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Sympathetic ophthalmitis following adherent leucoma:  
A rare association

Perwez Khan, Priyanka Shivhare, Lubna Khan, Ramesh Chand Gupta,  
Zia Siddiqui

Abstract

Introduction: Sympathetic ophthalmitis is 
a rare condition. It occurs due to bilateral 
granulomatous pan uveitis following penetrating 
trauma or surgery in one eye. Penetrating injury 
to eye causes exposure of uveoretinal antigens to 
regional lymph nodes via conjunctival lymphatics 
thereby inciting delayed T cell hypersensitivity. 
Case Report: A 35-year-old male patient 
presented with headache and sudden painless 
dimunition of vision in both eyes preceded by 
development of adherent leucoma in left eye 
due to a perforated bacterial corneal ulcer five 
months before. Best corrected visual acuity was 
finger counting close to face in both eyes. Anterior 
segment examination revealed few keratic 
precipitates (KPs), 1+ cells and retrolenticular 
flare in both eyes. Fundus examination revealed 
exudative retinal detachment in right eye but 
left eye could not be assessed due to adherent 
leucoma. B-scan ultrasonography (B-scan) 
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revealed exudative retinal detachment in both 
eyes. Patient was managed medically with 
intravenous methyl prednisolone 1 g for 3 days 
followed by oral steroids which led to complete 
resolution of disease process in both eyes. After 
treatment the best corrected visual acuity was 
20/30 in right and 20/80 in left eye. Conclusion: 
Patients with adherent leucoma subsequent 
to a perforated corneal ulcer may remain at 
an increased risk of developing sympathetic 
ophthalmitis during their lifetime. However, 
timely medical intervention can lead to good 
visual prognosis for both exciting as well as 
the sympathizing eye. Long-term follow-up is 
necessary as recurrences following cessation of 
treatment are known to occur.
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Introduction

Sympathetic ophthalmitis is defined as bilateral 
granulomatous pan uveitis that follows penetrating 
trauma or surgery in one eye [1]. An incidence of 0.19% 
following penetrating injury and 0.007% following 
intraocular surgery has been reported [2]. It is believed to 
be an autoimmune reaction to uveal antigen that involves 
a cell mediated immune response [3]. The common 
denominating factor in majority of cases is presence of a 
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penetrating injury in which wound healing is complicated 
by incarceration of iris, ciliary body and choroid [3, 4]. It 
affects both eyes and usually occurs between two weeks 
to three months after trauma but it can extend up to 
many years, 80% cases occur within three months and 
90% within a year [5]. It has an insidious onset with 
progressive course and exacerbations. The classical 
description of signs include granulomatous mutton fat 
keratic precipitates (KPs), anterior chamber and vitreous 
inflammations with or without yellow white lesions in 
the retinal periphery. Other fundal lesions like retinal 
detachment, papillitis, optic atrophy and vasculitis 
are reported uncommonly with anterior segment 
inflammation [6]. Cases who present early with only 
fundus lesions are usually associated with minimal or 
no anterior segment inflammation, this atypical form of 
sympathetic ophthalmitis is termed posterior sympathetic 
ophthalmitis. The posterior form of disease is encountered 
in 5% of all cases of sympathetic ophthalmitis, is 
invariably accompanied by late development of anterior 
uveitis. It is neither clinically nor pathologically different 
from classical form [7].

CASE Report

A 35-year-old male patient presented to our 
institution with complaints of blurring of vision in 
both eyes and headache for 15 days. The patient had a 
history of perforated bacterial corneal ulcer five months 
before in his left eye leading to adherent leucoma. Best 
corrected visual acuity in both eyes was finger counting 
close to face. Anterior segment examination of both 
eyes showed few KPs, +1 cells and mild retrolental flare 
while left eye had adherent leucoma in addition to above 
findings (Figure 1). On fundus examination of right eye 
exudative retinal detachment and few choroidal lesions 
over fundus were detected (Figure 2), while left eye 

fundus could not be accessed due to adherent leucoma. 
The intraocular pressure was 12 mmHg in both eyes. The 
systemic evaluation did not reveal any evidence of a focus 
of infection, vitiligo, alopecia, dysacousia or meningeal 
signs. The erythrocyte sedimentation rate (ESR), chest 
X-ray, enzyme-linked immunosorbent assay (ELISA) for 
toxoplasma, venereal disease research laboratory test 
(VDRL) test and audiometry were within normal limits.

