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A 24‑year‑old gentleman had a right headache and MFC; 
for 1 year [Fig. 1a]; being on AKT for 3 weeks with further 
worsening. Fundus fluorescein angiography (FFA) [Fig. 1b]; 
optical coherence tomography  (OCT),  [Fig.  1c] and B‑Scan 
[Fig.  1d] had been done. Serum angiotensin‑converting 
enzyme  (ACE), serum uric acid, and QuantiFERON TB 
Gold Test were normal. Mantoux was 19 mm [48 h/5 
tuberculin units (TU)]. Oculus sinister (OS) was normal. On 
presentation to us, OD had finger counting close to face with 
congestion; mild relative afferent pupillary defect  (RAPD); 
painful movements; disc edema; peripapillary sub‑retinal 
exudation, and MFC [Fig.  1e]. We did contrast magnetic 
resonance imaging (MRI) brain/orbit, venereal disease 
research laboratory  (VDRL), antinuclear antibody  (ANA), 
antineutrophil cytoplasmic autoantibody  (ANCA), and 
HIV, which were normal. Paradoxical worsening of TB 
choroiditis (3 weeks AKT) was considered and intravenous 
methylprednisolone was used. Repeat history‑taking, caused 
him to recall having skin biopsy‑proven LP; treated with 
oral prednisolone; just prior to ocular symptoms; 1  year 
back. Pursuing the possibility of flare‑up of occult systemic 
TB; after the use of oral steroids to treat LP, a contrast chest 
CT was done, which was normal. A previously reported; 
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Figure 1: (a) Fundus showing fulminant MFC on treatment with tapering 
oral steroids for one year. (b) FFA showing late hyperfluorescence; 
pooling; disc leakage.  (c) OCT showing choroidal elevation with 
macular thickening.  (d) B‑Scan showing grossly thickened choroid 
with sub‑tenons fluid in macular area. (e) Fundus showing disc edema 
with peripapillary sub retinal exudation and MFC. (f) Fundus showing 
resolution of inflammation; 2 months on azathioprine
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LP associated intraocular inflammation[1] led us to use of 
azathioprine. One of the treatment protocols could have 
been the continuation of AKT, but our physician stopped 
AKT to avoid hepatotoxicity. Intraocular inflammation 
resolved within 2 months of azathioprine,  [Fig.  1f]; which 
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was continued for 9 months. At 16 months post cessation of 
azathioprine; he stays in remission.

Discussion
Ocular LP is largely extraocular and involves conjunctiva, 
cornea, and lacrimal drainage system.[2] The role of cellular 
immunity in LP and retinal vasculitis[3,4] was believed to be the 
cause of their once previously reported association.[1] In our 
patient; there is a diagnostic dilemma of the mere coexistence 
of LP and MFC with a temporal dissociation (LP occurring just 
prior to the onset of ocular symptoms) vs possible association 
between these two otherwise separate immune‑mediated 
clinical entities.
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A 27‑year‑old female with a history of blurring of vision in both 
eyes, redness, and pain in the left eye for 7 days and malaise. 
Her vision was 6/24 in the right eye (OD) and 6/9 in the left (OS). 
There was an inferonasal scleral nodule of size 2*2 mm with 
adjacent congestion and dilated tortuous episcleral vessels 

in OS  [Fig.  1a]. OD had an inferotemporal well‑defined 
elevated yellowish choroidal mass of 3 disc diameter size 
around inferotemporal arcade surrounded by subretinal 
fluid [Fig. 1c]. Fine‑needle aspiration cytology of concurrent 
chest wall swellings (tubercular abscess from axillary lymph 
nodes) revealed epithelioid granulomas with necrosis and 
acid‑fast bacilli. Axillary lymphadenopathy was also present. 
Contrast‑ enhanced computed tomography (CT) of chest was 
normal. Hemogram revealed mild lymphocytosis, serology 
for HIV was negative. Mantoux test was positive  (14 mm 
at 72 hours). The patient was started on antitubercular 
therapy (ATT). Topical steroid drops were also initiated in OS. 
Oral steroids were started 1 week after starting ATT and were 
slowly tapered over 10 weeks.

At 3 months follow‑up, visual acuity in both eyes was 6/6. 
OS showed complete resolution of the nodule leaving a small 
flat bluish area of thinning [Fig. 1b]. OD showed resolution 
of exudative RD and resolution of the tuberculoma into a flat 
inactive scar [Fig. 1d].

Discussion
Choroidal[1] and scleral[2] granulomas are well‑known 
manifestations of disseminated tuberculosis. This is a unique 
case of disseminated tuberculosis affecting the anterior 
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