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CASE REPORT

Ocular toxoplasmosis is the most common cause of infectious retinochoroiditis in humans. Atypical and unilateral 
presentations such as papillitis without vitritis are especially challenging for diagnosis. Here, we report a case of a 17-year-old 
man with unilateral Toxoplasma papillitis without vitritis. Fundus examination revealed unilateral inflammation in the 
right optic disc and peripapillary area. Toxoplasma immunoglobulin (Ig)M titer was positive and IgG negative. During the 
follow-up, while the IgM titer decreased, the IgG titer increased. After possible etiologies were excluded, the patient was 
diagnosed with presumed Toxoplasma papillitis with a complete absence of vitritis at presentation. The patient was treated 
with appropriate antiparasitic agents and good response was observed without recurrence.
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Ocular toxoplasmosis is caused by infection with the 
obligate intracellular parasite Toxoplasma gondii, 

which can affect all warm-blooded vertebrates.[1] The 
parasitic infection of the ocular structures caused by 
T. gondii, offers a wide variety of clinical presentations. 
Common clinical findings are unilateral chorioretinal 
lesions and posterior uveitis with vitritis.[2] In addition, 
posterior segment complications of ocular toxoplasmosis 
include cystoid macular edema, vasculitis, and choroidal 
neovascularization.[3] Another rare complication is 
unilateral papillitis, which has been reported previously in 
the literature.[4] Although the presence of any degree of 
associated vitreous inflammation and typical toxoplasmosis 

scars may support the diagnosis, the absence of vitreous 
inflammation at presentation should not exclude the 
diagnosis of Toxoplasma papillitis.[5] This study aims to 
discuss the clinical features of a case of unilateral papillitis 
presenting without vitritis.

Case Report 
A 17-year-old male patient was applied clinic with 
the complaint of painless temporary vision loss in 
his right eye that had developed 15 days ago. He had 
no recent illness or other systemic complaints such as 
fever and/or lymphadenopathy and did not receive any 
medications. He was in good general health and had 
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a history of contact with a cat that was not vaccinated 
for Toxoplasma. The best corrected visual acuities 
were 20/25 for the right eye and 20/20 for the left eye. 
Pupil reflexes were normal with no relative afferent 
pupil defect. Color vision, contrast sensitivity, and 
light brightness affection were normal for bilaterally. 
Intraocular pressure was 14 mmHg in both eyes with 
applanation tonometry. The anterior chamber was free 
of any inflammatory cells. In the posterior segment 
examination, there was no evidence of inflammation in 
the vitreous, bilaterally. In a fundoscopic examination, it 
was revealed a swollen right optic disc with associated 
peripapillary hemorrhage and blurred margins, venous 
engorgement, and exudate-like lesions in the right eye. 
Fundus examinations of the left eye were unremarkable 
(Fig. 1). Optic disc hyperfluorescence and leakage with 
hypofluorescence areas due to retinal hemorrhages 
were detected on fluorescein angiography in the right 
eye and left eye was normal (Fig. 2). Optical coherence 
tomography for both eyes was normal for the macula 
(Fig. 3).

General and neurological examinations were normal. 
Laboratory examinations revealed normal complete blood 
count, normal urea, creatinine, electrolytes, and urine 
analysis. The purified protein derivative test for tuberculosis 
was negative. Anti-HIV enzyme-linked immunosorbent 
assay (ELISA) antibodies and Western blot rapid test for HIV 

screening were negative. Serum anti-Toxoplasma antibody 
titer showed immunoglobulin (Ig) M positivity* at 2.80 
IU/μL but IgG negative at 0.00 IU/μL (*The ARCHITECT 
immunoassay). After 3 days, IgM was again positive at 1.81 
IU/μL studied and IgG was 0.01 IU/μL.

In the presence of clinical manifestations suggestive of 
toxoplasmosis papillitis and with positive IgM antibodies 
to T. gondii, systemic empirical treatment addressing 
Toxoplasmosis gondii was started. The treatment was 
initiated orally on day 3 post presentation and continued 
for 6 weeks with trimethoprim 160 mg/sulfamethoxazole 
800 mg (Bactrim Forte, Deva Holding Corp. Istanbul, 
Türkiye) twice daily, clindamycin 150 mg (Klindan, Bilim 
Pharmaceuticals, Istanbul, Türkiye) two tablets 3 times daily, 
and folic acid 5 mg (Folbiol, I.E. ULAGAY-Menarini Group, 
Istanbul, Türkiye). We introduced oral prednisone under the 
shield of antibiotics on day 2 after start of anti-toxoplasmosis 
medications with a dose of 1 mg/kg daily and then tapered 
until the end of the treatment. Clinical improvement was 
noticed 3 weeks following treatment. Six weeks after 
treatment, the vision of right eye was 20/20; in fundus 
examination, the right optic disc edema had disappeared, 
whereas the peripapillary hemorrhage resolved without 
any retinochoroiditis pigmented scar (Fig. 4).

A written consent form was obtained from the patient to 
publish this case and images.

Fig. 1. Right eye with swollen optic disc with blurry margins and peripapillary hemorage with exudate like lesions and venous engorgement and 
normal left eye.
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Discussion

Unilateral papillitis and neuroretinitis are rare manifestations 
of ocular T. gondii infection and it is a diagnostic challenge. 
In the presence of Toxoplasma papillitis or neuroretinitis, 

vitritis usually accompanies. An unusual presentation for 
toxoplasmosis, our patient had optic nerve involvement 
without vitritis. This atypical symptom required the 
exclusion of other infectious factors that could cause optic 
neuritis, such as tuberculosis, Lyme diseases, syphilis, 
herpes, and cytomegalovirus.[6]

Fig. 2. Right eye optic disc hyperfluorescence and leakage and 
hypofluorescence areas retinal hemorrhages with fluorescein 
angiography.