Ultrasonography for the posterior segment revealed 
retinal detachment in both eyes (Figures 3 and 4). The 
fluorescein angiogram of the right eye showed multiple 
hyperfluorescent spots at the level of the retinal pigment 
epithelium in the venous phase which persisted in the late 
phase. In addition, there was coalescence of the dye in the 
area of the exudative detachment. Based on the typical 
history and clinical signs, a diagnosis of sympathetic 
ophthalmitis was made and the patient was initiated 
on high dose intravenous steroids with 1 gram methyl 
prednisolone for three days followed by oral steroids 50 
grams in single dose for one week which was then slowly 
tapered over the next three months. Resolution of the 
exudative detachment with recovery of best corrected 
visual acuity to 20/200 in both eyes occurred after 72 
hours following the initiation of intravenous steroids 
(Figure 5).

At one week patient became asymptomatic with a 
visual acuity of 20/60 in right eye and 20/80 in left 
eye with no evidence of disease activity. Visual acuity 
improved to 20/30 in right eye and 20/80 in left eye at 
one month follow-up and remained the same with no sign 
of relapse. 

Figure 1: Slit Lamp photograph of left eye (exciting eye) of 
patient showing adherent leucoma. 

Figure 2: Fundus photograph of right eye (sympathising eye) 
showing exudative retinal detachment. 

DISCUSSION

Sympathetic ophthalmitis may occur with varying 
degree of severity, from a mild anterior uveitis or 
peripapillary choroiditis to a severe panuveitis with 
mutton fat keratic precipitates or posterior uveitis. 
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Some cases with sympathetic ophthalmitis may present 
with only fundal lesions with no or minimal anterior 
segment inflammation. Sympathetic ophthalmitis may 
be accompanied by headache, pleocytosis of spinal 
fluid, dysacousis, tinnitus, alopecia, poliosis and vitiligo 
[8]. The systemic association is similar to those seen in 
Vogt–Koyanagi–Harada (VKH) syndrome [8]. Diagnosis 
of posterior sympathetic ophthalmitis was rendered 
in the present case as patient had signs and symptoms 
of posterior segment involvement with minimal 
anterior segment inflammation along with history of 
perforated corneal ulcer five months back leading to 
adherent leucoma. Sympathetic ophthalmitis is not 
easily diagnosed. Only 20% of clinically suspected cases 
are confirmed by histopathologic evaluation [4]. The 
history of a penetrating injury or surgery and bilateral 
ophthalmitis serve as basis for diagnosis, along with 
typical ocular and associated findings, fundus fluorescein 
angiography and B-scan may assist in diagnosis.

The role of a perforated corneal ulcer in the 
pathophysiology of sympathetic ophthalmitis is to provide 
intraocular uveoretinal antigens an access to the regional 
lymph nodes via conjunctival lymphatics [3]. This may 
cause a sensitizing reaction to these antigens and set up a 
delayed T cell hypersensitivity, which may be responsible 
for the disease process [3]. Exciting eye with hopeless 
visual prognosis should be enucleated within two weeks 
after injury to prevent autoimmune reaction [8]. Once 
the disease has developed, enucleation of the exciting eye 
may not prevent the inflammation in the sympathizing 
eye [9]. An attempt to preserve the eye should be made if 
good visual prognosis is expected because sometimes in 
patients with sympathetic ophthalmitis, the exciting eye 
can have better visual prognosis than the sympathizing eye 
[10]. Topical corticosteroids eye drops and cycloplegics 
decrease inflammation, formation of medications can 
be used. It requires long term treatment and follow-up 
because recurrent episodes after cessation of treatment 
can occur [11].

Conclusion

Patients with adherent leucoma subsequent to a 
perforated corneal ulcer may remain at an increased 
risk of developing sympathetic ophthalmitis during their 
lifetime. However, timely medical intervention can lead 
to good visual prognosis for both exciting as well as the 
sympathizing eye. Long-term follow-up is necessary as 
recurrences following cessation of treatment are known 
to occur.
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Figure 3: Ultrasonography B-scan of right eye showing exudative 
retinal detachment.

Figure 4: Ultrasonography B-scan of left eye showing exudative 
retinal detachment. 

Figure 5: Fundus photograph right eye of same patient after 10 
days of treatment with steroids showing complete resolution of 
retinal detachment.
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