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Presumed tubercular choroidal nodule 
following adalimumab therapy for 
juvenile idiopathic arthritis
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Case Report
A	 14‑year‑old	 boy,	 known	patient	 of	 juvenile	 idiopathic	
arthritis	(JIA)	since	2008,	was	under	follow‑up	with	us	since	
the	past	 2.5	 years	 for	 the	management	 of	 uveitis.	He	was	
investigated	 for	 other	possible	 causes	 of	uveitis	 elsewhere	
initially	which	included	a	negative	Mantoux	test	and	normal	
chest	X‑ray.	He	was	 initially	 started	 on	oral	methotrexate	
25	mg/week	and	subsequently	switched	over	to	subcutaneous	
injection	of	adalimumab	biosimilar	(Exemptia).	He	received	
40	mg	subcutaneous	injection	of	adalimumab	every	2	weeks	
for	6	months,	and	then	every	3	weeks	for	6	months	while	on	
low‑dose	 oral	methotrexate	 (10	mg/week).	He	 responded	
well	 to	 the	 systemic	 treatment	 and	was	maintaining	quiet	
eyes	 for	 the	 past	 1	 year.	 Recently,	 he	was	 diagnosed	 to	
have	pulmonary	tuberculosis	and	started	on	antitubercular	
treatment	 by	 the	 chest	 physician.	His	Mantoux	 test	was	
positive	(25	mm),	and	high‑resolution	computed	tomography	
of	the	chest	was	suggestive	of	pulmonary	tuberculosis.	His	
best‑corrected	visual	acuity	in	the	right	eye	was	6/5	and	left	
eye	was	6/9.	Slit‑lamp	examination	revealed	occasional	cells	
in	the	anterior	chamber	of	the	right	eye,	posterior	synechiae	
with	minimal	 posterior	 subcapsular	 cataract	 in	 the	 left	
eye,	and	cells	 in	anterior	vitreous	of	 the	right	eye.	Fundus	
examination	of	 the	 right	 eye	 revealed	a	 solitary,	 choroidal	
nodule	less	than	1‑disc	diameter	in	size	slightly	temporal	to	
the	fovea	[Fig.	1a].	Fundus	examination	of	the	left	eye	was	
normal.	Swept‑source	optical	coherence	tomography	of	the	
right	eye	revealed	a	large	homogeneous,	hyporeflective	area	
in	the	choroid,	and	fundus	fluorescein	angiogram	of	the	right	
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eye	 revealed	 early	hypofluorescence	 in	 early	phase	 of	 the	
angiogram	 followed	by	hyperfluorescence	 [Fig.	 2a	 and	b].	
Indocyanine	 green	 angiography	 detected	multiple	 small	
hypocyanescent	 spots	 in	 addition	 to	 the	 clinically	 evident	
choroidal	nodule	 [Fig.	 2c	 and	d].	The	patient	was	advised	
oral	 corticosteroid	 (40	mg/day)	 on	 a	 tapering	 schedule	
and	 to	 continue	ATT.	He	was	 reexamined	 after	 a	month.	
Fundus examination of the right eye revealed resolution 
of	choroidal	nodule.	He	was	advised	to	continue	the	same	

Figure 1: (a) Fundus examination of the right eye revealed a solitary, 
choroidal nodule less than 1‑disc diameter in size slightly temporal to 
the fovea. (b) Fundus examination of the right eye revealed gradual 
resolution of choroidal nodule. (c) Fundus examination of the right eye 
showing healed choroiditis at 3‑month follow‑up
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Figure 2: (a and b) Fundus fluorescein angiography of the right eye 
showing  area  of  hypofluorescence  corresponding  to  the  choroidal 
tubercle  and  subsequent  hyperfluorescence  in  late  frames  of  the 
angiogram. (c and d) Indocyanine green angiography photographs 
of the right eye showing choroidal nodule as hypocyanescent 
spot throughout angiogram. Kindly also note the multiple small 
hypocyanescent lesions seen on indocyanine green angiography
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treatment	 [Fig.	 1b].	Fundus	examination	after	3	months	of	
follow‑up	revealed	healed	choroidal	nodule	[Fig.	1c]	and	he	
was	advised	to	stop	oral	steroid	and	continue	ATT	as	per	the	
advice	of	the	chest	physician.

Discussion
Adalimumab	is	considered	the	biological	with	the	strongest	
level	of	evidence	of	efficacy	for	treatment	of	JIA	when	added	
to	methotrexate.[1,2]	 However,	 use	 of	 the	 drug	 has	 been	
reported	to	be	associated	with	increased	risk	of	tuberculosis	
and	there	are	many	reports	of	the	disseminated	tuberculosis	
following	 adalimumab	 therapy	despite	 negative	 screening	
for	tuberculosis	prior	to	the	initiation	of	the	drug.[3]	Choroidal	
tubercle	 is	 the	most	 characteristic	 clinical	manifestation	
of	 ocular	 tuberculosis	 and	 represents	 the	 hematogenous	
dissemination	 of	 tubercular	 bacilli	 from	 pulmonary	 or	
extrapulmonary	sites.	In	an	endemic	country	like	India,	our	
case	report	exerts	caution	and	importance	of	close	vigilance	
following	the	use	of	biological	agents.	It	also	highlights	the	
importance	of	 routine	ophthalmological	 examination	 even	
in	visually	 asymptomatic	patients	developing	 tuberculosis	
following	biological	therapy.
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Focal	 choroidal	 excavation	 (FCE)	was	 first	 discovered	
incidentally	by	Jampol	et al.	in	a	case	having	choroiditis.[1] The 
term	FCE	was	later	coined	by	Margolis.[2]	Swept‑source	optical	
coherence	tomography	(SS‑OCT)	with	enhanced	depth	imaging	
is	ideal	for	diagnosing	FCE.	Herein,	we	describe	a	rare	case	of	
juxtapapillary	FCE.

Case Report
A	30‑year‑old	male	presented	with	complaints	of	blurring	of	
vision	in	both	eyes	since	10	years.	Patient	was	diagnosed	and	
operated	for	developmental	cataract	in	both	eyes	elsewhere.	
Best‑corrected	 vision	 at	 presentation	was	 20/40	 and	 20/30	
in	 left	 eye	and	 right	 eye,	 respectively.	On	anterior	 segment	
examination,	 pseudophakia	with	mild 	 posterior	 capsular	
opacification	 (PCO)	was	present	 in	 both	 eyes.	 Intraocular	
pressure	was	within	 normal	 limits.	 Fundus	 examination	
showed	normal	disk	 in	both	eyes.	 Inferotemporal	 to	disk,	a	
black,	circular,	sharply	demarcated,	subretinal	lesion	was	noted	
in left eye [Fig.	1a].	SS‑OCT	scan	through	the	lesion	revealed	
an	FCE	of	conforming	type	[Fig.	1b	and	c].	No	subretinal	fluid	
or	membrane	was	 associated	with	 it.	 Patient	was	 advised	
regular	 follow‑up	and	counseled	 to	report	earlier	 in	case	of	
metamorphopsia	and	blurring	of	vision.

Discussion
FCE	is	a	relatively	new	finding	corroborated	on	OCT.	It	is	believed	
to	be	a	defect	 in	development	of	 the	eyeball.	Two	types	have	
been	described,	conforming	and	nonconforming,	our	case	being	
the	former.	Previously	thought	to	be	indolent,	recent	literature	
suggests	its	association	with	central	serous	chorio‑retinopahty,	
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