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Choroidal granuloma resolution with tuberculosis treatment 
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A B S T R A C T   

Purpose: To report a case of presumed ocular tuberculosis, successfully treated with anti-tubercular therapy 
alone. 
Observations: Resolution of a presumed tubercular choroidal granuloma occurred after initiation of 4-drug anti- 
tubercular therapy, without any adjunct corticosteroid treatment. 
Conclusions: Though corticosteroids are commonly used as adjunctive treatment for ocular tuberculosis, treat-
ment with anti-tubercular therapy alone is possible in select patients with close follow-up.   

1. Introduction 

Ocular tuberculosis (TB) is an uncommon cause of uveitis in North 
America1 and can be challenging to definitively diagnose. Frequently, 
diagnoses of presumed ocular TB are made on the basis of positive 
tubercular testing, rule-out of other causes of uveitis, and careful 
consideration of a patient’s medical history and fundoscopic exam.2 

2. Case report 

A 31-year-old woman was referred from an outside ophthalmologist 
with 2 weeks of vision loss in her right eye. Medical history was 
noncontributory and ocular history was significant for myopia and dry 
eye. She reported no constitutional symptoms, no family history of 
autoimmune diseases, and was originally from Sierra Leone. Vision was 
20/160 in the right and 20/100 in the left eye with intraocular pressures 
of 20 and 21 mmHg, respectively. There were 1+ cells and trace cells in 
the vitreous of the right and left eyes, respectively. Examination of the 
right eye revealed optic disc edema, an elevated choroidal lesion supe-
rior to the macula (Figs. 1 and 2), and an exudative retinal detachment. 
Left eye examination revealed several subtle yellow choroidal lesions in 
the posterior pole. 

Chest CT and brain MRI performed at the referring institution were 
unremarkable. Extensive uveitis laboratory testing (Lyme antibody, 
erythrocyte sedimentation rate (ESR), C-reactive protein (CRP), rapid 
plasma reagin (RPR), syphilis IgG, human immunodeficiency virus 
(HIV), serum angiotensin-converting enzyme (ACE), lysozyme, anti- 
nuclear antibody (ANA), anti-double-stranded DNA antibody (anti- 

dsDNA), anti-extractable nuclear antibodies panel (anti-ENA), rheuma-
toid factor (RF), anti-cyclic citrullinated peptide antibody (anti-CCP)) 
were nonreactive or within normal limits. However, QuantiFERON-TB 
Gold test was positive. A diagnosis of presumed ocular TB was made, 
and she started a 6-month course of rifampin, isoniazid, pyrazinamide, 
ethambutol and Vitamin B6. 7 weeks later, on anti-tubercular therapy 
and without any type of corticosteroid treatment, the patient’s vision 
improved to 20/32 (right eye) and 20/40 (left eye), and the choroidal 
granuloma in the right eye became atrophic (Fig. 3). By 10 weeks, the 
right eye choroidal granuloma resolved on OCT (Fig. 4). 

3. Discussion and conclusion 

Management of ocular tuberculosis typically includes anti-tubercular 
therapy and corticosteroids.3 However, the adjunctive corticosteroid 
therapy can make it difficult to assess the effect of anti-tubercular 
medications alone on the treatment response. In this case, the pa-
tient’s choroidal lesions (presumed tubercular granulomas) dramati-
cally resolved on anti-tubercular therapy alone, supporting the initial 
diagnosis. Previous reports have also discussed treatment of presumed 
tubercular tuberculosis without corticosteroids.4 We conclude that when 
possible, treatment of presumed ocular TB with only anti-tubercular 
therapy may help confirm a diagnosis. 

Patient consent 

Written consent to publish potentially identifying information, such 
as details or the case and photographs, was obtained from the patient. 
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Fig. 1. Right eye color fundus photo at initial visit with a large posterior pole 
choroidal granuloma (arrow). (For interpretation of the references to color in 
this figure legend, the reader is referred to the Web version of this article.) 

Fig. 2. Right eye OCT at initial visit, showing the choroidal granuloma.  

Fig. 3. Right eye color fundus photo at 7-week follow-up, showing the atrophic 
choroidal granuloma. (For interpretation of the references to color in this figure 
legend, the reader is referred to the Web version of this article.) 
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Fig. 4. Right eye optical coherence tomography at 10-week follow up, showing resolution of the choroidal granuloma and reconstitution of outer retinal layers.  

L. Young et al.                                                                                                                                                                                                                                   

http://fnih.org/what-we-do/current-education-and-training-programs/mrsp
http://fnih.org/what-we-do/current-education-and-training-programs/mrsp
https://doi.org/10.3109/09273948.2014.1004016
https://doi.org/10.3109/09273948.2014.1004016
https://doi.org/10.3109/09273948.2014.985387
https://doi.org/10.1001/jamaophthalmol.2017.4485
https://doi.org/10.1001/jamaophthalmol.2017.4485
https://doi.org/10.1111/j.1755-3768.2009.01579.x
https://doi.org/10.1111/j.1755-3768.2009.01579.x

	Choroidal granuloma resolution with tuberculosis treatment
	1 Introduction
	2 Case report
	3 Discussion and conclusion
	Patient consent
	Authorship
	Funding was received for this work
	Intellectual property
	Research ethics
	Acknowledgements and disclosures
	References


