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Introduction
The incidence of late manifestations of syphilis has declined 
almost to a rare entity since the era of antibiotics. Before the 
discovery of penicillin, tertiary syphilis infection was the most 
common cause of thoracic aortic aneurysm, resulting in 5–10% 
of cardiovascular deaths1,2. 
The primary lesion of cardiovascular syphilis is aortitis, an 
inflammatory response to the invasion of the aortic wall by the 
Treponema pallidum that evolves to obliterative endarteritis of 
the vasa vasorum and results in necrosis of the elastic fibres and 
connective tissue in the aortic media. The resulting weakening 
of the aortic wall will progress into the late vascular manifesta-
tions of syphilis3. Syphilitic aortitis is reported in 70–80% of 
untreated cases after the primary infection, and in 10% of these 
patients, significant cardiovascular complications will occur, 
such as aortic aneurysm, aortic regurgitation and coronary ostia 
stenosis1. The ascending aorta is the segment most commonly 
affected (50%), followed by the arch (35%) and the descending 
aorta (15%)2. The rich lymphatic arrangement in the ascending 
aorta that may predispose greater mesoaortitis is believed to be 
the cause for larger involvement of this segment3.

Cardiovascular syphilis is a late form of syphilis, which usually 
manifests in the 4th–5th decade of life, typically 5–40 years 
after the primary infection. It may become symptomatic with 
thoracic pain or symptoms of compression of the surrounding 
structures, but can enlarge asymptomatically until incidental 
finding in a chest X-ray or a catastrophic and often fatal 

aneurysmal rupture1,2. Without surgical treatment, the mortality 
rate at 1 year can reach 80% due to the high rate of rupture of 
these aneurysms4. We report a currently rare case of syphilitic 
ascending aorta aneurysm. 

Histological evaluation of the aorta reveals mesoaortitis with 
fibrosis and destruction of the media. In adventitial soft tissue, 
dense plasmolymphocytic infiltrates are centered around vasa 
vasorum with endarteritis. Vascularization of the media is also 
seen in B. Hematoxylin and eosin staining. Magnification: A, 
×10; B, ×25.

Case Report
Forty eight years old male patient present with us with the 
complaint was palpitation and shortness of breath. The patient 
reported that he noticed dyspnea on efforts for one year. 
Dyspnea was increasing steadily and currently had dyspnea on 
moderate effort, accompanied by non-characteristic chest pain. 
He had no family heart disease or other comorbidities. On 
physical examination blood pressure was 120/40 mm of Hg. 
Peripheral pulses in water hammer. No edema.

On cardiac auscultation presented holodiastolic blow in all 
outbreaks, predominantly in the aortic area. Lungs were clear. 
No other significant changes on physical examination.

On chest X-ray presented increased heart size and aortic ectasia. 
The electrocardiogram showed sinus rhythm, without signifi-
cant changes. Doppler echocardiography revealed evidence of 
enlargement of the ascending aorta (47 mm diameter), Aortic 
valve with significant regurgitation with left ventricular ejection 
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fraction of 55%. CT aorto-gram revealed severe AR with aortic 
aneurysm (52 mm) with prominent thickening of the aortic wall.  
Coronary angiogram shows –normal coronaries.

Operative technique
The patient was put in supine position.  Induction of general 
anesthesia with double lung ventilation. External defibrillator 
pads was attach with patient. Median Sternototomy done 
keeping right femoral vessel exposed.  Pericardiotomy done.  
Hugely dilated ugly looking ascending aorta was found. Right 
Bracheocepahlic trunk and RA purse string taken & CPB 
established with Eupa for Aortic & two stage single venous 
canula for RA. Fibrillation done. Aortotomy done, after 
cross-clamping of the aorta. Modified Delnido cardioplegia 
delivered through right & left coronary ostea. Heart arrested. 
There was an aneurysm involve the ascending aorta which was 
ugly looking, thick wall and hard on palpation.

Figure 1: Syphilitic Aortic aneurysm

Aortic valve was replaced with 23 mm ATS Medronic mechani-
cal valve due to severe AR and ascending aorta was replaced 
with 25 mm Dacron tube graft.  Haemostasis achieved. Gradual 
weaning from CPB. Decannulation done. Proper haemostasis 
achieved .Wound closed in layer by keeping two drain tube & 
one pacing wire.  A portion of anyrosomal tissue was send for 
histopathology. Patient shift to ICU with stable haemodynamic 
condition and extubated at next day and discharge at 8th 
post-operative day. 

Figure 2: Suturing of Dacron tube with aortic valve 

Figure 3: Dacron tube positioned between the aortic root 
and its proximal third

Due to the degenerative appearance of the ascending aorta, 
diagnostic tests for syphilis were then requested. The result 
of VDRL was negative, Anti-HIV negative. The aorta was 
send for histopathologic study (Fig-4), which returned the 
following report: adventitia showing foci of cellular 
infiltrate with lymphocyte predominance; vasa vasorum 
with signs of thickening of the intima, tunica media with 
signs of focal ischemia, small areas of necrosis, plasma cell 
infiltration with syphilitic granuloma.; intima with athero-
sclerotic plaques. 

Figure 4: Histopathology of aortic anyrusm.

Patient recovered uneventfully and was discharged nine 
days after surgery, with the treatment regimen for syphilis 
tertiary. On postoperative follow-up, the patient progressed 
uneventfully, with regular clinical follow-up. 

Discussion 
The basic lesion of cardiovascular syphilis is aortitis. 
Myocarditis and myocardial syphilitic gums are rare. There 
is, not infrequently, an association of this lesion with 
coronary heart disease due to the presence of contiguity5. 
The case described showed no such association, confirmed 
by cardiac catheterization and during surgery, although the 
chest pain reported by patients. Valvular involvement in the 
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case described is due to enlargement to the aortic annulus 
followed by dilation of the aorta. There is often a direct 
involvement to the valves by the disease, but due to a       
condition of severe regurgitation was necessary to replace it.

The postoperative treatment with benzathine penicillin, in 
doses recommended for tertiary syphilis, is regularly    
implemented to decrease the chances of relapse. However, it 
is known that even with the elimination of Treponema 
Pallidum in the system, the chance of recurrence of the 
disease still persists6. Because of this, there is a need for a 
long-term follow-up of the patient.

Syphilitic aortitis is a manifestation of acquired syphilis, not 
occurring in congenital syphilis. Currently, the manifesta-
tions of tertiary syphilis are less common due to the advent 
of penicillin therapy5. But we must consider that there is a 
direct relationship with the patient's socioeconomic condi-
tions and development of disease. Treatment of severe 
syphilitic aortitis is surgery. The diagnosis of syphilitic 
aortitis is not currently contemplated by the rarity of the 

case, because the current treatment with antibiotics is    
largely complete and, if treated properly, is extremely effec-
tive. 
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