymptomatic of the infection (3). Patients with a 

compromised immune system who cannot clear the 

infection, are more likely to develop CNS involvement, 

which can be asymptomatic, and ocular manifestations 

(1,4).
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Right image: right eye has some white specks which represent posterior placoid syphilis.

Left image: left eye has some whitening in the macular, but not as prominent as the right eye.

Here, we report a case of syphilis in a patient who 

presented with blurred vision, in the setting of an 

unknown Human Immunodeficiency Virus (HIV) 

infection to highlight that syphilis should always be 

considered in the differential when caring for an 

individual who presents with monocular symptoms such 

as monocular papillary disc edema. We also want to 

bring into discussion the interplay of HIV and syphilis in 

terms of clinical manifestations. We want to focus on the 

underappreciated manifestation of ocular syphilis, which 

has been increasingly reported in the last several years 

and may be more common among persons with HIV.

A 38-year-old African American woman with a medical history notable for Turner 

Syndrome (45XO) presented to the Emergency Department with a chief complaint of 

blurred vision, more pronounced in the left eye, accompanied by intermittent floaters and 

retro-orbital pain. Patient reported that she had bilateral conjunctival injection, 

approximately eight months prior, after which she continued to have floaters in her vision. 

She also reported feeling unsteady due to visual changes as well as fatigue. Initial vital signs 

were recorded were: Bp 191/105 mmHg, HR 72 bpm, RR 16, Temp 36.8°C PO. A 

comprehensive stroke workup encompassing chest x-ray, non-contrast head CT scan, head 

and neck CT angiography, and non-contrast MRI, yielded unremarkable findings. 

Ophthalmological evaluation revealed acute optic disc edema of Frisen grade 1 in her left 

eye. Given monocular clinical findings, a syphilis EIA and RPR screening tests were 

ordered. The patient was discharged and instructed to follow-up at an outpatient 

ophthalmology center the following day. At her outpatient follow-up, the patient was 

informed of her positive EIA and reactive RPR test results and advised to return to the ED 

for further testing and treatment.  Further questioning, the patient reported experiencing 

alopecia, and a rash on her palms about a year ago, however had not sought medical 

attention as these symptoms had self-resolved. During the current patient inpatient 

admission, the patient’s partner, who was present at the bedside, disclosed he had been 

treated for syphilis 8 years ago. During admission, patient was also found to be HIV 

positive.

The patient completed a 14-day course of intravenous 

penicillin G, 4,000,000 units IVPB every 4 hours. The patient 

did not receive an oral steroid treatment as adjunct of 

treatment in case of possibility for a Jarisch Herxheimer 

reaction and tolerated the penicillin infusion well. 

Bictegravir/emtricitabine/tenofovir (Biktarvy) treatment was 

also initiated.

HIV infection often co-occurs with Syphilis, yet the reciprocal 

effects of each infection remain poorly elucidated. The 

convergence of HIV and syphilis introduces nuances in 

diagnostic challenges, notably in asymptomatic neurosyphilis. 

This becomes particularly intricate in HIV-positive individuals 

where manifestations of syphilis can range from overt 

neurological symptoms to complete absence of clinical signs. 

Acknowledging the propensity for asymptomatic neurosyphilis 

is those with HIV underscore the importance of including 

syphilis in the diagnostic algorithm, especially when ocular 

symptoms emerge as the sole presentation.

Remarkably, recent reports highlight a compelling correlation 

wherein ocular syphilis prompts the discovery of previously 

undiagnosed HIV infections in a notable proportion of cases. 

This underscores the necessity for HIV screening in patients 

presenting with ocular syphilis. Such screening efforts are 

particularly advantageous given that many newly diagnosed 

HIV patients exhibit relatively preserved CD4(+) cell counts, 

affording the opportunity for timely monitoring and 

intervention before progression to AIDS (5,6).

Moreover, it is of importance that clinicians test for HIV for 

those presenting with ocular symptoms from syphilis as it has 

been pointed in literature that an HIV infection may affect 

mainstay neurosyphilis treatment outcomes (7). Recognizing 

the interplay of HIV and syphilis allows clinicals to perform 

additional monitoring in the form of frequent cerebrospinal 

exams and modifications to treatment regimen to prevent 

treatment failure of neurosyphilis. 
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