
common. About 45% of the patients have associated 
systemic disease. Severe pain is also a prominent feature 
and is not typically seen in episcleritis or marginal 
keratitis, which need to be differentiated from scleritis. 12 

There were several findings in our patient that supported 
the diagnosis of scleritis, including characteristic pain, 
lack of blanching with vasoconstrictor, circumferential 
spread and residual scleral changes. The response to 
intensive topical steroid and the corneal signs were 
somewhat atypical, but these features support the likely 
association between APS and scleritis, as they resemble 
some of the anterior segment features previously 
described in APS? 

References 

1. Petri M. Pathogenesis and treatment of an antiphospholipid 
antibody syndrome. Med Clin North Am 1997;81 : 151-77. 

2.  Gelfand YA, Dori D, Miller B, Brenner B. Visual disturbances 
and pathologic ocular findings in primary antiphospholipid 
syndrome. Ophthalmology 1999;106:1537--40. 

3 .  Castanon C, Amigo Me, Banales JL, Nava A, Reys PA. 
Ocular vaso-occlusive disease in primary antiphospholipid 
syndrome. Ophthalmology 1995;102:256-62. 

4.  Munoz-Rodriguez FJ, Font J, Cervera R, et al. Clinical study 
and follow-up of 100 patients with antiphospholipid 
syndrome. Semin Arthritis Rheum 1999;29 : 182-90. 

5. de Groot PG, Horbach DA, Simmelink MJA, Oort E van, 
Derksen RHWM. Anti-prothrombin antibodies and their 
relation with thrombosis and lupus anticoagulant. Lupus 
1998;7 (Suppl 2) :532-6. 

6. Martinuzzo ME, Maclouf J, Carreras LO, Levy-Toledano S. 
Antiphospholipid antibodies enhance thrombin-induced 
platelet activation and thromboxane formation. Thromb 
Haemost 1 993;70:667-71 . 

7. Kandish DA, Sali A, Sheng Y, Victoria EJ, Marquis DM, 
Coutts SM, Kirlis SA. Current insights into the 
'antiphospholipid' syndrome: clinical, immunological and 
molecular aspects. Adv Immunol 1998;70:507-63. 

8 .  Cobo-Soranio R, Ramon S, Aparicio MJ, Teijeiro A, et al. 
Antiphospholipid antibodies and retinal thrombosis in 
patients without risk factors: a prospective case-control 
study. Am J Ophthalmol 1999;128:725-32. 

9 .  Dugulu CF, Kansu T, Kadayifcilar S. The role of IgM isotype 
anticardiolipin antibodies in occlusive ocular vascular 
disease: report of two cases with primary antiphospholipid 
antibody syndrome. Eye 2000;14:789-90. 

10.  Wilson W, Gharavi A, Koike T, et al. International consensus 
statement on preliminary classification criteria for definite 
antiphospholipid syndrome: report of an international 
workshop. Arthritis Rheum 1999;42 : 1309-1 1 .  

1 1 .  Fong LP, Sains D e  La Maza M ,  Rice BA, et al. 
Immunopathology of scleritis. Ophthalmology 1991;1998:472. 

12. Kanski JJ. Clinical ophthalmology: a systemic approach, 3rd 
ed. Oxford: Butterworth-Heinemann, 1 994: 146--9. 

Omar M .  D u rran i  
Academic  U n i t  o f  Ophtha lmology 
B i rm ingham & M id land Eye Centre, 
B i rm ingham,  U K  

Dona ld A .  Cameron-Swaby 
B i rm ingham and  M id l and  Eye Centre 
B i rm ingham,  U K  

S imon Bowma n  
Department o f  I m m u nology and  Rheumatology 
Un iversity of B i rm ingham,  U K  

John Ross A insworth 
B i rm ingham Heartlands  and Sol i h u l l  Hosp ita l s  
U n iversity of B i rm ingham,  U K  

Omar  M .  D u rran i ,  FRCS  (G lasg) � 
AcademiC  U n i t  of O phtha l mology 
B i rm ingham and M id land  Eye Centre 
C i ty Hosp ita l  NH S Trust 
Dud ley Road 
B i rm ingham B 18 7QU, U K  

Fax :  +44 (0)121 507 6853 
e-m a i l :  o du rran i@bham . a c . uk 

Sir, 

Recurrent cerebral lupus heralded by an unusual 

combination of ocular manifestations 

A 41-year-old Chinese woman presented with 
spontaneous progressive painless blurring of vision and 
facial swelling for a week. She had a history of systemic 
lupus erythematosus (SLE) for 3 years, initially 
presenting with oral ulcer, leucopenia, serositis, positive 
antinuclear antibody and cerebral lupus. 1 The disease 
was stabilised clinically and serologically with 
hydroxychloroquine 200 mg daily and prednisolone 
2.5 mg on alternate days. On examination, visual acuity 
was 20/50 in both eyes. There was bilateral non-tender 
periorbital oedema (Fig. lA, B) and conjunctival 
chemosis (Fig. 1C, D) . There was no sign of scleritis. The 
anterior chamber and vitreous were clear. Contact lens 
biomicroscopy revealed a bilateral symmetrical macular 
oedema, with multiple foveal fine yellowish dots at the 
level of the retinal pigment epithelium (RPE) (Fig. 2). The 
discs and vessels appeared unremarkable. Blood 
pressure and serum albumin were normal. 

