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ABSTRACT
Choroidal tuberculomas are present in  patients with ocular tuberculosis. They usually occur in a patient 
with previous history of tuberculosis, and are rarely the initial presentation, with no  prior systemic 
manifestations. We present a patient with unilateral choroidal tuberculoma as the initial presentation of 
presumed ocular tuberculosis, which  enabled  earlier initiation of treatment.

RESUMO
Os tuberculomas de coroide apresentam-se em pacientes com tuberculose ocular. Geralmente, 
ocorrem em indivíduos com história prévia de tuberculose e raramente têm apresentação inicial sem 
manifestações sistêmicas anteriores. Relatamos o caso de um paciente com tuberculoma de coroide 
unilateral com apresentação inicial de tuberculose ocular presumida, permitindo o início mais precoce 
do tratamento.
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INTRODUCTION
Choroidal tuberculomas are large single lesions that usu-
ally occur in patients with a past history of tuberculosis 
(TB).(1) They commonly occur in young patients with a 
prolonged course of disease. Unlike their  counterpart 
choroidal tubercles, they are usually better defined due 
to less surrounding retinal edema. They are usually lo-
cated on  the posterior pole, particularly in the parafovea 
region.(2) It is not usual for choroidal tuberculoma to be 
the first presentation in patient with ocular TB without 
systemic presentation. 

Hence, we reported this case, who presented with sol-
itary choroidal tuberculoma and was treated as presumed 
ocular TB. We were given consent for the above picture 
and details of patient to be disclosed in this case report.

CLINICAL CASE
A previously well 27-year-old Malay lady presented with 
right eye blurring of vision for 6 weeks. It was associated 
with central scotoma. She had no complaints of eye red-
ness,  floaters, photophobia and flashes of light. Patient 
reported having  with  pulmonary TB patient six months 
ago, prior to presentation. No other constitutional symp-
toms noted. Patient had no family history of malignancy 
or blood dyscrasia.

Upon initial examination, vision over right eye was 
6/60, her left eye was 6/6. On anterior segment exam-
ination of the right eye, there were no iris nodules or 
broad based posterior synechiae. The lens was clear. 
The anterior segment examination of the fellow eye was 
normal. Fundus examination of right eye revealed cho-
roidal tuberculoma of approximately  three disc-diam-
eter size over the inferotemporal arcade, just inferior 
to the fovea with minimal surrounding retinal edema 
(Figures 1 and 2). The optic disc was normal. Scattered 
retinal hemorrhages were seen overlying the choroidal 
tuberculoma. There were no obvious retinitis or cho-
roiditis. The posterior segment examination of the left 
eye was normal. The intraocular pressure was normal 
in both eyes. B-scan ultrasonography of the right eye 
revealed a choroidal mass showing  high reflectivity in 
the anterior border, but no orbital shadowing (Figure 
3). Fundus fluorescein angiography (FFA) of the eye 
was done, showing a hypofluorescent lesion during 
the early phase that became hyperfluorescent towards 
the late phase (Figures 4 and 5). Full blood count was 
normal. Erythrocyte sedimentation rate was elevated 
at 30 mm/hour. Mantoux test was 17 mm. Other infec-
tive screening tests, including  Toxoplasma, VDRL for 

Figure 1. Choroidal tuberculoma at the inferotemporal ar-
cade, of approximately  three disc-diameter size.

Figure 2. A magnified image of the tuberculoma with sur-
rounding retinal edema, and overlying retinal hemorrhages.

syphilis serology, herpes simplex virus (HSV) and cy-
tomegalovirus serology, were negative. The connective 
tissue disease screening was also negative. A diagnosis 
of posterior uveitis secondary to presumed ocular TB 
in the  right eye was made. Brain and orbital computed 
tomography was performed and there was no involve-
ment of brain meninges and parenchyma. There was a 
focal enhancing nodular thickening at posterior retina 
of the right globe measuring 4.5 mm. Patient refused 
lumbar puncture to confirm no central nervous system 
involvement. Patient was co-managed by the infectious 
disease team and the diagnosis of presumed ocular TB 
was confirmed. Subsequently, 8 weeks of induction 
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DISCUSSION 
Tuberculosis is an airborne communicable disease that 
most commonly involves the lungs. Nearly one-third of 
the world  population is latently infected by  TB, and more 
than 9 million new cases are diagnosed each year; in that, 
95% in developing countries. Ocular TB may not be asso-
ciated with the clinical evidence of pulmonary TB; up to 
60% of patients with evidence of extrapulmonary TB may 
not have diagnosed pulmonary TB. Ocular TB may be an 

Figure 3. B-scan ultrasonography of the right eye showing 
choroidal mass with high reflectivity but no shadowing. Figure 5. Late phase showed increased hyperfluorescence,  

but no increase  in size suggestive of pooling of dye within 
tuberculoma.

Figure 4. FFA showed increasing hyperfluorescent towards 
the venous phase with retinal perivasculitis.

