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Atypical findings in delayed presentation of unilateral acute
idiopathic maculopathy
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Abstract Unilateral acute idiopathic maculopathy is

a rare disease affecting young healthy patients resulting

in moderate to severe unilateral visual loss preceded by

prodromal flu-like illness. We present a case of delayed

presentation of unilateral acute idiopathic maculopathy

associated with hand, foot and mouth disease.
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Introduction

Unilateral acute idiopathic maculopathy (UAIM) is a

rare disease affecting young healthy patients resulting

in moderate to severe unilateral visual loss preceded by

prodromal flu-like illness [1–3]. Spontaneous resolution

normally occurs over a period of 6 weeks with residual

hyperpigmentation of the retinal pigment epithelium

(RPE) resembling a bull’s eye pattern [1–5].

Case

A 28-year-old male presented with a 10-day history of

impaired visual acuity centrally in his right eye.

Detailed questioning revealed that he developed fever,

sore throat and rashes involving the palm of his hands

and his feet 1 week prior to the onset of the visual

symptoms. His ocular and medical history was

otherwise unremarkable.

On presentation, best-corrected visual acuity was

20/80 right eye and 20/20 left eye. There was no relative

afferent pupillary defect. Anterior segment and intra-

ocular pressure were within normal limits bilaterally.

Right fundoscopy showed gray-yellow wedge-shaped

thickening of the RPE at the macula with slightly

mottled hyperpigmentation (Fig. 1a). There was no

evidence of vitreous cells, subretinal fluid, or papillitis.

Fluorescein angiography of the right eye revealed

mottled hyperfluorescence corresponding to the area of

RPE thickening (Fig. 2a). This pattern was more

pronounced in the late venous phase (Fig. 2b). Stratus

optical coherence tomography (OCT), however, showed

no significant abnormality (Fig. 2c).

Clinical presentations were suggestive of UAIM

secondary to hand, foot and mouth disease. Compli-

ment fixation test for Coxsackievirus A16 at week one

and week three showed an 8- and 16-fold rise in the

antibody titers, respectively, confirming the acute

infection.

Given the self-limiting course of the disease and the

stable visual acuity, the patient was managed conser-

vatively with close follow-up. At week 6, his visual

acuity normalized to 20/20 right eye, but an irregular-

shaped, flat, pigmented macular scar persisted

(Fig. 1b).
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Comment

Characteristically, UAIM is associated with neuro-

sensory detachment of the macula and subfoveal fluid

[1, 2]. We suspect that these findings had already

resolved in our patient at the time of assessment,

10 days after symptoms onset, hence not observed.

This matches the appearance of mottled hyperpig-

mentation in the macula which develops in conjunc-

tion with resolution of neurosensory detachment [1].

High-resolution OCT is a valuable tool to aid the

diagnosis of UAIM in most cases as it can clearly

portray the neurosensory detachment and the mor-

phological changes of the RPE and outer retina [5, 6].

Aggio et al. [6] reported abnormal hyper-reflectivity

and thickening at the level of RPE and outer retina in

the acute phase and residual subfoveal hyper-reflec-

tivity after resolution. These findings, however, were

not observed in our patient. It may be possible that the

OCT changes had already normalized as well.

This case highlights that clinical appearance of the

posterior retina in UAIM can evolve quickly, and rapid

spontaneous resolution is not uncommon. Some of the

characteristic features of UAIM may not be seen if

presentation is delayed.
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Fig. 2 a Fluorescein angiogram of the right eye in the arterial phase

(18 s) reveals mottled hyperfluorescence corresponding to the area

of RPE thickening with some areas of minimal subretinal hyp-

ofluorescence. b The late-stage image demonstrates more pro-

nounced hyperfluorescence with some persistent blockage centrally.

c Normal macular structure of the right eye on OCT (Zeiss Stratus)

Fig. 1 a Right fundus photograph taken during first assessment. Gray-yellow wedge-shaped thickening of the RPE is noted at the

macula. b At 6 weeks, an irregular, flat pigmented macular scar is seen. (Note scattered dots represent dust in the optical system)
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