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Abstract

An important cause of infectious retinitis, not well-described in Indian literature, has been analyzed in detail
systematically by Kawali A. and colleagues. However, Rickettsia retinitis (RR) was diagnosed at titres of 1:160 by the
Weil-Felix test (WFT). The sensitivity and specificity of WFT at this level are poor compared to the gold standard
immunofluorescent antibody assay. However, we understand that financial constraints of the Indian patients limit
the availability of more definite tests. In our opinion, the optical coherence tomography features of RR described by
the authors may be mimicked by other causes of retinitis, such as toxoplasma retinitis or even cotton wool spots.
Infectious retinitis including RR should be treated by an antimicrobial agent with or without oral steroids until
larger series or randomized controlled trials prove otherwise.
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Editor,

We read with interest the article by Kawali A. and col-
leagues [1]. The authors have described an important
infectious retinitis which has not been evaluated system-
atically in peer-reviewed literature from India. We would
like to humbly make the following comments:

1. The diagnosis of Rickettsial retinitis (RR) was based
on the Weil-Felix test (WFT) at titres of 1:160 or
more [1]. WFT at a titer of 1:320 has been shown to
have poor sensitivity and specificity (46 %) when
compared to the gold standard immunofluorescent
antibody assay [2]. WFT may also be positive in the
healthy population (54 %) and patients with non-
rickettsial fever (62 %) [2]. The Indian Council of
Medical Research guidelines [3] considers a WFT
titre of 1:80 for probable rickettsial infection. A
fourfold rise of titres in paired sera or a titre of
1:320 has been traditionally used as a diagnostic
cutoff for WFT; however, baseline titres need
standardization according to geographic location [4].
Using a WET titre of 1:160 needs validation [1].
Also, more definite tests like IgM and IgG enzyme-
linked immunosorbent assay (ELISA) and polymerase
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chain reaction (PCR) are available in India. However,
we do understand that financial constraints of Indian
patients are important barriers for the use of such
tests.

. We have seen hyperreflectivity of inner retinal layers

in various types of retinitis, and this may not be a
distinguishing feature of rickettsial retinitis as
proposed by the authors. Retinitis due to other
causes such as toxoplasma has been shown to
involve the whole retina on optical coherence
tomography (OCT) [5]. However, this may not
always be the case. Hyperreflectivity of the inner
retina with retinal thickening and shadowing may be
a feature of cotton wool spots [5] or toxoplasmosis
as well [6].

. Kawali and coauthors propose [1] that “Once the

patients are diagnosed as RR or presumed RR, they
can be started on steroids and antibiotics.” We
believe that for all infectious retinitis cases, the
primary treatment should be the antimicrobial
agent. Steroids can be started under antimicrobial
cover if the intraocular inflammation component is
severe. Though the three patients reportedly
improved with steroids alone, Kawali A. et al. [1]
acknowledge that all of them had taken
antimicrobial agents during fever. In light of our
current knowledge of cases of infectious retinitis and
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due to lack of a randomized trial comparing the
effect of steroid or antimicrobial alone versus their
combination, it may not be prudent to start a case of
rickettsial retinitis on steroid alone without proper
antibiotic cover. We believe that this may in fact
worsen the condition.

4. Kyrieleis plaques have been described in Rickettsia
conorii infection [7, 8] by Khairallah M. and
colleagues. We would like to know from the authors
if they found such plaques in any of their cases. We
have described a case of Kyrieleis plaques in acute
retinal necrosis [7] and do believe that they are seen
in retinitis of various etiologies including active
toxoplasma retinitis.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

All authors participated in the conception and design of the paper, data
collection, and analysis. KT drafted and was involved in the critical revision of
the manuscript. RC, RV, and YRS revised the manuscript critically for
important intellectual content. All authors read and approved the final
manuscript and agreed to be accountable for the work.

Authors’ information

KT is a senior resident at the Dr. Rajendra Prasad Centre for Ophthalmic
Sciences, All India Institute of Medical Sciences (AlIMS), New Delhi, India.
His research interests include uveitis, retina, and trauma. RC is an assistant
professor at the same institute and has interests in ophthalmic teaching,
uvea, and vitreo-retina. RV and YRS are professors with huge experience in
treating retinal diseases and ocular inflammations.

Acknowledgements
None.

Received: 26 January 2016 Accepted: 22 February 2016
Published online: 27 February 2016

References

1. Kawali A, Mahendradas P, Srinivasan P et al (2015) Rickettsial retinitis—an
Indian perspective. J Ophthalmic Inflamm Infect 5:37. doi:10.1186/512348-
015-0066-8

2. Kularatne SAM, Gawarammana IB (2009) Validity of the Weil-Felix test in the
diagnosis of acute rickettsial infections in Sri Lanka. Trans R Soc Trop Med
Hyg 103:423-424. doi:10.1016/).trstmh.2008.11.020

3. Rahi M, Gupte MD, Bhargava A et al (2015) DHR-ICMR guidelines for
diagnosis & management of rickettsial diseases in India. Indian J Med Res
141:417-422. doi:10.4103/0971-5916.159279

4. Rathi N, Rathi A (2010) Rickettsial infections: Indian perspective. Indian
Pediatr 47:157-164

5. Kurup SP, Khan S, Gill MK (2014) Spectral domain optical coherence
tomography in the evaluation and management of infectious retinitis.
Retina Phila Pa 34:2233-2241. doi:10.1097/IAE.0000000000000218

6. Cho DY, Nam W (2012) A case of ocular toxoplasmosis imaged with spectral
domain optical coherence tomography. Korean J Ophthalmol 26:58.
doi:10.3341/kj0.2012.26.1.58

7. Chawla R, Tripathy K, Sharma YR, et al. (2015) Periarterial plaques (Kyrieleis’
arteriolitis) in a case of bilateral acute retinal necrosis. Semin Ophthalmol 1-2.
doi: 10.3109/08820538.2015.1045153

8. Khairallah M, Ladjimi A, Chakroun M et al (2004) Posterior segment
manifestations of Rickettsia conorii infection. Ophthalmology 111:529-534.
doi:10.1016/j.0phtha.2003.04.012

Page 2 of 2

Submit your manuscript to a SpringerOpen®
journal and benefit from:

» Convenient online submission

» Rigorous peer review

» Immediate publication on acceptance

» Open access: articles freely available online
» High visibility within the field

» Retaining the copyright to your article

Submit your next manuscript at » springeropen.com



http://dx.doi.org/10.1186/s12348-015-0066-8
http://dx.doi.org/10.1186/s12348-015-0066-8
http://dx.doi.org/10.1016/j.trstmh.2008.11.020
http://dx.doi.org/10.4103/0971-5916.159279
http://dx.doi.org/10.1097/IAE.0000000000000218
http://dx.doi.org/10.3341/kjo.2012.26.1.58
http://dx.doi.org/10.3109/08820538.2015.1045153
http://dx.doi.org/10.1016/j.ophtha.2003.04.012

	Abstract
	Editor,
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgements
	References