Figure 6. A magnified image of the tuberculoma with more 
defined margins, after 4 weeks of antituberculosis treatment.

systemic antitubercular treatment was initiated, fol-
lowed by 7 months of maintenance therapy. One week 
after initiating antitubercular therapy, oral predniso-
lone at 0.5 mg/kg was started, to reduce inflammation 
caused by the primary insult.

Her subsequent follow-up, 4 weeks after initiating 
treatment, showed an improvement of vision to 6/18 in 
her right eye. Anterior chamber was quiet. Intraocular 
pressure was normal. Fundus examination of her right 
eye showed shrinkage of the choroidal tuberculoma with 
more well-defined margin (Figure 6). The patient was 
asked to continue the antitubercular therapy for up to 9 
months, and  followed up once a month. 
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initial presentation of extrapulmonary dissemination of 
infection, and  is a rare event (1% of all cases of TB).

In this case, the patient was diagnosed as presumed oc-
ular TB, based on the history of pulmonary TB contact with 
a relative, significant Mantoux test measuring over  15 mm, 
and response  to antituberculosis treatment with no recur-
rences. For presumed intraocular TB, El-Asrar et al. and 
Gupta et al., in their reviews of intraocular TB, have defined 
presumed intraocular TB as the following: ocular findings 
consistent with possible intraocular TB with no other cause 
of uveitis suggested by history of symptoms, or ancillary 
testing; strongly positive tuberculin skin test results (≥15 
mm area of induration/necrosis), radiological evidence of 
healed or active tubercular lesion in the chest or evidence of 
confirmed active extrapulmonary TB, either by microscopic 
examination or by culture from affected tissue; response to 
antituberculosis therapy with absence of recurrences.(3,4)

Multiple choroidal tubercles have been reported as the 
most common intraocular manifestation of tubercular pos-
terior uveitis. Less commonly, intraocular TB may present 
as a large tuberculoma, i.e.,  a solitary yellowish or greyish 
white large lesion, generally located in the posterior pole.
(5) Rapid multiplication of the bacilli within a tuberculoma 
can cause tissue destruction through liquefactive necrosis, 
thus forming a surrounding exudative retinal detachment.
(6) This case has shown only a large solitary choroidal tuber-
culoma with no exudative retinal detachment.

Laboratory workup, including  tests  to rule out other 
causes of uveitis, was performed. This is shown in other in-
fective disease screening, such as syphilis serology, toxoplas-
ma serology, viral serology, and  all results were negative. 

Other tests, such as purified protein derivative (PPD) 
skin testing and chest X-ray and/or chest computed to-
mography, were done in this case as well. A positive PPD 
skin test indicates prior exposure and not necessarily 
active infection. Half of patients with extrapulmonary 
involvement can have a negative chest x-ray and 20% 
may have a negative PPD skin test.(7) In recent years, mea-
surement of interferon gamma by QuantiFERON-TB® or 
enzyme-linked immunosorbent spot has become a new 
technique to diagnose TB infection. QuantiFERON-TB® is 
an indirect test for Mycobacterium tuberculosis infection 
and has higher specificity than PPD, since it is unaffected 
by previous BCG.(8)

Intraocular fluid analysis or tissue biopsy would 
make a definitive diagnosis; however, this is not always 
available. Diagnosis can be made with nucleic acid ampli-
fication by either transcription-mediated amplification 
of 16S RNA or PCR amplification of DNA sequences of 

the mycobacteria. Chorioretinal biopsy has been used to 
make diagnosis as well, and can be used with nucleic acid 
amplification techniques.

The FFA reveals early hyperfluorescence of active 
choroidal lesions and late leakage. Cicatricial lesions 
show early blocked hyperfluorescence with late staining. 
Ultrasonography reveals moderate to low internal reflec-
tivity of large tuberculomas and can distinguish them 
from intraocular malignancy. The FFA was performed in 
this case. 

Systemic treatment with the first-line combination 
regimen comprising isoniazid, rifampicin, pyrazinamide, 
and ethambutol, for a total of 6 to 12 months, has been ac-
cepted as standard therapy. If there is evidence of a clinical 
response to treatment after the 2-month initiation phase, 
a 4-month consolidation phase should follow using two 
first-line drugs (isoniazid and rifampin). Although symp-
toms may not resolve completely, especially in advanced 
disease, a demonstrable reduction in inflammation is 
expected.(9) The purpose of using systemic steroid in this 
case is to reduce the inflammatory damage that can oc-
cur to the choroid, due to presence of tuberculoma. The 
anti-inflammatory dose of systemic steroid is 0.5 mg/kg/
day,  and is often initiated after one week of antituberculo-
sis therapy. This is done to assure the antitubercular agent  
has achieved its minimal inhibitory concentration prior to 
steroid initiation. In the present case, a favorable response 
to treatment was demonstrated by shrinking of the tuber-
culoma, as shown in the fundus picture at 4 weeks. 
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