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ABSTRACT 
Syphilitic uveitis is mostly observed in patients with comorbid risk factors such as human 
immunodeficiency virus (HIV). Here, we present a case of syphilitic uveitis that began with 
painless oral ulcers in an HIV negative male, whose primary and secondary phases were not 
detected. 

Case: A 47-year old male with no significant medical history arrived at the Ear-Nose-Throat 
Department in September 2018 with a sore throat, fatigue, fever, and painless ulcers in 
his mouth. After a while, he applied to the Ophthalmology Department with complaints 
of stinging and decreased vision in the left eye. Hyperotofluorescent foci of his right eye 
were active in the upper and temporal parts of the macula. He was then diagnosed with 
syphilitic uveitis in our unit and was found HIV-negative. His test results showed positive 
of Venereal Diseases Research Laboratory (VDRL): 1/64 and T. pallidum haemagglutination 
assay: 1/10240. Lumber punction was performed with no cells/microorganisms. His 
cerebrospinal fluid investigation revealed positive VDRL of 1:32 titre. He was successfully 
treated with crystallized penicillin G and topical corticosteroids on his eyes. On the 
14th day of the treatment, the patient was discharged with no complaints with his eyes. 
Syphilis should always be kept in mind –especially in low-risk groups such as those 
HIV-negative – in the differential diagnosis of painless ulcers and ocular manifestations 
even if the lesion sites are atypical in order to prevent delay in diagnosis and treatment.  
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INTRODUCTION

Syphilis is a sexually transmitted disease (STD) caused by Treponema pallidum (1). 
Primary and secondary syphilis increased to a rate of 5.3 cases per 100 000 in 2013 
from the rate of 2.1 per 100 000 in 2000 (2). Neurosyphilis is the most feared and 

severe complication of syphilis and may occur at any time after the initial infection. 
Uveitis accounts for the majority of cases of ocular syphilis and is observed in 0.6-2.0% 
of patients with syphilis (3, 4). Syphilitic uveitis is seen mostly in patients with comor-
bidities, including HIV infection (5, 6). Here, we present a case of syphilitic uveitis be-
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ginning with the painless oral ulcers in an HIV neg-
ative male whose primary and secondary phases 
were not detected.

Case 
A 47-year old male with no significant medical his-
tory arrived at the Ear-Nose-Throat (ENT) Depart-
ment in September 2018 with a sore throat, fatigue, 

Figure 1.

Figure 2.
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fever, and painless ulcers in his mouth. Biopsy of 
the lesions showed the infiltration of plasma cells. 
He did not receive additional treatment. In April 
2019, he applied to the Ophthalmology Department, 
complaining of stinging and decreased vision in the 
left eye. The image of the right eye with a fundus 
autofluorescence is shown in Figure 1. Hyperotoflu-
orescent foci were active in the upper and temporal 
parts of the macula before therapy. His symptoms 
were evaluated to indicate uveitis, and his blood in-
vestigation revealed positive on Venereal Diseases 
Research Laboratory (VDRL) test: 1/64. Therefore 
he was directed to our Infectious Diseases and 
Clinical Microbiology Department. After hospital 
admission, full blood count did not show any sign 
of infection, with a white cell count of 7.9×109/L. 
The patient had positive results on VDRL test (1/64) 
and Treponema pallidum haemagglutination assay 
(1/10240). Lumbar puncture was performed with no 
cells/microorganisms. His cerebrospinal fluid (CSF) 
investigation revealed a positive VDRL test of 1/32 
titre. He was found HIV-negative. He was then di-
agnosed with syphilitic uveitis as a complication 
of neurosyphilis. He was treated with 24 MU of 
aqueous crystal penicillin G per day, administered 
as 4 MU intravenously over four hours for 14 days, 
and topical corticosteroids on his eyes three times 
two drops. An ophthalmological re-evaluation re-
vealed findings consistent with ocular syphilis. On 
the 14th day of the treatment, the patient had no 
complaints with his eyes (Figure 2). Due to ocular 
symptoms, topical corticosteroids are administered 
while under penicillin treatment. During admission, 
his symptoms regressed, and he had no additional 
symptoms. After a compilation of 14 days of IV pen-
icillin G treatment, he was discharged. He then con-
tinued ophthalmology and infectious diseases fol-
low-up. He did not have any remaining symptoms.

