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Case reports

Status epilepticus revealing syphilitic meningoencephalitis
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Abstract

The incidence of seizures in neurosyphilis ranges from
14 to 60%, however, neurosyphillis presenting with status
epilepticus (SE) is rare. We report the case of a 49 year
old man with no history of epilepsy and with a 9-year
history of untreated syphilitic chancre. He presented in
October 2005 with four stereotyped epileptic seizures last-
ing less than 2 minutes followed by a prolonged seizure
lasting 20 minutes without recovery of consciousness. He
regained consciousness after admission in intensive care
unit for SE management. Brain CT scan showed dis-
appearance of cortical sulci with collapse of ventricles.
Ophthalmological examination revealed papillary hyper-
emia. Interictal EEG showed bi-frontal bi- and triphasic
spikes. Syphilitic serology in blood then in cerebrospinal
fluid (CSF) confirmed the diagnosis of neurosyphilis. The
clinical course was favorable after early administration
of penicillin and carbamazepine with total remission of
seizures. We underline the rarity of neurosyphilis vasculi-
tis as possible etiology of SE and underline the crucial
value of syphilitic serology in blood then in CSF, espe-
cially within any atypical presentation of encephalitis,
meningoencephalitis; or encephalitis and vasculitis. We
highlight the very good prognosis if treated precociously.

Key words: Status epilepticus, Neurosyphilis, Meningo-
encephalitis, Seizures, Epilepsy.

Introduction

The incidence of seizures in neurosyphilis ranges
from 14 to 60 %, however, the revelation of neuro-
syphilis by status epilepticus (SE) is rare (Primavera
et al., 1998). Status epilepticus inaugurates neuro-
syphilis has been previously reported in the literature
(Table). We report an observation of vasculitis neuro-
syphilis revealed by status epilepticus, focusing on
the crucial diagnostic value of syphilis serologies in
blood and CSF, and highlighting the very good prog-
nosis if treated promptly.

Case report

A 46 year old man presented with status epilepti-
cus (SE). He had no previous history of epilepsy, no
head injury, and no cognitive or psychiatric disor-
ders; but had untreated syphilitic chancre in 2002,
was chronic smoker and alcoholic in last 3 months.
He presented in October 2005 a stereotypical ictal
phenomena described by his wife as 5 generalized
tonico-clonic seizures, lasting 2 to 3 minutes associ-
ated with tongue-biting, urinary incontinence and
loss of consciousness. On presentation, the seizure
lasted 20 minutes without recovery. The patient was
admitted few hours later with SE, and admitted to
the intensive care unit. He was unconscious (GCS:
8/15), apyrexic and ophthalmological examination
revealed papillary hyperemia. There were no focal
signs on neurological examination. Haematologic
investigations (glycemia, fluid and electrolyte bal-
ance, blood cell count and inflammatory markers)
were normal. CT-brain on admission with and with-
out contrast revealed disappearance of cortical sulci
with collapse of ventricles (Fig. 1). Interictal EEG
showed alpha activity mixed with a rate of beta
activity at 14 to 17 cycles per second, with paroxys-
mal bi- and triphasic spikes in bi-frontal (Fig. 2).
Syphilitic serologies were positive in blood (VDRL
1/4 and TPHA 1/10 240). Analysis of CSF showed a
clear fluid, white blood cell (WBC) count of 8 cells/
mm?3 with lymphocytic predominance, normal glu-
cose (0.60 g/l), and normal protein (0.31 g/I). Direct
examination was negative and culture was sterile. In
CSF, TPHA was positive at 1/320 and VDRL was
negative. After treatment of SE by antiepileptic
drugs, the patient received 30 millions of penicillin
therapy preceded by 100 mg of hydrocortisone
hemisuccinate daily for 10 days, followed by 4 more
cycles every 3 months. (Serragui et al., 1999). CSF
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Fic. 1. — Cerebral CT scan showing disappearance of cortical
sulci with collapse of ventricles.

was normal (WBC: 4 cells/mm?3; protein: 0.40 g/l;
glucose: 0.76 g/l) and syphilitic serology was nega-
tive 13 months after the beginning of penicillin ther-
apy. His outcome was very good with total remission
of seizures.

