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Introduction: The current study aimed to report a case of toxoplasma chorioretinitis resistant to standard treatments that dramatically 
responded to intravitreal clindamycin injection.
Case Presentation: A 23-year-old woman with the diagnosis of ocular toxoplasmosis in the left eye was initially treated by oral 
pyrimethamine, sulfadiazine, azithromycin and oral prednisolone. Since the treatment was unsuccessful intravitreal clindamycin (1 mg/ 
0.1 mL) was injected. Responding dramatically, visual acuity improved from hand motion to 20/60 and 20/20, after seven days and six 
weeks, respectively. Anterior chamber and vitreous reactions were resolved.
Conclusions: Intravitreal injection of clindamycin may be an acceptable alternative to the classic treatment in cases with refractory 
ocular toxoplasmosis. It may offer the patient more convenience, a safer systemic side effect profile, greater availability, and fewer follow-
up visits and hematologic evaluations. Moreover, since it responds dramatically, it would be helpful in cases with involvement of macula 
or closeness to the optic nerve.
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1. Introduction
Toxoplasma gondii is an intracellular parasite which is 

the most common cause of posterior uveitis in the world 
(1). Although it is usually a self-limited disease, it may re-
duce vision secondary to optic nerve or macular involve-
ment and/or severe vitreous inflammation. Generally, in-
dications for systemic treatment of ocular toxoplasmosis 
include location of the active lesion within zone one of 
the retina, a lesion greater than two disc diameters with 
3 + or more vitreous cells, and any active toxoplasmic le-
sion in the immunocompromised patients (2). Treatment 
aims to reduce the parasite multiplication during the ac-
tive period of chorioretinitis (3). The traditional medica-
tions include sulfadiazine, pyrimethamine with folinic 
acid, clindamycin, and trimethoprim–sulfamethoxazole 
(TMP-SMZ) double strength. The synergistic combination 
of pyrimethamine and sulfadiazine is the most common 
therapy used (4, 5). In a randomized trial TMP-SMZ was 
compared with pyrimethamine and sulfadiazine and the 
results showed similar efficacy of the two treatment regi-
mens in the ocular toxoplasmosis (6). More recently, oth-
er antimicrobials such as azithromycin and atovaquone 
were used successfully. However, some patients are in-
tolerant , allergic, or infection resistant to the systemic 
therapy (7). By bypassing ocular barriers and intravitreal 
antibiotics injection can deliver a high concentration of 

drug to the intraocular tissues. Recent reports showed 
the efficiency of intravitreal clindamycin with or without 
dexamethasone in the treatment of toxoplasmic chorio-
retinitis (8-11). The current study reported a patient resis-
tant to the standard treatment of toxoplasma retinitis 
that was successfully managed by intravitreal clindamy-
cin injection. 

2. Case Presentation
A 23-year-old woman with the chief complaint of re-

duced vision of the left eye for a week was referred to the 
emergency department of Khatam-al-Anbia Ophthalmol-
ogy Clinic, Mashhad, Iran on January 2013. In her left eye, 
the visual acuity (VA) was hand motion (HM). Relative af-
ferent pupillary defect was negative. Slit lamp examina-
tion revealed diffuse fine KPs, 2+ anterior chamber reac-
tion, and severe vitritis in the left eye. From a hazy media, 
active white creamy chorioretinitis at the margin of an 
old chorioretinal scar was observed. In the right eye, old 
chorioretinal scar was observed (Figure 1). Due to bilat-
eral chorioretinal scar, and an active site at the margin of 
an old scar in the involved eye, by the diagnosis of ocular 
toxoplasmosis in the left eye, she was initially treated by 
oral azithromycin (500 mg daily) and pyrimethamine 
(loading dose of 75 mg and then 25 mg daily). After 48 
hours, oral prednisolone (75 mg/day as 1 mg/kg body 
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weight) was initiated for the patient. After one week, 
there was no change in the vision or the ocular inflam-
mation. The laboratory tests disclosed toxoplasmosis IgG 
sero-positivity not toxo-IgM. As the primary treatment 
was unsuccessful, oral sulfdiazine (4 gram stat as a load-
ing dose and 500 mg q6h as maintenance) was added 
for another week. A partial response, and mild decrease 
in vitritis was achieved one week later but VA was HM. 
Then, to avoid the involvement of optic disc, intravitreal 
clindamycin (1 mg/0.1 mL) was injected. The patient re-
sponded to the treatment dramatically, (Figure 2) the VA 
improved from HM to 20/60 and 20/20 after seven days, 
and six weeks respectively. Anterior chamber and vitre-
ous reactions complications were resolved.

