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Rhegmatogenous Retinal Detachment in High Myopia, Ocular syphilis with 

HIV Positive Patient 

A Case Report 

 

Abstract 

Introduction : Retinal detachment is a condition when neurosensory retina is 

detached from the retinal pigment epithelium with high myopia as one of the risk 

factor. Rhegmatogenous retinal detachment (RRD) occur when fluid from vitreous 

cavity enters the potential space between sensory retina and retinal pigment 

epithelium (RPE). High myopia and intraocular inflammation can cause rapid 

development of vitreous liquefaction which can precipitate RRD 

Purpose : To report a case of rhegmatogenous retinal detachment in a high myopia, 

HIV positive patient with ocular syphilis. 

Case Report : A 30 years old man was came to the Vitreoretina unit with sudden 

blurry vision on the left eye, with hand movement visual aquity and history of high 

myopia in both eyes. Ophthalmologic examination finds retinal detachment on the 

left eye. He underwent an emergency pneumatic retinopexy procedure and then pars 

plana vitrectomy couple of weeks later. The screening for vitrectomy procedure 

revealed that the patient is HIV positive with reactive Venereal Disease Research 

Laboratories (VDRL) titer. One month after the vitrectomy with silicone oil 

implantation on the left eye, the intraocular pressure raises to 39 after antiglaucoma 

therapy. Patient underwent silicone oil evacuation and filtering surgery to control 

the IOP, and was performed repeat vitrectomy and silicone oil implantation a month 

later. The operation was successfully performed and on the follow up visit the retina 

appeared attached and there is an improvement of visual function to finger counting 

on the left eye.  

Conclusion : High myopia is one of the biggest factor in retinal detachment 

occurrences. management of retinal detachment is varied depends on the patient’s 

age, clinical presentation and other systemic findings.  

 

I.  Introduction 

     Retinal detachment is a condition in which neurosensory retina is detached from 

retinal pigment epithelium (RPE). Retinal detachment can be classified into two 

major groups, namely the presence of a tractional component or no tractional 

component. types of detachment that have tractional component include 

rhegmatogenous, tractional, or combination. Types of detachment without 

tractional component include exudative and hemorrhagic. The highest incidence of 

retinal detachment is rhegmatogen retinal detachment (RRD). The study conducted 

in Europe said the incidence in Europe was 13.3 cases per 100,000 populations per 

year. The most common risk factors for RRD include high myopia1-3 
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     Ocular syphilis is an inflammation of the eye due to Treponema pallidum 

infection at a secondary stage of syphilis. Secondary syphilis generally occurs in 

the fourth to tenth week after the primary infection. The manifestations of ocular 

syphilis can include uveitis, panuveitis, optic neuropathy, vitritis and interstitial 

keratitis. The most commonly reported symptoms of ocular syphilis are panuveitis 

and posterior uveitis. This case report describes a case with RRD in an HIV positive 

patient with high myopia and ocular syphilis.2-3 

 

II. Case Report 

     A 30-year-old man came to the Cicendo Eye Hospital on March 4, 2020, with 

the chief complaint of sudden blurry vision on the left eye. History of seeing floaters 

+, history of high minus glasses S-9.00 for the right eye, and S-5.50 for the left eye. 

On ophthalmological examination, the visual acuity in the right eye is 1/60 and on 

the left eye 1/300, retina detached with a hole on superior and vitreous hemorrhage. 

The patient underwent an emergency pneumatic retinopexy on the left eye on March 

4, after the procedure, the retina was still detached and was scheduled for pars plana 

vitrectomy (PPV) + endodrainage (ED) + endolaser (EL) + silicone oil (SO) LE on 

June 12, 2020. The preoperative examination showed that the patient had a history 

of same-sex promiscuity and the results of the examination HIV positive supported 

with 145 CD4 laboratory examination and has been consulted to the Teratai Clinic. 

Ophthalmological examination on June 11, 2020 found that the visual acuity 1/60 

of the right eye and light projection on the left eye with difficult projections in all 

directions. Orthotropia eyeball position, no movement restriction in all directions. 

