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(differently	 colored	 area	 of	 the	 iris	 is	 usually	 a	 radial	
segment).[3]	 Partial	 heterochromia	 is	 found	 in	 up	 to	
27.5%	 of	 patients	 with	WS2.[3]	 Bilateral	 cases	 may	 be	
symmetrical	 or	 asymmetrical.	 The	 current	 patient	 had	
bilateral	 asymmetrical	 partial	 heterochromia.	 The	 right	
eye	had	a	small	 superior	area	of	 iris	hypochromia	and	a	
corresponding	small	area	of 	RPE	hypopigmentation.	The	
left eye, on the other hand, showed large area of iris and 
RPE	hypopigmentation.	Thus,	iris	and	RPE	may	be	affected	
in	a	corresponding	fashion.[3]

To	conclude,	this	case	highlights	the	characteristics	of	the	
iris	and	RPE	hypochromia,	which	may	provide	a	clue	toward	
the	diagnosis	of	WS.	A	novel	mutation	(Lys344Ter)	in	the	MITF 
gene	causing	WS2	has	also	been	identified.
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Fungal retinitis following influenza 
virus type A (H1N1) infection

Nitin K Menia, Surya P Sharma, Reema Bansal

A	43‑year‑old	male	presented	with	left	eye	foveal	retinits	causing	
an	 acute	 visual	 loss	 following	 influenza	 virus	 type	A	 infection	
(H1N1	 infection	 or	 Swine	 flu).	 Considering	 viral	 (influenza)	
etiology,	 a	 prompt	 treatment	 with	 oral	 corticosteroids	 was	
started.	 But	 an	 initial	 poor	 response	 prompted	 an	 immediate	
diagnostic	 vitrectomy,	 which	 revealed	 Candida albicans.	 The	
retinitis	 healed	 with	 scar	 formation	 following	 anti‑fungal	
therapy.	This	case	highlights	that	even	in	the	setting	of	an	acute	

retinitis	 in	an	 immunocompetent	patient	with	 recent	history	of	
viral	systemic	illness,	a	high	index	of	suspicion	of	a	fungal	(rather	
than	viral)	infection	should	be	kept	in	mind.
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Retinal	 involvement	 secondary	 to	viruses	 can	 range	 from	a	
self‑limiting	to	a	sight‑threatening	disease.	Uveitis	by	Influenza	
A	virus	 (H1N1)	 is	uncommon.[1‑4]	We	 report	 a	patient	who	
developed	 acute	 foveal	 retinitis	 following	H1N1	 infection,	
which	marked	an	early	presentation	of	an	endogenous	fungal	
endophthalmitis.

Case Report
A	 43‑year‑old	 male	 with	 bilateral	 pneumonitis	 and	
H1N1	 (Swine‑flu)	 infection,	 presented	with	 decreased	
vision	in	left	eye	for	five	days.	HIV	was	negative.	Right	eye	
was	normal.	Left	 eye	had	3/60	vision	with	normal	 anterior	
segment	 and	 a	 yellowish‑white,	 coin‑shaped	 lesion	 at	 the	
fovea [Fig.	1a,	left	panel].	Spectral	domain	optical	coherence	
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Figure 1: Left eye fundus photograph showing a creamish‑white, 
coin‑shaped lesion at the fovea (a, left panel). Simultaneous Optical 
coherence tomography (OCT) revealed a hyperreflective lesion 
involving all retinal layers and vitreous cells overlying the lesion (a, right 
panel). Fundus photograph 5 days later showing worsening of the 
retinitis lesion (b, left panel). The OCT showed that the lesion had 
spread horizontally over the retinal surface with an increase in vitreous 
cells (b, right panel). 2 days following vitrectomy, the lesion showing 
marked decrease in the size on fundus photograph (c, left panel) and 
on OCT (c, right panel))
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Figure 2: KOH mount of the vitreous aspirate obtained from above 
the retinal surface showing septate branching hyphae (a): Gel 
documentation picture showing a positive panfungal PCR; (b): Lane 
1 (Negative control), Lane 3 (patient sample with positive PCR), 
Lane 7 (Positive control 1), Lane 8 (Blank), Lane 9 (Positive Control 
2), Lane 10: Molecular marker. Fundus photograph at 2 months, 
showing the healed lesion (c, left panel) with scarring on OCT (c, 
right panel)

c

ba

tomography	 (SD‑OCT)	 revealed	 a	 hyperreflective	 lesion	
at fovea involving all retinal layers [Fig.	 1a,	 right	 panel].	
Fluorescein	 angiography	was	 inconclusive.	 Considering	
the	 recent	 viral	 febrile	 illness	 and	positive	H1N1	 test,	 oral	
corticosteroids	were	started	empirically	for	sight‑threatening	
viral	retinitis.

5	days	later,	the	lesion	worsened	clinically	[Fig.	1b,	left	panel]	
and	on	SD‑OCT	[Fig.	1b,	right	panel].	Following	a	diagnostic	
pars	plana	vitrectomy,	the	lesion	regressed	as	seen	clinically	
[Fig.	 1c,	 left	 panel]	 and	on	 SD‑OCT	 [Fig.	 1c,	 right	 panel].	
Fungal	smear	revealed	septate	branching	hyphae	[Fig. 2a], 
panfungal	polymerase	chain	reaction	was	positive	[Fig.	2b].	
BLAST analysis showed Candida albicans 	 amplicon.	
Following oral antifungal therapy, the lesion was healed at 
2 months [Fig.	2c].

Discussion
Retinal	 involvement	due	 to	H1N1	 is	 rare	 and	 responds	 to	
systemic	 corticosteroids.	Diagnosis	 of	 endogenous	 candida	
endophthalmitis	 is	 challenging,	 especially	during	 the	first	
stage	of	 the	disease,	which	 is	often	 limited	 to	 chorioretinal	
involvement.[5]

Our	 case	 highlights	 the	 importance	 of	 a	 high	 index	 of	
suspicion	of	fungal	infection	in	the	setting	of	an	acute	retinitis,	

in	 an	 immunocompetent	 patient	with	 recent	 history	 of	 a	
viral	systemic	illness,	to	differentiate	between	the	two,	as	the	
treatment	is	completely	different.
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