PUNCTATE INNER
CHOROIDOPATHY

SUMMARY

PUNCTATE INNER CHOROIDOPATHY

Punctate Inner Choroidopathy (PIC) is a rare idiopathic ocular inflammatory disease. It occurs
mostly in young, myopic, otherwise healthy women. Symptoms of the disease include acute
vision decrease associated with central and paracentral scotoma. In 80% of cases PIC occur
bilaterally. We report the case of a woman at the age of twenty-five, who was treated for PIC.
Due to the finding of active inflammatory deposit in the retina of the left eye and low visual
acuity was recommended corticosteroid therapy with a good therapeutic effect.
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INTRODUCTION

Punctate inner choroidopathy (PIC) is a rare disease,
which most commonly afflicts young, myopic women
with an average age of 30 (age range 15 to 55 years). Ger-
stenblith et al. state in their study that 85% of the afflic-
ted women have myopia with a median value of -7.00 D
in each eye (range -1.25 to -12.75 D), and only 1% have
hypermetropia (1). This pathology belongs to the hete-
rogeneous group of pathologies known as white dot syn-
drome, first described by Watzke in 1984 (2). Subjective
symptoms include photopsia and deterioration of acute
vision associated with central and paracentral scotomas.
In 80% of cases PIC occurs bilaterally. The etiopathogene-
sis of the pathology remains unclear. No clear correlation
has been found between PIC and consumption of coffee,
alcohol, cigarette smoking, sexual orientation or viral ex-
posure (3). In the majority of cases visual acuity returns
to values of 20/40 or better, nevertheless approximately
20% of patients are left with severe affliction of vision
and visual acuity worse than 20/200 (2, 4, 5). The main
complication is generally choroidal neovascularisation
(CNV) (69%) and subsequent development of subretinal
fibrosis (56%). (1).

CASE REPORT

A woman aged 25 years was examined at the De-
partment of Ophthalmology at the University Hospital in
Hradec Kralové due to deterioration of vision in the left
eye. Generally she was being treated for hirsuitism, and
regularly used DIAN-35 (Ethinyl estradiol 0.035 mg and
Cyproterone acetate 2.00 mg). Her previous ocular anam-
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nesis was without remarkable features.

The patient had suffered ocular complaints for 3 days,
had perceived flashes and a black stain in the centre of
the visual field of the left eye. Initial visual acuity in
the left eye was 6/15, and was not improved by correc-
tion. Visual acuity in the right eye was 6/6 with correc-
tion sph -0.75D. In both eyes the finding in the anteri-
or segment was commensurate to age. On the ocular
fundus of the left eye the disc of the optic nerve was
bordered, in the area of the macula there were a num-
ber of cream-coloured deposits, some of them with
pigment clusters, active inflammatory deposit nasally
from the foveola (fig. 1). In the right eye the finding on
the ocular fundus was commensurate to age. Optical
coherence tomography (OCT) (Zeiss Cirrus) of the cen-
tral region of the left eye demonstrated a created fove-
olar depression, edema of the neuroretina nasally on
the fovea with cumulation of hyperreflectivities on the
level of the retinal pigment epithelium (RPE), around
the centre were small deposits of window defects of
the RPE (fig. 2). At the beginning of the first minute of
fluorescence angiography (FAG) we observed grading
hyperfluorescence in the location of the acute deposit
(fig. 3, 4). The post-inflammatory deposits were of the
character of non-grading hyperfluorescence “window”
defects of the RPE.

On the basis of the objective finding and the pati-
ent's anamnesis, a diagnosis of PIC in the left eye was
determined. Basic blood samples were taken, targeted
rheumatological samples and also antibodies against:
Toxoplasma gondii, Toxocara canis, Varicella zoster,
Herpes simplex, Cytomegalovirus, Borrelia burgdo-
feri and Chlamydia trachomatis (in order to exclude
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Fig. 1 Left eye. Finding of acute inflammatory deposit Fig. 2 OCT of central region of left eye. Hyperreflective inflamma-
in central region of retina tory deposit on level of RPE, edema of neuroretina

Fig. 3 FAG of left eye. Hyperfluorescence of window Fig. 4 FAG of left eye. Grading hyperfluorescence in
defects of RPE in place of inactive inflammatory lesi- place of acute deposit nasally from foveola

Fig. 5 Left eye. Original active deposit on retina pro- Fig. 6 Auto-fluorescence photograph of ocular fundus
gressively bordering and partially pigmenting of left eye. Deposit of atrophy of RPE
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Table 1 Differential diagnostics of punctate inner choroidopathy

