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In one patient (Case 6), the initial diagnosis had been chorioretinitis with oedema of the optic
disc corresponding to findings in the uniocular cases of Group A presented above; the other patients
were not seen at our hospital during the first attack. The visual acuity after recovery varied from 0-15
to 1-3.

Inflammation of the fellow eye reached the macula in all cases. The worst visual acuity varied
from o-1 to 1-0, and the recovered vision from 0-8 to 1-3. A few cells could be seen in the vitreous,
but no signs of anterior uveitis were observed. Ophthalmoscopic and fluorescein angiographic find-
ings were very similar to those in Group A (Fig. 5 A-D). No changes were seen in the retinal vessels
or in the optic disc. Healing of the individual lesions took 2 to 7 weeks and advanced centrifugally,
but healing was not complete until 2 to 8 months from the commencement of the symptoms.

F1G. 5 Fluorescein angiogram of paramacular region of the left eye of Case 6 at onset of symptoms (A), and
1 mth later (B), 3 mths later (C), and 7 mths later (D). An acute lesion shows delayed filling of the chorio-
capillaris (A). After resolution, the choriocapillaris has disappeared in the middle of the lesion (B). Hyper-
Sluorescent margins of the scar areas (C-D) are due to defects of the pigment epithelium

Previous history
As seen in Tables I and II, two patients in Group B had suffered from pulmonary tuberculosis
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about 20 years earlier, and two had a history of tuberculosis in the family. The Mantoux skin test was
positive in all cases. One patient had had a virus meningitis 7 months before the first attack, and three
had had an acute respiratory infection from 1 week to 2 months before the visual symptoms were
noticed. No diagnostic changes in the virus antibody titres examined (vaccinia, herpes simplex,
herpes zoster, cytomegalo, adeno, influenza A and B, parainfluenza 1, 2, and 3, parotitis, RS,
rubella, rubeola, reo, polio 1, 2 and 3, coxsackie A7, Ag, and B5) could be found in any of the
patients at the time of the ocular disease. Toxoplasma CF, ornithosis, and Mpycoplasma pneumoniae
titres showed no rise. Three patients had increased antistreptolysin titres (from 320 to 500), but no
focal infection could be found. One female patient had been receiving treatment for menopausal
symptoms with oestrogen-type hormonal therapy periodically during the last 2 years before the onset
of symptoms in the previously sound eye.

Treatment

Tuberculostatic therapy with streptomycin, isoniazid (INH), or a combination of streptomycin,
isoniazid, and para-amino salicylic acid (PAS) was given initially to seven patients. In four cases,
this was combined with systemic prednisone beginning with 6o to 8o mg./day. One patient was given
penicillin, a sulphatrimethoprim combination, and prednisone, and one patient was treated with
vasodilators. In all cases the disease progressed for several months after the commencement of the
medication. Two patients in Group B were treated with antimetabolites (cytosine arabinoside and
azathioprine) because, in spite of tuberculostatic and cortisone therapy, the macular area and central
vision of both eyes were threatened, and both showed some improvement after about one month.
The oestrogen therapy in the female patient was stopped when the cortisone and antimetabolite
medication was started. No signs of active tuberculosis or any other systemic infection could be
observed during treatment.

Discussion

Fluorescein angiographic studies in the cases presented above conform to the findings of
Hyvirinen and others (1969) and Schlaegel (1969) that major disturbances in serpiginous
choroiditis were found in the choriocapillaris. Retinal vascular changes and the mild
swelling of the optic disc observed in two of the uniocular cases may represent simultaneous
retinal vasculitis. Slight venous and capillary congestion in the retina may also be secondary
to papillitis caused by involvement of the ciliary blood supply to the optic disc by the
disease process.

The slow progression and long duration of the disease can be referred to some long-term
but relatively mild aetiological factor. In this respect, this disease differs from the multi-
focal placoid pigment epitheliopathy described by Gass (1968), although clinical and
fluorescein angiographic findings in the acute stage of both conditions are very similar.
Multifocal placoid pigment epitheliopathy does not seem, however, to be progressive and
the ultimate scars are more superficial than in serpiginous choroiditis (Laatikainen and
Erkkila, 1973)

Tuberculosis or other foci of infection have been assumed to be the cause of serpiginous
choroiditis by Witmer (1952) and Schlaegel (1969, 1972), but a degenerative origin has
also been suggested (Schlaegel, 1969, 1972; Maumenee, 1970).

The findings and the course of the disease in the patients presented above give some
evidence for an immunological aetiology. No systemic disease was discovered in any of these
patients at the time of the ocular disease, but two patients had suffered from pulmonary
tuberculosis earlier in life, and the other patients all had a positive tuberculin skin test.
Four patients had had some acute infection shortly before the eye disease, and one had
an increased antistreptolysin titre without any signs of infection. Ingress into the blood
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of an infectious organism or some exotoxin may cause a clinical immunological manifesta-
tion in an allergically sensitized person. In the case of one patient, suspicion arises concerning
the possibly deleterious effect of oestrogen therapy on the immunological system. A tuber-
cular allergic aetiology may be assumed, at least in patients who had previously suffered
from other kinds of tuberculosis.

Therapy consisted mainly of tuberculostatic medicines alone or in combination with
prednisone. The effectiveness of the tuberculostatic medication is, however, questionable,
since new lesions were observed several months after starting treatment. Tuberculostatic
medication may, however, be indicated in patients with an earlier history of tuberculosis,
in order to avoid activation of any other tuberculous process. Systemic prednisone in the
doses used could not prevent progression of the disease. On the basis of our results, the use
of antimetabolites seems to be indicated in cases with lesions close to the macula, especially
if both eyes are involved.

Summary

The clinical and fluorescein angiographic findings in nine patients with serpiginous
choroiditis are described. The history and clinical features and the course of the disease
support the concept of an immunologically-induced choroiditis. In two patients, good
therapeutic results were achieved with antimetabolites, which are recommended particu-
larly in cases in which both maculae are threatened.
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