Fig. 3. Bilateral optical coherence tomography was revealed no 
pathology.

Fig. 4. Before and after treatment; resolution of right optic disc edema and peripapillary hemorrhage and exudate like lesions without any 
retinochoroiditis pigmented scar.
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Acquired ocular toxoplasmosis is essentially a clinical 
diagnosis. A positive T. gondii IgM test supports the 
diagnosis, but acute illness is not always seen, as it can also 
be caused by reactivation.[2,7] T. gondii IgG avidity test can 
be used to distinguish between acute, chronic, and past 
Toxoplasma infections. Our patient had low IgG avidity, 
which indicates an acute infection along with a high IgM/
IgG ratio. In the treatment of ocular Toxoplasma, steroid 
therapy is especially important when optic disc and macula 
are involved, and many authors recommend that it should 
be given under an antibiotic shield.[8] We think that steroid 
treatment, which was started under the antibiotic shield 
after the diagnosis of our case, provided a fast and good 
response and healing without tissue damage.

Mikhail and Varikkara reported a case of ocular Toxoplasma 
papillitis without vitreous inflammation at presentation 
with Toxoplasma IgG positivity and IgM negativity but 
the patient developed later neuroretinitis, juxta papillary 
retinochoroiditis, and vitritis which is reactivation of 
toxoplasmosis.[9] Moreover, Ngoma et al. reported another 
case with Toxoplasma papillitis without vitritis in the left eye 
but the patient also reactivation of ocular toxoplasmosis 
with obvious right eye retinochoroiditis scar.[10] The 
difference in our case is acute infection with IgM positivity, 
and absence of typical diagnostic findings but rapid and 
good response for appropriate treatment for an exclusion 
diagnosis of ocular toxoplasmosis.

Conclusion
Acute acquired ocular Toxoplasma in immunocompetent 
individuals may present with unilateral papillitis without 
vitritis. It was observed that a good response was 
obtained with appropriate treatment given with early 
diagnosis. Our case shows that such a diagnosis should 
be suspected even without vitritis with acute unilateral 
ocular Toxoplasma papillitis can be observed and clinicians 
should keep in mind this rare cause for the diagnosis of 
unilateral papillitis.

Informed Consent: Written informed consent was obtained 
from the patient for the publication of the case report.

Peer-review: Externally peer-reviewed.

Authorship Contributions: Concept – K.A.; Design – K.A., M.C., 
M.B.; Supervision – M.C., M.B., H.Y.; Resource – K.A., M.C.; Materials 
– K.A., M.C.; Data Collection and/or Processing – K.A., M.C.; Analysis 
and/or Interpretation – K.A., M.C., M.B.; Literature Search – K.A., 
M.C., M.B., H.Y.; Writing – K.A., M.C.; Critical Reviews – M.B., H.Y.

Conflict of Interest: None declared.

Use of AI for Writing Assistance: Not declared.

Financial Disclosure: The authors declared that this study 
received no financial support.

References
1. Delair E, Latkany P, Noble AG, Rabiah P, McLeod R, Brézin A. 

Clinical manifestations of ocular toxoplasmosis. Ocul Immunol 
Inflamm 2011;19:91-102.[CrossRef ] 

2. Butler NJ, Furtado JM, Winthrop KL, Smith JR. Ocular 
toxoplasmosis II: Clinical features, pathology and 
management. Clin Exp Ophthalmol 2013;41:95-108.[CrossRef ] 

3. Smith JR, Cunningham ET Jr. Atypical presentations of ocular 
toxoplasmosis. Curr Opin Ophthalmol 2002;13:387-92.[CrossRef ] 

4.  Shenoy R, Al Hinai A. Presumed ocular toxoplasmosis 
presenting as papillitis. Indian J Ophthalmol 2003;51:357-9.

5. Eckert GU, Melamed J, Menegaz B. Optic nerve changes in 
ocular toxoplasmosis. Eye (Lond) 2007;21:746-51.[CrossRef ] 

6. Bodaghi B, Touitou V, Fardeau C, Paris L, LeHoang P. 
Toxoplasmosis: New challenges for an old disease. Eye (Lond) 
2012;26:241-4.[CrossRef ] 

7. Liu Q, Wang ZD, Huang SY, Zhu XQ. Diagnosis of toxoplasmosis 
and typing of Toxoplasma gondii. Parasit Vectors 2015;8:292.
[CrossRef ] 

8. Bosch-Driessen EH, Rothova A. Sense and nonsense of 
corticosteroid administration in the treatment of ocular 
toxoplasmosis. Br J Ophthalmol 1998;82:858-60.[CrossRef ] 

9. Mikhail MA, Varikkara M. The absence of vitreous inflammation: 
One more challenge in diagnosing toxoplasma papillitis. BMJ 
Case Rep 2013;2013:bcr2013008962.[CrossRef ] 

10. Ngoma DB, Detry-Morel M, Kayembe DL. Toxoplasma papillitis 
without vitritis. A case report in an immunocompetent 
Congolese patient. Germs 2019;9:95-101.[CrossRef ]

https://doi.org/10.3109/09273948.2011.564068
https://doi.org/10.1111/j.1442-9071.2012.02838.x
https://doi.org/10.1097/00055735-200212000-00008
https://doi.org/10.1038/sj.eye.6702319
https://doi.org/10.1038/eye.2011.331
https://doi.org/10.1186/s13071-015-0902-6
https://doi.org/10.1136/bjo.82.8.858
https://doi.org/10.1136/bcr-2013-008962
https://doi.org/10.18683/germs.2019.1163