The intraocular pressure (IOP) was 18 mmHg and the left eye was 16 mmHg. 

Examination of the anterior segment of the right eye was within normal limits. An 

examination of the anterior segment of the left eye revealed cornea with a pigment 

iris, Van Herrick (VH) gr III anterior chamber, Flare and cell +1/+1, irregular pupil, 

posterior synechiae, and slightly cloudy lens. The patient was diagnosed with 

rhegmatogen retinal detachment LE + high myopia both eyes + HIV positive. The 

patient underwent PPV ED + EL + SO 1300 LE on June 12, 2020 



3 
 

     One day after surgery, a general examination was found within normal limits 

and an ophthalmological examination with vision of 1meter finger counting on RE 

and light perception LE with difficult projection. Examination of intraocular 

pressure found the right eye 13 and the left eye 6. Examination of the anterior 

segment of the right eye within normal limits and the anterior segment of the left 

eye showed blepharospasm, subconjunctival hemorrhage and ciliary injection, 

corneal edema, VH gr III with flares and + 1 / + 1 cells in the anterior chamber, 

irregular pupil with posterior synechiae, and slightly cloudy lens. The patient 

received eye drops of prednisolone acetate six times a day LE, ofloxasin six times 

a day LE, cyclopentolate three times a day LE, paracetamol 3x500 mg orally, 

ciprofloxasin 2x500 mg orally. 

 

      

Figure 1. Clinical photo of the patient 

     Follow up visit on June 23, 2020, obtained an ophthalmological examination of 

visual aquity close face finger counting on the right eye, hand movement on the left 

eye, IOP 19 RE, 30 LE with vitreous cells in the right eye, flat retina in the left eye. 

The patient was diagnosed with HIV related vitritis RE, attached retina LE, SO 

filled eye LE + secondary glaucoma LE + HIV positive. The patient was treated 

with prednisolone acetate six times/day LE, timolol maleate two times/day LE, 

acetazolamide 3x 250 mg orally, and 1x1 tab potassium aspartate orally. 

    The patient returned on June 30, 2020 and on examination, the vision was hand 

movement on the right eye, and close face finger counting on the left eye, IOP 10 

RE, 13 LE with vitreous cells seen in the right eye, flat retina in the left eye and on 

the supporting examination obtained reactive quantitative VDRL results with titer 

1: 64. The patient was referred to the EED unit and diagnosed with ocular syphilis 
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on both eyes + attached retina LE + SO filled eye LE. The patient was treated with 

prednisolone acetate six times/day LE, cyclopentolate 3 times/day LE, 

methylprednisolone 1x56 mg orally. The patient underwent weekly follow up 

examination with tappering off corticosteroid treatment. On July 24, 2020 the 

patient is planned for an SO evacuation LE. 

 

 

Figure 2. Fundus photograph of the patient 

 

     The patient underwent SO evacuation and trabeculectomy LE on July 29, 2020 

without any complications. Follow up on August 18, 2020, on examination the 

vision was light perception on RE with good projections in all directions, hand 

movement on LE with IOP RE 15, LE can’t be measured. Redetached retina LE 

was found and he was planned to carry out PPV + ED + EL + SO LE on August 26, 

2020. 

     Ophthalmological examination on August 25, 2020, showed visual acuity of 

hand movement on the right eye and close face finger counting on left eye, IOP RE 

32, LE 8. Examination of the RE anterior segment showed flares / cells + 1 / + 1 

and the lens was slightly cloudy. LE revealed posterior synechiae and peripheral 

iridectomy. The patient was referred to the EED and glaucoma unit and was 

diagnosed with redetached retina LE + secondary glaucoma RE + ocular syphilis 

both eyes. The patient was treated by administering Prednisolone acetate 6 

times/day LE, cyclopentolate 3 times/day LE, methyl predinisolone 1x16 mg orally, 
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timolol maleate 2 times/day RE acetazolamide 3x 250 mg orally. The patient 

underwent PPV + ED + EL + SO LE surgery on 26 August 2010. 

