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To present a case of recurrent resistant 
retinal toxoplasmosis in a 20-year-old 
female immunocompetent patient.
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A challenging case of recurrent resistant retinal toxoplasmosis in a young patient

PURPOSE

CASE PRESENTATION

 Fundoscopy of the right eye revealed mild vitreous 
haze and a white inflammatory retinal lesion 
between the macula and the optic disc (Fig.1).

 Two older toxoplasma retinal scars were visible 
superiorly to the vascular arcades and a smaller scar 
on the superior temporal vascular arcade in 
proximity of the new active lesion (Fig.2)

 A 20-year-old female patient presented 
in the Medical Retina Clinic 
complaining of floaters in her right eye 
of 24 hours onset. She reported a 
history of a previous episode of retinal 
toxoplasmosis in the same eye 3 years 
ago, successfully treated in our clinic 
with a course of oral Azithromycin and 
oral prednisolone.

 On presentation, best corrected visual 
acuity (BCVA) in the right eye was 4/10, 
IOP was 14 mmHg, without signs of 
inflammation in the anterior chamber 
on slit-lamp examination.

 Optical coherence tomography (OCT) revealed a 
hyperreflective inner retinal lesion with overlying 
inflammatory vitreous reaction, and significant 
subretinal fluid extending from the fovea to the optic 
disc margin (Fig.3-4).

Figure 1: Fundus photography 
on presentation

Figure 2:   Two old retinal 
scars are visible superiorly to 
the vascular arcades.

Figure 3: OCT scan of the 
macula demonstrating 
subretinal fluid and 
vitritis.

Figure 4: OCT scan of 
the inflammatory 
retinal lesion 
demonstrating retinitis.
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 The patient was started on treatment with oral 
Azithromycin 750 mg/day for two days, 
continued with 500 mg/day and oral 
Prednisolone 60 mg. Due to no clinical 
improvement in the first week of treatment, 
the antibiotic regimen was switched to oral 
Trimethoprim/Sulfamethoxazole (160/800 mg) 
b.i.d. 

 In the following six weeks and on a tapering 
dose of Prednisolone, there was significant 
clinical improvement with remission of the 
retinitis (Fig.5-6), resolution of the subretinal 
fluid (Fig.7) and recovery of the visual acuity to 
10/10.
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FOLLOW UP (1)

 Due to the fact that this was a recurrent 
episode of toxoplasma retinitis, 
prophylactic treatment with 
Trimethoprim/Sulfamethoxazole once daily 
three times per week was decided, 
maintaining a concomitant low dose of 
steroid (5mg).

Figure 6

Figure 5

Figure 7

 Two weeks after the initiation of the prophylactic 
treatment, the patient returned to the clinic 
complaining of new-onset floaters and decrease in 
vision of the right eye to 6/10. Recurrence of mild 
vitreous inflammation and mild retinitis were noted 
(Fig.8), without relapse of subretinal fluid in the OCT.

Figure 8: Clinical 
deterioration after 
prophylactic treatment 
was administered.
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FOLLOW UP (2) CONCLUSION

 Full treatment with Trimethoprim/Sulfamethoxazole 
(160/800 mg) b.i.d and 20 mg Prednisolone was then 
re-initiated and a new remission of the retinitis was 
reported within the following week.

 45 days after the remission, the patient is still being 
treated with the same regimen to avoid any further 
recurrences. BCVA is 10/10 and no signs of vitritis or 
active inflammatory retinal lesions are evident (Fig.9). 
OCT scan demonstrates a normal macula configuration 
and retinitis/vitritis remission at the affected area 
(Fig.10-11). Patient remains clinically stable, without 
any symptoms.

Figure 9

Figure 10

Figure 11 

The course of the retinal toxoplasmosis in this 
patient showed that the episode of reactivation of 
the disease, with a new toxoplasma retinal lesion 
threatening the fovea 3 years after the initial 
presentation, was resistant to Azithromycin 
treatment. Furthermore, tapering of the steroid 
treatment and continuation of a prophylactic 
regimen with Trimethoprim/Sulfamethoxazole after 
six weeks of full initial treatment, was not sufficient 
for controlling the disease and symptoms. 
Therefore, an individualized approach to treatment 
and its continuation should be adopted in cases of 
recurrent toxoplasma retinitis affecting the macula 
or the disc and threatening central vision.


