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Intravitreal ranibizumab for the treat-
ment of choroidal neovascularization 
secondary to ocular toxoplasmosis

Nikunj J Shah, Urmi N Shah

The purpose of the study was to report a case of choroidal 
neovascularization (CNV) secondary to ocular toxoplasmosis 
in an 18-year-old female patient. She was treated with a single 
intravitreal injection of ranibizumab. The CNV resolved as 
confirmed by fluorescein angiography and optical coherence 
tomography (OCT). The visual acuity improved to 20/30, which 
was maintained till the last follow-up visit at two years, without 
requisition of a repeat injection.
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Treatment of choroidal neovascularization (CNV) secondary 
to ocular toxoplasmosis includes laser photocoagulation, 
photodyamic therapy (PDT), and intravitreal injection of the anti-
vascular endothelial growth factor (VEGF) agent.[1-6] Ranibizumab 
in combination with anti parasitic agents has been used in the 
treatment of toxoplasmosis associated neovascular lesions.[7] We 
report a case of CNV secondary to ocular toxoplasmosis, in an 
18-year-old female, which resolved with a single intravitreal 
injection of ranibizumab alone. 

Case Report
An 18-year-old female patient was referred to us with sudden 
blurring of vision in the right eye. She was a known case of 
bilateral toxoplasmosis, and was treated elsewhere for right 
eye macular retinochoroiditis a year before. The clinical notes 
were referred to and they suggested that it was mainly a clinical 
diagnosis, with positive serum IgG and negative IgM titers 
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Figure 1: Fundus photograph of the right eye shows a macular 
retinochoroidal scar bordered temporally by subretinal fluid (delineated 
by hollow arrows)

Figure 2: Fluorescein angiogram (late venous phase) of the right eye 
showing leakage from the subfoveal choroidal neovascularization. 
Inset shows the corresponding optical coherence tomography with an 
increased reflectivity of the retinal pigment epithelium-choriocapillaris 
complex, suggestive of a choroidal neovascular membrane

Figure 3: Fluorescein angiogram (venous phase -5 minutes 37 seconds) 
and Optical coherence tomography (inset) of the right eye showing resolution 
of the choroidal neovascularization	
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[IgG - 3.88 OD (Optical density) ratio, IgM-0.40 OD (Optical 
density) ratio, ELISA]. The clinical response to a combination 
of oral sulfadiazine and pyrimethamine along with systemic 
steroids also supports the diagnosis. On examination the best 
corrected Snellens visual acuity was 20/80 in the right eye 
and 20/400 in the left eye. The anterior chamber and vitreous 
cavity were quiet. The intraocular pressure was 12 mm Hg 
(applanation), in both eyes. On fundus examination, both eyes 
showed macular retinochoroidal scars, which in the right eye 
was bordered by subretinal fluid [Fig. 1]. Fundus fluorescein 
angiography (FFA) and OCT confirmed the presence of CNV in 
the right eye [Fig. 2], which was treated with a single intravitreal 
ranibizumab injection (0.5 mg). The visual acuity improved to 
20/30 at the four-week follow-up visit. This was maintained till 
the last follow-up visit at two years. FFA and OCT confirmed 
the resolution of CNV [Fig. 3]. 

Discussion
Choroidal neovascularization is a known complication of ocular 
toxoplasmosis.[1-6] In the recent past, PDT has been introduced 
in the treatment of CNV secondary to ocular toxoplasmosis. 
Although, an early recovery of visual acuity has been observed 
with PDT, multiple treatments have been required.[5,6] VEGF has 
been seen to play a role in the development of inflammatory 
CNV.[8] The role of ranibizumab in the treatment of CNV due 
to age-related macular degeneration (AMD) has been well-
established. Bevacizumab, an economically viable option to 
ranibizumab, has been reported to be effective in the treatment of 
CNV due to ocular toxoplasmosis.[4] Treatment with ranibizumab 
alone has not been reported to be used in the treatment of CNV 
secondary to ocular toxoplasmosis. 

Based on the understanding that active infectious retinitis 
may be obscured by hemorrhage or it may be difficult or 
impossible to distinguish it from the choroidal neovascular 
membrane (CNVM), and because injections may reactivate 
chorioretinitis, the concurrent therapy with oral anti-
toxoplasma medicine and ranibizumab has been prescribed.[7]

However, in our patient we did not combine anti-parasitic 
treatment, as there was no active vitreous reaction suggesting 

active retinochoroiditis. Also, there was no hemorrhage in the 
obscure underlying retinochoroidal lesion, which would merit 
treatment with anti-parasitic agents.

In our case a single intravitreal injection of ranibizumab 
was effective in resolving the CNV secondary to ocular 
toxoplasmosis, unlike the repeated injections generally needed 
in cases of CNV secondary to AMD. However, a long-term 
study is required to substantiate the role of ranibizumab and its 
frequency of administration in the treatment of CNV secondary 
to ocular toxoplasmosis.
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Double anterior chamber in a patient 
with glaucoma and microspherophakia

Hamid Khakshoor, Mohammad-Reza Ansari-Astaneh, 
Mousa Shoeib, Joshua A Schliesser1, Majid Moshirfar1

We report the case of a 16-year-old woman with microspherophakia 
and secondary open angle glaucoma. The patient presented with 
a membrane dividing the anterior chamber into two segments 
without edema or Descemet’s membrane detachment. Slit lamp 
biomicroscopy, Pentacam, and specular microscopy images were 
obtained. Double anterior chamber is primarily found in patients 
with anterior chamber anomalies when there is no history of 
surgery or trauma.
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