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ABSTRACT
Sarcoidosis is a chronic, progressive, granulomatous inﬂammatory disease of unknown etiology that aﬀects multiple organ
systems. Granulomatous anterior uveitis is the most common eye ﬁnding, and optic nerve involvement at presentation is rarely
seen. Here, we report a 43-year man referred to our clinic with eye pain, decreased vision, ﬂoaters and bilateral papillitis, vitritis
and cystoid macular edema. The level of serum angiotensin-converting enzyme, thoracic computed tomography and transbronchial needle aspiration biopsy of lymph nodes were conﬁrmatory for sarcoidosis. In this case, sarcoidosis initially presented
with bilateral papillitis and vitritis without granulomatous uveitis, and successful results were obtained with methylprednisolone
and immunosuppressive treatment without any relapse or systemic involvement of sarcoidosis. Sarcoidosis should be considered in patients presenting with optic nerve inﬂammation, even when granulomatous inﬂammation or vasculitis are not present,
which are speciﬁc for ocular sarcoidosis.
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INTRODUCTION
When all causes of uveitis are considered, sarcoidosis is seen in
3-7% of all, and ocular involvement is present in 30-60% of all
patients with sarcoidosis. Granulomatous anterior uveitis is the
1
most common presentation with a rate of 25% of all cases.
Sarcoidosis may aﬀect the optic nerve in various ways. Optic disc
edema due to posterior uveitis, elevated intraocular pressure, optic
neuropathy, optic atrophy secondary to compression or inﬁltration
by primary central nervous system lesion, and primary granuloma
of optic nerve head are the optic nerve pathologies that can be seen
2
in sarcoidosis.
Leading causes of optic disc swelling are elevated intracranial pressure (papilledema), inﬂammatory diseases, optic neuritis, optic
neuropathies including ischemic, inﬁltrative, compressive, toxic,
hereditary, paraneoplastic optic neuropathy, congenital optic disc
anomalies and other vascular diseases; and the diﬀerential diagnosis of optic disc swelling is crucial because of its systemic associations with life-threatening conditions.3 The term papillitis is used
when the optic nerve is aﬀected with severe inﬂammation.
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We report a case of sarcoidosis, presenting initially with bilateral papillitis and vitritis; and the diagnosis was conﬁrmed after
systemic investigations.

CASE REPORT
A 43-year man was referred to our clinic with eye pain, redness,
decreased vision, and ﬂoaters bilaterally, which were present for a
month. He had no systemic symptoms, diseases, medication use
or relevant family history. His best-corrected visual acuity (BCVA)
was 20/100 bilaterally. Intraocular pressure with Goldmann applanation tonometry was 11 and 12 mmHg in his right and left eyes,
respectively. Biomicroscopic examination revealed posterior
synechia with +3 cells in the vitreous; and on fundoscopic evaluation, hyperemic and swollen optic discs were present in both eyes
(Figure 1a). Fundus ﬂuorescein angiography (FFA) demonstrated
focal leakage in the macula with ﬂuorescein leakage and staining
of the optic disc and optical coherence tomography (OCT) imaging
of the macula showed hyporeﬂective intraretinal cystoid spaces in
the right and left eyes, which were indicative of inﬂammation
(Figure 1b, 1c). After comprehensive laboratory tests, including
serological panel, infectious diseases were excluded. He was
consulted to neurology, pulmonology and internal medicine
departments. Brain, orbital magnetic resonance imaging (MRI)
and lumbar puncture (LP) ﬁndings were normal. Laboratory tests
revealed elevated levels of serum angiotensin-converting
enzyme (111 U/L), and chest computed tomography (CT) showed
enlargement of paratracheal and subcarinal lymph nodes. Histopathology of transbronchial needle aspiration biopsy performed
by a pulmonologist conﬁrmed the diagnosis of sarcoidosis.

Journal of the College of Physicians and Surgeons Pakistan 2021, Vol. 31(07): 861-863

861

Merve Beyza Yildiz, Sevcan Balci, Sehnaz Ozcaliskan and Ece Turan Vural

Ocular sarcoidosis usually presents as granulomatous anterior uveitis. Optic nerve involvement has been reported in
4
25-60% of all sarcoidosis cases. The initial presentation is variable in sarcoidosis. There are a few case reports that emphasise sarcoidosis cases initially presenting with papillitis.5,6 In
sarcoidosis, optic disc edema may occur as an isolated granulomatous inﬂammation of the optic nerve, or the disease may
involve visual pathways, particularly optic chiasm and
meninges.
Figure 1: Fundus photography, fundus ﬂuorescein angiography and optical
coherence tomography at presentation: (a) The fundus examination showed
hyperemia and swelling of the optic discbilaterally. (b) Fundus ﬂuorescein
angiography showed bilateral focal leakage in the macula, ﬂuorescein leakage
and staining of both optic discs. (c) Optical coherence tomography was
performed, which revealed a cystoid macular edema in both eyes.

The interesting part of our case is that vitritis and papillitis
were the only clinical presentations without granulomatous
uveitis and central nervous system involvement and that
sarcoidosis was diagnosed after systemic investigation and
successful results were obtained with high dose cortisone and
immunosuppressive treatment.
Due to its association with life-threatening systemic conditions, accurate diﬀerentiation of optic disc swelling is essential. In our case, the patient had bilateral posterior synechia
and +3 cells in the vitreus, and these ﬁndings led us to investigate the inﬂammatory diseases.
Similarly, neurosarcoidosis should be ruled out in patients
presenting with optic disc swelling. We did not observe any
evidence relevant to neurosarcoidosis with MRI and LP investigations.

Figure 2: Fundus photography, fundus ﬂuorescein angiography and optical
coherence tomography at six months after treatment: (a) The fundus examination showed that the optic disc edema has resolved with pallor in the
temporal region of the left eye. (b) In the fundus ﬂuorescein angiography,
there was no leakage and staining in the macula and optic disc bilaterally. (c)
Cystoid macular edema improved in both eyes.

The patient was treated with intravenous pulse methylprednisolone, 1000 mg, for three consecutive days, followed by oral
methylprednisolone, 1mg/kg/day, daily with weekly tapering.
Topical prednisolone acetate 1% and cyclopentolate
hydrochloride 1% were also administered. At one month, due
to the progression of the macular edema, intravitreal dexamethasone implant was applied to both eyes with oral
methotrexate, 15 mg, and folic acid, 5 mg, weekly. At the 6th
month follow-up examination, his BCVA improved to 20/20,
and no active inﬂammation was observed in the anterior
chamber and vitreous bilaterally. Optic disc edema was
resolved with minimal pallor in the temporal region (Figure
2a), and automated perimetry showed generalised reduction
in sensitivity with scotomas in the left eye. In the FFA
performed on follow-up examination, no leakage or staining
was observed in the macula and optic disc bilaterally. In the
OCT imaging, cystoid macular edema was resolved (Figure
2b, 2c). During 12 months follow-up, ophthalmological examinations were stable. Thoracic computed tomography ﬁndings
were resolved, and no recurrence and other systemic involvement of sarcoidosis was observed.

DISCUSSION
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In conclusion, early diagnosis and initiation of treatment can
prevent visual loss before inﬂammation permanently aﬀects
the optic nerve and disease progresses to multiple system
involvement.
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