A few hours later she became drowsy, which lasted 
for 4 days . She was further managed in the intensive care 
unit. Computed tomography of the brain was normal. 
Lumbar puncture showed an opening pressure of 
10 .4 em H20, raised protein of 2.5 gil (reference range 
0 . 15-0.45 gil) and a negative smear. She was treated as 
having recurrent cerebral lupus with intravenous 
methylprednisolone 500 mg daily for 3 days and a single 
pulse of cyclophosphamide 500 mg. 

Two weeks later, the macular oedema, periorbital 
swelling and conjunctival chemosis were partially 
resolved. A fluorescein angiogram showed faint 
hyperfluorescence in the fovea in the early phase with no 
leakage in the late phase, which was compatible with 
RPE dysfunction secondary to choroidopathy. There was 
no evidence of retinal vasculitis or scleritis. A month later 
the macular oedema, periorbital swelling and 
conjunctival chemosis all subsided. Visual acuity was 
20/30 in the right eye, 20/ 20 in the left. Twenty months 
later, visual acuity was 20/20 in both eyes. There were 
fine macular RPE stippling changes in both eyes (Fig. 3) .  
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Fig. 1 .  (A), (B) External photographs showing bilateral periorbital oedema. (e), (D) External photographs showing bilateral conjunctival chemosis. 
There is no sign of scleritis. 

Comment 

Aronson et a1 .2 reported a SLE patient with subretinal 
oedema. Immunoglobulin deposition over the choroidal 
capillaries and basement membranes of bulbar 
conjunctivas was disclosed subsequently at autopsy. 

Fig. 2. Fundus photograph of the left eye showing macular oedema of 
about 2 disc diameters, with foveal fine yellowish dots at the level of the 
retinal pigment epithelium. Three retinal pigment epithelial hypopig­
men ted spots are present along inferior vascular arcades. 

Leahey et a1 .3 reported a SLE patient presenting with 

chemosis. The combination of bilateral macular oedema, 

periorbital swelling and conjunctival chemosis in SLE 

has not been reported before. This manifestation could 

result from ocular immune-complex vasculitis2,4 

Fig. 3. Fundus photograph of the left eye 20 months later showing fine 
macular retinal pigment epithelial stippling changes. The macular 
oedema has subsided. One retinal pigment epithelial hypopigmented 
spot is present superior to the disc. 



resulting in extravascular exudation of proteins . It 
heralded the exacerbation of disease in our patient. 
Hence, ocular involvement may serve as an indicator of 
disease reactivation in SLE. 

We would like to thank Dr L.S.  Tam, MRCP, for referring the 

case to us. Supported in part by the Mrs Annie Wong Eye 

Foundation, Shatin, Hong Kong. 
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Sir, 

Bilateral reactive subretinal abscesses following 

S, pyogenes septicaemia 

Metastatic endophthalmitis can be seen in the context of 
generalised infection and its course depends on a 
number of factors including the virulence of the 
organism. Group A streptococcal endophthalmitis can 
present as a very aggressive infection with poor 
prognosis for vision . 1  We present a case of low-grade 
endophthalmitis associated with group A streptococcal 
meningitis, which presented after the treatment of the 
systemic illness and when the patient had been 
discharged home. 

A previously healthy 68-year-old Caucasian woman 
was admitted with a 3 week history of general malaise 
and recent-onset lower back pain and rigors. On 
examination she was pyrexial (38 DC) with a reduced 
consciousness level, tenderness of the lumbar region and 

lower limb hyperreflexia. Group A Streptococcus was 
isolated from blood cultures and she was started on 
intravenous ceftriazone and amoxicillin. Lumbar 
puncture revealed markedly elevated protein (14 .8 gil, 
normal range 0-0.4 gil) numerous neutrophils and 
occasional lymphocytes. Streptococcus A meningitis was 
diagnosed and the antibiotics were changed to high-dose 
intravenous benzylpenicillin and oral chloramphenicol 
according to antimicrobial sensitivities. 

She continued to have a spiking pyrexia and MRI 
scanning of the lumbar region revealed L3,4 discitis with 
epidural and paraspinal inflammatory changes -
presumably the source of the meningitis. With evidence 
of continuing inflammation despite her current antibiotic 
regimen, microbiological advice was sought. Broad 
antimicrobial coverage with oral clindamycin and 
ciprofloxacin together with intravenous cephradine was 
initiated and the patient's clinical condition began to 
improve. She was discharged home on oral clindamycin 
and ciprofloxacin. 

Two months later, the patient presented to eye 
casualty complaining of blurred vision and floaters in 
both eyes since shortly after her original admission to 
hospital. She was still taking her oral antibiotics. On 
ophthalmic examination visual acuity was 6 / 12 in the 
right eye and 6 / 1 8  in the left. Apart from a few keratic 
precipitates, her anterior chambers were quiet with 
intraocular pressures of 1 1  mmHg in the right eye and 
19 mmHg in the left. There was a mild vitritis with 
prominent pale subretinal lesions nasally in both eyes 
(Fig. 1) ,  with no evidence of any immediate threat to 
vision. 

Serology for both Toxocara and Toxoplasma was 
negative and it was assumed that the lesions were likely 
to be sub retinal streptococcal abscesses . The patient 
continued to take oral ciprofloxacin and clindamycin for 
a further 9 months. Over the next 4 months lesions 
remained static and the vision improved to 6/9  in both 

Fig. 1. Photograph of the nasal aspect of the left fundus showing the 
large pale subretinal abscess (arrow). 
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