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ABSTRACT

Serpiginous-like choroiditis is a rare manifestation of intraocular tuberculosis. It most often occurs in the context of 
suspected or latent tuberculosis. The diagnostic confirmation remains a real challenge. We report a case of a young 
patient presented with rapid bilateral visual acuity decrease. The diagnosis of tuberculous serpiginous-like choroiditis 
associated with mediastinal lymph node tuberculosis was established based on anamnestic, clinical, radiographic, and 
histological arguments. Anti-tuberculosis drugs have been recommended in combination with corticotherapy. The 
evolution was marked by significant stabilization of choroidal lesions with an improvement in visual acuity. Given 
its great clinical polymorphism, ocular tuberculosis should be suspected in any ocular inflammation, even atypical, 
in order to start early and appropriate treatment and improve the visual prognosis.
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Introduction
Tuberculosis is a systemic infectious disease 

caused by Mycobacterium Tuberculosis, which is 
mainly transmitted by air [1]. It is the first cause of 
infectious morbidity in endemic underdeveloped 
countries. A remarkable resurgence of this disease 
was observed in industrialized countries in parallel 
with HIV infection prevalence increase [2]. Tuber-
culosis mainly affects the lungs. However, ocular in-
volvement is not uncommon [3]. There are various 
intraocular manifestations of tuberculosis, which in-
clude: choroiditis, anterior or intermediate uveitis, 
retinal vasculitis, panuveitis, and endophthalmitis 
[4]. Serpiginous-like choroiditis represents a rare 
clinical form of this disease. We report an observa-
tion of serpiginous-like choroiditis of tuberculous 
origin, with extraocular localization. In this paper, 
we analyzed the clinical, therapeutic, and prognostic 
characteristics of this disease.

Case report
We present a case report of a 40-year-old male, 

complaining of a bilateral visual acuity decrease, 
rapidly progressive, and more marked in the left eye. 
The interrogation reveals a history of tuberculosis 
contagion and chronic smoking. On admission, the 
best-corrected visual acuity was 8/10 in the right 
eye and 6/10 in the left eye. The ophthalmological 
examination found a correct anterior segment, bi-
laterally. The eye fundus examination (Fig. 1) found 
a moderate bilateral vitreous Tyndall. In the left eye, 
we noted the presence of multiple choroiditis foci 
with geographical distribution, located in the nasal 
region of the optic disc and extending centrifugally, 
but sparing the macular center. These lesions were 
yellowish active with fuzzy limits and with a retinal 
vasculitis opposite. In the right eye, we noted yel-
lowish foci arranged around the macula with papil-
lary hyperemia.
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Fluorescein angiography (Fig. 2AB) showed in 
both eyes an hyperfluorescent character of these 
foci in early times gradually increasing to become 
intense in late times with papillary retention in fa-
vor of papillitis. Macular OCT revealed a choroidal 
hyperreflectivity compatible with the choroiditis. It 
was very marked in the left eye, with retinal pigment 
epithelium thickening (Fig. 3).

The results of routine blood tests, including full 
blood count and C-reactive proteins, were in the 
normal range. The results of serologic tests excluded 
toxoplasmosis, syphilis, and Lyme disease. The tu-
berculin intradermal reaction and QuantiFERON 
test were positive. Chest X-ray showed a mediastinal 
enlargement. Thoracic CT scan (Fig. 4) revealed 
multiple mediastinal lymphadenopathies: the larg-

est one contained central necrosis. CT-guided trans-
parietal biopsy revealed a tuberculoid granuloma 
with caseous necrosis. The diagnosis of mediastinal 
lymph node tuberculosis with tuberculous choroidi-
tis was thus established. In collaboration with the 
Pulmonology Department, our patient received 
anti-tuberculosis treatment based on two-phased 
chemotherapy; an initial intensive phase, combin-
ing four drugs for two months: isoniazid 5 m/kg/d, 

Figure 1. Color fundus photography of the left eye showing mul-
tiple yellowish lesions with fuzzy limits and geographical distribu-
tion, corresponding to choroiditis foci

Figure 2. Fluorescein angiography of the left (A) and the right (B) eye, showing hyperfluorescent lesions in early times gradually increas-
ing to become intense in late times with papillary impregnation
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Figure 3. Macular OCT shows choriocapillaris hyperreflectivity 
compatible with choroiditis foci, very marked in the left eye, with 
thickening of the retinal pigment epithelium
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rifampicin 10 mg/kg/d, pyrazinamide 20 mg/kg/d, 
and ethambutol 15 mg/kg/d, followed by a continu-
ation phase with two drugs: isoniazid and rifampicin 
at the same dosage for four months. A corticother-
apy was administered 48 hours after anti-tubercu-
losis drugs: a methylprednisolone bolus 1 g/day for 
three successive days relayed by prednisone per os 
1 mg/kg/day. The evolution was characterized by 
a stabilization of choroidal lesions with visual acuity 
improvement in both eyes reaching 9/10. 

