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Abstract: A 37-year-old man developed geographic choroiditis and retinal vasculitis in the
left eye while taking 3.5 mg/day oral prednisolone for rheumatoid arthritis. The choroidal le-
sions stopped growing when the dose of prednisolone was increased to 60 mg/day, while its
tapering resulted in the recurrence and enlargement of the choroidal lesions to the macula.
The patient experienced further recurrence twice in the following year. Indocyanine green
angiography demonstrated the obstruction of choroidal arteries in addition to the complete
obstruction of the choriocapillaris in a fresh lesion. This case was the first to have geographic
choroiditis on the background of a systemic inflammatory disecase. Jpn J Ophthalmol
1998;42:51-55 © 1998 Japanese Ophthalmological Society
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Introduction

Geographic (or serpiginous) choroiditis' has been
recognized as a distinct clinical entity since its initial
description as chorioiditis geographica® in 1933. The
disease is progressive, appears to be of inflammatory
origin, and mainly involves the choriocapillaris with-
out developing any systemic manifestations.'™ Our pa-
tient developed progressive geographic choroiditis to-
gether with retinal vasculitis in the course of
rheumatoid arthritis.

Case Report

A 37-year-old man had noticed blurred vision and
floating spots in the left eye 2 weeks previously and
visited a hospital on April 4, 1996. He had been
treated for rheumatoid arthritis since 1984 and was
taking auranofin 6 mg/day, bucillamine 150 mg/day,
prednisolone 3.5 mg/day, and diclofenac 50 mg/day.
C-reactive protein was 7.0 mg/dL (normal, <0.3),
and rheumatoid factor was 640 IU/mL (normal,
<18). Urinalysis was negative. Physical examina-
tions revealed rheumatoid nodules at both elbows.
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The best-corrected visual acuity was 20/15 in both
eyes, and the intraocular pressure was 18 mm Hg in
both eyes. The right eye was unremarkable. The left
eye showed a few cells in the anterior chamber and a
grayish-white edematous lesion superotemporal to
the macula in the fundus. Fluorescein angiography
demonstrated early hypofluorescence followed by
late hyperfluorescence in the lesion as well as leak-
age from the retinal capillaries (Figure 1, 2). The pa-
tient was given intravenous prednisolone 60 mg/day,
the dosage was subsequently tapered to 20 mg/day
orally on April 15. The patient was well until the be-
ginning of July when he developed blurring in the
left eye while taking 3 mg/day prednisolone. On July
12, the visual acuity was 20/15 in the right eye and 20/
50 in the left eye. The left eye had a few aqueous
cells and an enlarged fundus lesion extending to the
macula, together with periarteritis in the lower fun-
dus (Figures 3, 4). C-reactive protein was 0.9 mg/dL,
and urinalysis showed low-grade proteinuria and mi-
crohematuria. The dose of prednisolone was in-
creased to intravenous 60 mg/day, while bucillamine
and auranofin was discontinued. The visual acuity in
the left eye further decreased to 20/400 due to the
macular involvement on July 29. Urinalysis became
negative on August 8, and the patient was placed on
prednisolone 20 mg/day orally from August 18, with-
out further progression. Antinuclear antibodies and
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Figure 2. Fluorescein angiograms in the left eye on August
6, 1996. The lesions show (top) early hypofluorescence and
(bottom) late hyperfluorescence.
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Figure 1. Montage of fluorescein
angiograms in the left eye on April
4, 1996, showing geographic chor-
oiditis together with leakage from
retinal capillaries.

autoantibodies to SS-A, SS-B, pANCA, and cANCA
were all negative.

In September, the best-corrected visual acuity in
the left eye returned to 20/20. The dose of predniso-
lone was tapered further to 15 mg/day. The patient
developed a new choroidal lesion at the border of
the previous ones in the inferior midperipheral fun-
dus of the left eye in February 1997, and another
new choroidal lesion isolated in the nasoinferior
midperiphery in April. Indocyanine green angiogra-
phy with a scanning laser ophthalmoscope demon-
strated the obstruction of the choriocapillaris and
the choroidal arteries in the lesion (Figure 5). The
choroidal veins traveling through the lesion de-
creased in number and appeared to be filled irregu-
larly. The dose of prednisolone was increased to 30
mg/day, which resulted in the subsidence of the
lesions.

Discussion

The clinical and fluorescein angiographic features
in this patient were consistent with those described
previously for geographic choroiditis.'** In addition,
indocyanine green angiography showed obstruction
of both choriocapillaris and choroidal arteries in the
lesion. It should be noted that geographic choroiditis
as well as retinal vasculitis initially developed in the
course of theumatoid arthritis with high activity, as
evidenced by an elevated level of C-reactive protein.
However, the following recurrences were not neces-
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Figure 3. Montage of fundus photographs
in the left eye on August 17, 1996. Note
retinal periarteritis with hemorrhages (ar-
rows) in the inferior fundus. A white spot
near the upper arrow is an artifact.

Figure 4. Montage of fluorescein angio-
grams in the left eye on August 6, 1996.
Note retinal capillary leakage and oblit-
erative retinal arteritis (arrow) as well as
progressive enlargement of the choroidal
lesion compared with that on April 4
(Figure 1).
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Figure 5. Indocynine green angiograms taken with a scanning laser ophthalmoscope in a fresh lesion of the nasoinferior fun-
dus of the left eye on April 16, 1997. Note the absent filling of large choroidal arteries in the early phase (top left) in addition
to the absence of veil-like fluorescence, indicative of obstruction of the choriocapillaris, from the early phase to the late
phase. Choroidal veins are filled irregularly (top right and bottom left).

sarily associated with higher levels of C-reactive pro-
tein since the patient was placed on larger doses of
prednisolone. The patient also showed such signs of
systemic vasculitis as rheumatoid subcutaneous nod-
ules, suggesting that retinal vasculitis and geographic
choroiditis are part of manifestations of rheumatoid
vasculitis. Retinal vasculitis, as seen in this patient,
already has been reported to be complicated with
rheumatoid arthritis.>*

Geographic choroiditis reported so far has not
been associated with any systemic manifestations
and is considered to be caused by inflammatory ob-
struction of the choriocapillaris and some larger cho-
roidal vessels.'* This case supports the understand-
ing that geographic choroiditis is indeed vasculitis in

the choroid, and it also suggests that immunological
abnormalities, either localized to the choroid or dis-
seminated systemically as in rheumatoid arthritis,
underlie its development.
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