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Hydroxychloroquine
retinopathy: screening needed
to prevent blindness

Elvis Ojaimi, Robyn H Guymer,
Tien Y Wong and C Alex Harper

To THE EDITOR: Hydroxychloroquine is
used infrequently (in less than 0.1% of Aus-
tralians) for the long-term management of
chronic conditions (eg, rheumatoid arthritis).!
Hydroxychloroquine retinopathy is a rare but
sight-threatening side effect that is usually not
reversible. > Various eye screening recom-
mendations for hydroxychloroquine toxicity
have been proposed overseas,>” but there is
no recommended consensus for eye screening
in Australia. As a result, screening is currently
not uniform or universal, and this sometimes
leads to significant consequences.

A 36-year-old woman with a longer than
10-year history of hydroxychloroquine ther-
apy (400 mg/day; body weight, 62-67 kg) for
rheumatoid arthritis presented to her general
practitioner after a year of central visual dis-
turbance and photopsias (a sensation of
flashes of light). She was referred to the
Medical Retinal Clinic at the Royal Victorian
Eye and Ear Hospital in August 2009 with
suspected hydroxychloroquine toxicity. She
had undergone screening by her optometrist
for an initial period, but had not been
screened within the past 4 years because she
failed to attend; she appeared unaware of the
potential serious side effect of the medication
on her vision.

On examination, her visual acuity was 6/9
in the right eye and 6/12 + 2 letters in the left.
Her colour vision (assessed by Ishihara plates
for colour blindness) was normal. She had left
vortex keratopathy (a whorl-like corneal epi-
thelial deposit) and examination of her fundus
revealed subtle macular pigment change and
retinal arteriolar attenuation (Box, A). Fundus
autofluorescence showed significant changes
at the level of the retinal pigment epithelium
(Box, B). Dense bilateral paracentral field
defects were detected on visual field testing.
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Hydroxychloroquine retinopathy in a 36-year-old woman

B: Autofluorescence imaging showing symmetrical changes at the level of the retinal pigment epithelium.
Mottled loss of autofluorescence (black arrows) indicates loss of retinal pigment epithelium cells, and the
adjacent increased autoflourescence (white arrows) indicates cell abnormality. *

The rheumatologist was notified of the
hydroxychloroquine retinal toxicity, and ther-
apy with the drug was ceased. At 6-month eye
review, the patient’s vision was stable.
Recommendations on the timing of eye
screening vary’ The manufacturers product
information recommends quarterly ophthal-
mological examinations, but this is imprac-
tical and not cost-effective.>”> The Royal
College of Ophthalmologists (RCO) in the
United Kingdom found no evidence-based
justification for a systematic screening pro-
gram.* They recommend ophthalmological
referral only when there are visual symptoms
(eg, distorted or patchy central vision, reading
difficulties), or eye disease is detected at base-
line and confirmed by an optometrist. In
contrast, the American Academy of Ophthal-
mology (AAO) suggests a systematic
approach, determined by risk status, that is
based on factors such as hydroxychloroquine
dose and duration of intake.” Despite their
differences, these protocols both aim to detect
toxicity early and minimise the degree of
visual loss, rather than to prevent visual loss.

This is because there are currently no estab-
lished criteria to identify toxicity at a revers-
ible stage.”

We recommend adoption of the AAO or
RCO protocols and alerting patients to the
symptoms of toxicity. Careful counselling of
patients at commencement of hydroxychloro-
quine treatment and on an ongoing basis is
essential to promote early presentation and
minimise toxicity. Hydroxychloroquine tox-
icity, although rare, can lead to severe loss of
vision if therapy is not stopped. By stopping
treatment, the condition may stabilise, and
further irreversible vision loss can potentially

be avoided.
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