DISCUSSION

In this case report, a syphilitic uveitis case, one of 
the most feared and severe complications of syphi-
lis, beginning with the painless oral ulcers in an HIV 
negative male, is discussed. 

Syphilis is a sexually transmitted infection caused 
by Treponema pallidum. Before the antibiotic era, 
studies were relatively more explicit about identi-

fying stages and progression of untreated syphilis. 
Despite the knowledge and preventive measures, 
the World Health Organization (WHO) estimates 
that the number of cases is steadily increasing (7). 
Neurosyphilis cases are now mainly associated 
with HIV patients and men who have sex with men 
(5, 6). Twenty-five to 35 percent of syphilis patients 
who develop neurosyphilis are asymptomatic (8).

Although the main transmission route is sexual, T. 
pallidum can also cross the placental barrier. Open 
lesions are necessary for sexual transmissions, 
such as primary chancre and condyloma lata. In-
fectious courses may be divided into two categories 
as early and late syphilis. The early-stage contains 
the primary and secondary infection. Primary in-
fections are characterized by chancres, while sec-
ondary infections can be disseminated into various 
organs and systems. Late syphilis is usually used 
for tertiary infection, and major causes of mortal-
ity are cardiovascular and central nervous system 
involvement. 

In our case, the presentation and course of the in-
fection are quite uncommon. Based on history, the 
patient admits to an ENT clinic with painless ulcers. 
Lesions of the oral cavity are diverse, and establish-
ing a solid differential diagnosis may be challeng-
ing. Oral mucosal lesions may be roughly divided 
into five categories as normal variants of the mu-
cosa, red/white lesions, pigmented lesions, ulcera-
tive/eruptive lesions, and miscellaneous lesions. As 
a priority, a physician mostly tries to rule out ma-
lignant and premalignant lesions (9). In this case, 
the most significant feature of the lesion is that 
it is a painless ulcer. Ulcerative lesions in the oral 
cavity can be categorized as aphthous ulcerations, 
infections, and a manifestation of immune-relat-
ed diseases, drug-induced, or other lesions. Multi-
ple painless ulcers in the genital area may quickly 
arouse suspicion toward syphilis, but one may also 
expect for primary lesions first to appear on the 
oral mucosa, depending on the route of transmis-
sion. Taking a biopsy is also a safe and valid option 
when a diagnosis cannot be made with history and 
gross examination. Granuloma with plasma cell 
infiltration is typical pathologic finding for syphilis, 
wherever the site of lesion is (10). However, in our 
case, pathology only reported “plasma cell infiltra-
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Months later, our patient was admitted to an oph-
thalmology clinic complaining from stinging and 
vision loss in the left eye. He was diagnosed with 
uveitis and then was referred to our clinic with 
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from CSF hold great value. In our case, CSF findings 
also showed positivity for syphilis and without any 
indication of another CNS pathology. Ruling out 
other sexually transmitted diseases are also neces-
sary for every case with STDs. We applied a 14 day 
of crystalline penicillin G 24 million units per day, 
while the guidelines suggest 10-14 days (13). Even 
debated still, we also applied benzathine penicillin 
2.4 million units IM, just before discharge. Follow 
up visits are also planned for infectious diseases 
and ophthalmology departments. We also planned 
a control serological test from serum and CSF.

CONCLUSIONS

This case highlights the importance of considering 
syphilis on the differential diagnosis of painless ul-
cers, even when the lesion site is atypical. The oral 
lesions should be judged carefully based on patient 
history and features of lesions. Biopsy should not 
be trusted solely as errors in interpretation are not 
uncommon. Ophthalmological findings are rath-
er distinctive and may help to establish a diagno-
sis. Appropriate diagnosis and treatment are key 
elements to prevent syphilis from a more morbid 
course.
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