Pathology Clinical characteristics

Ocular histoplasmosis

Tuberculosis

Patient resides in endemic region; peripapillary atrophy; pacific vitreous; non-
pigmented atrophic stains with pigment clusters
Positive anamnesis; positive tuberculosis test; minimal to no inflammatory reaction in

vitreous area; good response to anti-TB therapy

ACE and lysozyme may be raised; characteristic finding on X-ray of chest. Granulomas

Selclee with periphlebitis on ocular fundus

Positive PTA-ABS or MHA-TP. From the beginning cream-coloured confluent lesions,
Syphilis which progressively pass into hyperplasia of RPE. Occurrence of scars; good response

to specific therapy

Anamnesis of affliction of CNS; dense vitritis; subretinal and intraretinal infiltrates,
Lymphoma

haemorrhage

Anamnesis of HIV or other immunosuppressive conditions; small to large cream-

Ocular pneumocystis
to specific therapy

Sympathetic ophthalmia Frelis i

accompanying infections) — values were within the
norm. With regard to the finding of an acute deposit
and deteriorated visual acuity, corticosteroid therapy
was recommended — peroral administration of Predni-
sone 40 mg/day with progressive reduction of the dose
over a period of 14 days. The applied therapy brought
a subjective and objective improvement of the finding
in both eyes. Visual acuity in the left eye improved to
6/6. 14 days after the commencement of treatment
the originally active deposit on the ocular fundus pro-
gressively became bordered and partially pigmented
(fig. 5). On an auto-fluorescence image of the retina
of the left eye there were evident deposits of atrophy
of the RPE in the affected regions (fig. 6). Regular fo-
[low-up examinations at three-monthly intervals were
recommended for the patient for the purpose of po-
tential timely identification of CNV.

DISCUSSION

A typical finding of PIC on the ocular fundus is multiple,
cream-coloured deposits in the region of the macula with
a size of approximately 100-300 um, which are localised on
the level of the RPE/inner choroidea. The acute deposits
progressively become bordered and pigment shifts appear
with atrophy of the RPE in the centre of the lesion (6). In our
case we recorded both an acute deposit and pacific post-
inflammatory atrophic deposits in the region of the macula.

During the course of the first 6 months CNV develops
in 25% to 40% of eyes, and it is necessary to commence
therapy with anti-VEGF preparations (4, 7). In our case we
have not yet recorded signs of CNV, but we are regularly
monitoring the patient for the purpose of potential detec-
tion of a neovascular membrane.

The etiopathogenesis of the disease remains unclear.
Autoimmune disorders occur relatively frequently in
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coloured bordered lesions on level of choroida; RPE changes are rare; good response

Anamnesis of previous trauma; acute or chronic anterior uveitis; papillitis; Dalen-

the population of young women, such as systemic lupus
erythematosus, scleroderma, rheumatoid arthritis and
autoimmune thyroiditis. With regard to the connecti-
on between this pathology and HLA-A29 positivity, it is
possible to presuppose that a genetic and autoimmune
predisposition exists (8). In addition to this, there is an
opinion that a large role in the pathogenesis is played
by the main histocompatibility complex (9). In our case
we recorded a rapid regression of the activity of the
pathology following the commencement of immuno-
suppressive therapy with Prednisone, which supports
the theory of autoimmune predisposition to PIC.

Because acute lesion of PIC spontaneously improves
in the majority of cases, its treatment is sometimes
controversial (7, 10, 11). Nevertheless, peroral steroids
accelerate the improvement of visual acuity. In our
case, with regard to the finding of an active deposit on
the ocular fundus of the left eye with a deterioration
of visual acuity, general corticosteroid therapy was re-
commended, with a good therapeutic effect.

Punctate inner choroidopathy belongs to the group of
white dot syndromes, whose clinical findings we com-
pared with the finding in our patient within the frame-
work of differential diagnostics — see table 2 from our
previous article — patient with APMPPE (12). Here we
present differential diagnostics with other conditions.

CONCLUSION

Punctate inner choroidopathy is acquired inflammato-
ry disease which belongs to the group of white dot syn-
drome. In our case, on the basis of the clinical picture we
diagnosed a less common form of the pathology afflicting
one eye. Following the applied immunosuppressive thera-
py there was a regression of the inflammatory reaction on
the ocular fundus and an improvement of visual acuity.
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