3. Discussion
The management of ocular toxoplasmosis in the pa-

tients who are unresponsive or intolerant of oral therapy 

is challenging. Intraocular drug delivery is an option 
for these patients (10). The indications for intraocular 
therapy in toxoplasmic chorioretinitis include contrain-
dication to oral medications in pregnancy, disease pro-
gression despite oral antimicrobial treatment, lesions lo-
cated at or near the optic disc or fovea, and intolerance to 
oral medications (9, 11). The patient described herein was 
a case of unresponsive to the standard oral treatments, 
but responded dramatically to a single intravitreal injec-
tion of clindamycin after one week. Since the need, type, 
and duration of the treatment was individualized, the 
patient was initially treated with more synergistic medi-
cations. Because of unavailability of sulfadiazine at that 
time, azithromycin and pyrimethamine were started, but 
no response was observed. The addition of sulfadiazine 
was also ineffective. Since the patient had a toxoplasmic 
chorioretinitis in close proximity to the optic nerve that 
was unresponsive to the standard oral therapy, after two 
weeks, to decrease more detrimental effect on vision, 

Figure 1. Right and the Left Eyes Before the Treatment

Figure 2. The Left Eye After the Treatment and Intravitreal Clindamycin 
Injection

the intravitreal injection of 1 mg/0.1 mL clindamycin was 
considered. Sobrin et al. reported six cases of toxoplasmic 
chorioretinitis treated with intravitreal clindamycin 
1 mg/0.1 mL. Indications for the local therapy included 
intolerance to the systemic medications or disease 
progression despite systemic antimicrobial treatments. 
In their series, treatment with single injection was 
associated with resolution of vitreous inflammation 
within six weeks in five of six patients (9). Wong et al. 
reported a toxoplasmic chorioretinitis case with atypical 
presentation of disc swelling and hemispherical retinal 
vein occlusion successfully managed by two injections 
of intravitreal clindamycin and oral steroid because 
of intolerance to oral treatment (10). Lasave et al. (11) 
reported functional and anatomical improvement 
in 12 patients (eyes) with posterior pole or zone one 
toxoplasmic chorioretinitis treated weekly or every four 
weeks (in pregnancy) with intravitreal clindamycin 
(1.5 mg/0.1 mL) and dexamethasone (0.4 mg/0.1 mL). 
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Patients were controlled for 24 months. Indications of 
local therapy included intolerance to oral treatment, 
contraindication to systemic treatment because of 
pregnancy, lack of response despite systemic therapy, or 
combined oral and local treatment in sight-threatening 
cases to avoid or limit foveal or optic disc involvement 
(11). Martinez et al. reported successful treatment 
of sight-threatening toxoplasmic chorioretinitis 
with intravitreal injection of clindamycin and 
dexamethasone combined with systemic sulfadiazine 
in a woman during the first trimester of pregnancy (12). 
Intravitreal steroid was not used in the current case. The 
use of intravitreal steroids in TRC is still controversial. 
Disease reactivation is reported with both intravitreal 
and periocular steroid treatment (13-15). The patient 
in the current study received oral medication for four 
weeks after injection, since prolonged systemic therapy 
may decrease the need of reinjection (9). This case re-
emphasizes the effectiveness of intravitreal clindamycin 
in the treatment of unresponsive toxoplasmic 
chorioretinitis and sight-threatening cases with zone 
one toxoplasmic chorioretinitis. Making a clinical trial 
to evaluate the treatment of toxoplasmosis is needed 
and case reports or series like the current one are not 
sufficient to change the treatment protocol. However, 
patients must be informed about potential risks of the 
procedure, including endophthalmitis, cataract, and 
retinal detachment.
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