Discussion
Bouchut tubercles are the most frequent in-

traocular manifestation of systemic tuberculosis 
[4]. Tuberculous uveitis can present as serpig-
inous-like choroiditis, also called tuberculous 
multifocal serpiginous choroiditis [5]. Its clinical 
appearance is similar to serpiginous choroiditis, 
a condition of undetermined idiopathic etiology. It 
corresponds to a rare, multifocal, chronic, and re-
current inflammatory disease. The lesions involve 
a retinal pigment epithelium, the choriocapillaris, 
and the choroid with irreversible photoreceptors 
damage, typically extending from the juxta papil-
lary region and following a centrifugal path [4]. 
Macular forms have also been described. Both eyes 
are often affected asymmetrically. There is usually 
no inflammatory reaction of the anterior segment, 
but very moderate hyalitis may be present. These 
clinical elements are consistent with the presenta-
tion of our patient. The pathogenesis of intraocular 
tuberculosis remains a controversial subject [6], 
although many hypotheses have been discussed. 
In fact, the eye can be the entry route for myco-

bacteria (primary ocular tuberculosis), although it 
is very rare. In the majority of cases, the bacteria 
reach the eye by hematogenous dissemination (sec-
ondary ocular tuberculosis). A recent study showed 
a mycobacteria multiplication within the retinal 
pigment epithelium which would serve as its res-
ervoir [7]. In addition, many authors consider that 
the intraocular inflammatory reaction secondary 
to tuberculosis infection is mainly due to a hy-
persensitivity reaction against mycobacterial an-
tigens. Fluorescein angiography and indocyanine 
green angiography can be useful in evaluating the 
extent and activity of lesions [8]. Optical coher-
ence tomography objectively determines whether 
or not macular edema is present. The association 
between serpiginous choroiditis and tuberculosis 
was reported in 1974 by Laatikainen and Erkkila 
[9]. In 2003, Gupta and et al. described seven 
cases of suspected ocular tuberculosis present-
ing with serpiginous choroiditis. They observed 
a clinical improvement under a combination of 
anti-tuberculosis drugs and corticotherapy [10]. 
Similarly, Mackensen et al. observed that 52% of 
patients presenting with serpiginous choroiditis 
had a positive QuantiFERON test result. In this 
study, the condition of 25% of patients improved 
after anti-tuberculosis treatment combined with 
corticotherapy [11]. The diagnosis of ocular tuber-
culosis is often based on the detection of latent or 
active systemic infection in patients from endemic 
regions or having a tuberculosis contagion. Chest 
X-ray shows mediastinal, pulmonary, and pleural 
lesions that can be better analyzed on thoracic 
CT scan. 

In our case, the diagnosis was based on clinical 
and paraclinical arguments: the history of tuber-
culous contagion, positive tuberculin intradermal 
reaction, positive QuantiFERON test, mediastinal 
adenopathies on the CT scan, and finally — the 
biopsy confirming the histological diagnosis. The 
treatment of tuberculous choroiditis is based on the 
combination of anti-tuberculosis drugs and corti-
costeroids. This therapy considerably reduces recur-
rence risk. Patients’ prognosis is favorable under 
treatment with stabilization or even improvement 
of final visual acuity, in the absence of macular in-
volvement [12].

Conclusion
Serpiginous-like choroiditis is a rare manifesta-

tion of intraocular tuberculosis. It most often oc-

Figure 4. Thoracic CT scan showing multiple mediastinal lym-
phadenopathies, the largest one (arrow) contains central necrosis 
very suggestive of tuberculous origin
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curs in the context of suspected or latent tubercu-
losis. The diagnostic confirmation remains a real 
challenge. Given its great clinical polymorphism, 
ocular tuberculosis should be considered in any 
ocular inflammation, even atypical, especially in 
countries with tuberculosis endemic, in order to 
start early and appropriate treatment and improve 
the visual prognosis.
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