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Case Presentation 



OD: 20/50  IOP 25 mmHg 
OS:  20/200 IOP 36 mmHg

OS: Acute inflammation +  Severe corneal edema

Clinical History

• 53 year-old caucasian male
• Redness & ocular pain OS (Emergency Room) 

• POH:
•Bilateral Chronic Uveitis, unknown etiology
•Smoker, otherwise healthy



Ocular Examination

• OD: Vitritis 1+

• Large area of retinal necrosis,  
inferiorly

• Vasculitis. OS: Fundoscopy  - impossible 

An ultrasound was performed

Chorioretinal 
adhesion





Clinical Differential Diagnosis
•Acute retinal necrosis
•Syphilis
•Tuberculosis
•Toxoplasmosis
•Intra-ocular Lymphoma, retina & CNS

Laboratory tests:
•VDRL/ FTA-ABS  negative
•PPD  < 2mm
•IgG herpes simplex positive IgM negative
•IgG toxo positive and IgM negative

Bilateral Uveitis

Acute Retinal Necrosis

Treatment:
Laser iridectomy OS
Aciclovir IV (1500 mg/m2)
Oral Prednisone (1mg / Kg/ day )



1 week later 07.11.06
1 month later



Differential  Diagnosis

Bilateral Uveitis with Vasculitis
Acute Retinal Necrosis

• Follow-up visit 
• Lesions have worsened
• Continue ARN treatment
• Follow-up 1 week



Follow-up
• Patient lost to follow-up for 16 months

• Patient was admitted with:

• severe weight loss

• pain in the left shoulder.

• cervical lymphadenopathy

• Biopsy: poorly differentiated squamous cell carcinoma, 
unknown origin.

• Systemic work-up, lung carcinoma with liver metastasis

• Patient died 24 months after the ARN diagnosis

Biopsies of the lung & both eyes were 
obtained for diagnosis



Squamous Cell Carcinoma – lymph node & lung



Left Eye

Right Eye



BILATERAL OCULAR TOXOPLASMOSIS



• Ocular toxoplasmosis is a clinical diagnosis.

• IgG positivity does not represent toxoplasmosis.

• IgM positivity (primary infection) up to 4-6 weeks.

• Classical picture of large KPs, severe vitritis, scar & acute retinochoroiditis in only
50% of the cases.

• Bilateral presentation with an ARN clinical picture is extremely rare.

RN Belfort, S Rasmussen, MN Burnier Jr.

Bilateral progressive necrotizing retinitis.

Acta Ophthalmol 2010 88:614-5.



• Variation & severity of the clinical presentation - genetic heterogeneity of the host &
genotype of the parasite responsible for infection.

• The compromised immune system - an additional factor responsible for the atypical
and severe presentation in this case.



Ocular Toxoplasmosis

Southern Brazil

2 siblings – 105 families

3 siblings – 60 families

4 siblings – 51 families

5 siblings – 42 families

6 siblings – 12 families

TOTAL:       270 families

Immunosuppressed patients
Acquired Toxoplasmosis

C Silveira , R Belfort Jr, M Burnier Jr, R Nussenblatt., Acquired Toxoplasmic Infection as the Cause of Toxoplasmic
Retinochoroiditis in families. American Journal of Ophthalmology 103: 362-4,1988

JR Rehder, M Burnier Jr,  R Belfort Jr., Acute unilateral toxoplasmic iridocyclitis in an AIDS patient. Am J 
Ophthalmol. 15;106:740-1, 1988



Ocular Toxoplasmosis

AJO, 2005

2014

JID, 2013



Toxoplasma Gondii Strains
BR Type I Brazil

MOR Type I France

MAS Type I USA

DEG Type II France

PE Type II USA

Ocular Toxoplasmosis
In vitro Experiments - Invasion Assay

 Seed Type I and Type II Toxo Strains 

 on top

 Fibroblasts placed on bottom

 Basement Membrane between

 Study Invasive Ability of Toxo Strains
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Ocular Toxoplasmosis

 What have we learned in the last decade?

– Acquired Ocular Toxo is a very important disease.

– Water is an important source of transmission.

– There are several strains of Toxoplasma gondii with 

different capability of ocular involvement.

– Recurrences may be reduced by long-term 

sulfamethoxazole and trimethoprim (Bactrim®) 

therapy.

– Levels of IL-2 may play an important role in 

differentiating Congenital and Acquired 

Toxoplasmosis. 

– Parasitemia may plan an important role in 

recurrences. 



Ocular Toxoplasmosis

 The importance of the genotype of toxoplasma 

gondii strains (I, II, III)

 Type I predominates in Brazilian OT

 Nonreactive serotype (Type NR) & Type II 

serotype predominate in Germany OT

 Combination of toxoplasma gondii strain, genetic 

background & immune status of the patient

 D Fialho, R Belfort, MN Burnier: Size & Number of 

extracellular vesicles (exosomes) from aqueous 

humor and plasma of patients with ocular 

toxoplasmosis, work in progress



Ocular Toxoplasmosis

The study of a disease in an 
environment where it reaches 

maximum occurrence allows the 
understanding of the disease 

production mechanisms that can 
operate in other parts of the world 

but can not be appreciated 
because of its low frequency

Belfort Jr, R. & Burnier Jr, M.N. – AAO Lecture, 1995

Burnier Jr, M.N. & Belfort Jr, R. – JD Allen Lecture, University of Ottawa, 1997

Burnier Jr, M.N. & Belfort Jr, R. – The PAAO Ramon Font Lecture, Mexico, 1997