 

      

Figure 3. Ultrasound of the right eye 

     One day after the operation on August 27, 2020, ophthalmological examination 

revealed IOP RE 18 LE 6. The anterior segment RE has ciliary injection, iris 

pigment on the cornea, with flares / cells on anterior chamber +2/+2 and slightly 

cloudy lens, on LE was found blefarospasm, subconjunctival bleeding, intact suture 

and ciliary injection, minimal corneal edema, VH gr III with flares and cells +3/+3 

with air bubbles, relatively round pupil with peripheral iridectomy and posterior 

synechiae. and the lens is slightly cloudy, the posterior segment of the left eye has 

the retina completely attached. The patient received 2x 500 mg ciprofloxacin 

tablets, ofloxacin eye drops 6 times/day LE, prednisolone acetate eye drops 6 

times/day LE, paracetamol tab 3x500 mg orally, cyclopentolate eye drop 3 

times/day LE. 

    One week postoperative follow up visit showed light perception on the right eye 

and hand movement on the left eye, IOP RE 20 and in RE 27. Examination of 

anterior segment of right eye and left eye was still the same as day one post-

operative. The patient was then advised to follow up visit two weeks later and 

received eye drop therapy of prednisolone acetate 5times/day LE with weekly 

tapering off, ofloxacin six times/day LE and timolol maleate two times/day LE. 

     On September 15, 2020 the patient came back for follow up visit with the results 

of an ophthalmological examination hand movement vision on the right eye, finger 

counting on the left eye with IOP RE 15 and LE 9. Examination of the anterior 

segments of the right and left eyes was the same as before, the posterior segment 
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examination was performed with ultrasound with suspected retinal detachment, 

examination of the posterior segments of the LE revealed retina attached. The 

patient was diagnosed with vitritis RE, suspected retinal detachment RE + attached 

retina LE + SO filled eye LE. The patient was then planned for PPV + ED + EL + 

SO RE surgery. 

 

III. Discussion 

     Retinal detachment is divided into two major groups, in the presence of traction 

and in the absence of traction. The most common type of retinal detachment is 

rhegmatogen retinal detachment which occurs due to the entry of fluid from the 

vitreous cavity into the potential space between the neurosensory retina and the 

retinal pigment epithelium (RPE) through full thickness breaks or holes. The most 

common tear is a horseshoe tear that occurs in sites with large vitreoretinal 

adhesions, generally occurring at the posterior border of the vitreous base in the 

posterior vitreous detachment (PVD). The characteristics of RRD include the 

mobility disorder of the liquefied vitreous gel, the traction force that can cause a 

break in the retina, a retinal break that can be passed through the liquefied vitreous 

into the subretinal space. RRDs that occur posterior to the equator are a feature of 

RRD resulting from high myopia. Risk factors for RRD include high myopia, 

family history of RRD, history of contra-lateral eye tears or detachments, recent 

vitreous detachment, and trauma. The patient in this case report had RRD with risk 

factors of high myopia, the patient had a history of correction of vision with S-9.00 

RE, and -5.50 LE, but the patient was using S-5.50 on both eyes for his convenience. 

3-6 

     Pneumatic retinopexy and scleral buckle are the initial treatment options for 

ARR in patients with localized one-quadrant detachment. Young patients with a 

hole in the anterior are advised to undergo a scleral buckle procedure. PPV is 

indicated in patients with a large, bullous retinal detachment, and in elderly patients 

with a liquefied vitreous. Retinal detachments with multiple quadrant breaks, or 

patients with invisible breaks, or pseudophakic patients are also good candidates 

for PPV. Vitreous liquefaction occurs naturally due to aging, but can occur more 
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rapidly in high myopia, surgical or non-surgical trauma, and in intraocular 

inflammation. In this patient, a pneumatic retinopexy was performed and after that 

PPV was performed considering that vitreous liquefaction had occurred due to high 

myopia and the presence of intraocular inflammation. 