Discussion

Recently, the incidence and clinical spectrum of
neurosyphilis has changed. Compared to the pre-an-
tibiotic era, a lower frequency of late neurosyphilis
is observed and atypical forms are reappearing. The
most frequent clinical patterns are meningovascular,
meningeal and general paresis (Conde-Sendin et al.,
2004). With the increasing incidence of HIV, AIDS-
related mortality, and reduced high-risk sexual be-
havior among gay men, syphilis has once again
become a disease more prominent in the hetero-
sexual population. (Zetola et al., 2007). In Morocco;
neurosyphilis is still frequent. Its incidence was
31 cases per year in 1989. Then began to decline
from 1990 to reach 10 cases per year in 1997
(Yahyaoui et al., 2005). In CHU hospital Marrakech;
we have collected over 108 cases of neurosyphilis

FiG. 2. — EEG showing post ictal bi frontal epileptic abnormalities
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in a period of 14 years, the majority of which were
immunocompetents. Epileptic seizures are classified
as a complication of neurosyphilis, and can appear
at any stage of the disease (Li et al., 2006). SE as
the first manifestation of neurosyphilis is very rare
(Primavera et al., 1998) and it accounts for about one
third of oligosymptomatic events of neurosyphilis in
1971 (Cisse et al., 2002). However, one Indian series
of convulsive SE observed neurosyphilis in 1/6th
of patients and hence might not be that rare (Sinha
et al., 2008). SE can be partial, partial secondary
generalized or generalized. It is sometimes preceded
by encephalitic manifestations, such psychiatric dis-
orders, memory disorders, confusion or dementia
which can progress silently. In the literature (Table),
partial SE was more often observed than the gener-
alized SE and meanwhile they occur within cognitive
and psychiatric manifestations. Two hypotheses
are usually proposed to explain the occurrence of
seizures in neurosyphilis (Cisse et al., 2002): All the
complications of syphilis are the consequence of
a persistent brain inflammation, in which the
meningeal irritation is inconsistent. Or the seizures
could be the consequence of the presence of small
brain lesions secondary to micro-stroke without any
clinical neurological sign. The EEG abnormalities
have no orientation value to established neuro-
syphilis aetiology. Abnormalities like spikes, sharp
waves, periodic lateralized epileptiform discharges
(PLED) and slowing were described (Table 1)
(Ances et al., 2004).

The MRI can show (Table): brain atrophy,
gumma, multiple vascular lesions or temporal hyper-
intense signals. In the latter case, neurosyphilis can
mimic herpes simplex encephalitis. These findings
are probably secondary both to syphilitic inflam-
mation and status epilepticus and usually reversible
especially if the diagnosis is made early, but may re-
sult in residual atrophy (Marano et al., 2004) (Sesar
et al., 2008). In our case, the CT scan found disap-
pearance of cortical sulci with collapse of ventricles
due to brain oedema. In the CSF, abnormalities
observed include pleocytosis (in 30%), increased
protein concentration (in 50 %); reactive VDRL (in
30%) and reactive TPHA (in 100%) (Janier et al.,
2002). In Marra study, they defined neurosyphilis as
a CSF white blood cell count > 20 cells/ml and also
suggested the group of individuals with syphilis who
must have a lumbar puncture (serum rapid plasma
reagin (RPR) titer > 1/32 and a peripheral blood
CD4+ T cell count > 350 cells/ml in HIV-infected
subjects) (Marra et al., 2004). Treatment consists
firstly, or emergency management of SE, due to its
bad prognosis, including a partial one; which can
potentially progress to generalized one. Antiepileptic

drugs should be followed by the administration of
penicillin G. The Jarisch-Herxheimer reaction can
be observed during treatment. It occurs 6 to 8 hours
after administration of penicillin and can be life-
threatening. In this case, the disorders can be pre-
vented by gradually increasing doses of antibiotics
with concurrent administration of corticosteroids.
Except in the ictal phase; the evolution remains
favorable with disappearance of the seizures in most
cases.

Preventive therapy is an important element of
syphilis control efforts. Treatment by a single dose
of penicillin G benzathine or single dose of
azithromycine seems to be efficient for prevention
of syphilis in persons exposed to infected sexual
partners (Hook 1999). Also, male circumcision re-
duces risk of HIV and syphilis in 60% (Weiss, 2007).
However, the awareness, education and treatment of
primary and secondary syphilitic forms remain the
fundamental step to prevent neurosyphilis.

Conclusion

Neurosyphilis has been described as “the great
imitator” and with the antibiotic era its forms be-
come more atypical, as it was demonstrated through
our case and other cases of SE in the literature. Its
late diagnosis and treatment trend to worsen the
prognosis, with development of cerebral atrophy,
responsible for severe cognitive sequels. All these
arguments represent enough reasons to practice
syphilitic serology in blood then in CSF in any case
of encephalopathy without clear aetiology.
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