 

     

Figure 4. Ultrasound of the left eye 

     Syphilis is a disease that occurs due to infection from Treponema pallidum 

bacteria, which is chronic and multisystem. Transmission of infection is most often 

through sexual contact, transplacental transmission from pregnant women to their 

babies can also occur after 10 weeks of gestation. The course of untreated syphilis 

has been widely described. Primary syphilis occurs 3 weeks of incubation and is 

characterized by a chancre, or painless solitary lesion at the site of infection that 

resolves itself at week 12. Secondary syphilis occurs 6-8 weeks later, characterized 

by linphadenopathy and rashes on the palms and sole. The secondary syphilis phase 

will be followed by a latent phase between 1 year and tens of years. One third of 

untreated syphilis patients will develop tertiary syphilis, which can be categorized 

as benign tertiary syphilis, cardiovascular syphilis, and neurosyphilis. Uveitis 

occurs in 5% of patients with tertiary syphilis, but it can occur in all phases of 

syphilis infection. 

     Ocular syphilis is the most common manifestation of neurosyphilis. The most 

common manifestation of ocular syphilis is anterior uveitis, so that examination 

towards syphilis is highly recommended as one of the investigations to look for 

underlying disease in the condition of anterior uveitis. Several other case reports 

report posterior uveitis as a manifestation of ocular syphilis with HIV infection. 
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Ocular syphilis is common in patients with HIV infection. Case reports of ocular 

syphilis manifestations in HIV positive patients include iridocyclitis, vitritis, and 

posterior uveitis. 1-3,8,9 

     Ocular syphilis manifestations in the posterior segment may include vitritis, 

chorioretinitis, focal retinitis, necrotizing retinitis, retinal vasculitis, exudative 

retinal detachment, and isolated papillitis. The most common manifestation is focal 

or multifocal chorioretinitis. which is commonly associated with vitritis. 

Chorioretinitis may also be accompanied by disc edema, vasculitis, with exudate 

around the disc and serous retinal detachment. Syphilis patients who are 

immunocompromised or HIV positive may have atypical symptoms or a fulminant 

symptom pattern. 

     The first-line treatment for syphilis is Benzathine penicillin 2.4 million intra-

muscular units. This treatment regimen responds well to patients without HIV 

infection. A study conducted in America reported that the best therapy in patients 

with ocular syphilis with nerve involvement as evidenced by pleiocytosis of 

cerebrospinal fluid is intravenous penicillin G. Neurosyphilis can also be treated 

with 2.4 million units of procaine penicillin IM for 10-14 days. The patient in this 

case report was referred to the HIV center at the Teratai clinic and was receiving 

intramuscular injection and antiretroviral medication.4,7-9 

     The manifestation of ocular syphilis that occurs in this patient is the presence of 

vitritis in the right eye which causes visual disturbances and has been treated using 

methyl prednisolone 1mg/Kg BW and tapered off per week. The patient's visual 

impairment improved after the treatment, but at the last follow up visit the patient 

complained of decreased visual function and on ultrasound examination, a 

suspicion of retinal detachment in the right eye was found, so this patient was 

planned for right eye surgery.5,10,11 

     The prognosis in this patient quo ad vitam is Dubia, because the patient is an 

HIV positive patient on ARV treatment with many possibilities of opportunistic 

infections that can occur in HIV positive patients. The prognosis of quo ad 

functionam is dubia because the patient has had a retinal detachment in the left eye 

and a suspicion of a retinal detachment in the right eye. 
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IV. Conclusion 

     Retinal detachment is a state of retinal neurosensory detachment from RPE with 

myopia gravior as a risk factor. Management of ARR can include pneumatic 

retinopexy, scleral buckle, or PPV. Ocular syphilis is one of the manifestations of 

syphilis. The most common finding of ocular syphilis in HIV-positive patients is 

posterior uveitis in the presence of exudates, and can lead to serous retinal 

detachment. Management of syphilis infection using parenteral penicillin G can be 

used for various phases of syphilis. 
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