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Mycobacterium tuberculosis (MTB) infects roughly one‑third of 
the global population, with the body triggering an immune 
response that walls off the bacteria in dense cellular masses 

Figure 1:  (a) Right eye showing a single large, yellowish, elevated mass suggestive of choroidal tuberculoma at the posterior pole and an 
exudative retinal detachment seen inferiorly between 4 and 8 o’clock hours. (b) Reduction in perilesional fluid and inferior exudation 1 month after 
starting high‑dose steroid therapy and intravitreal anti‑VEGF. (c) Decrease in the size of the choroidal tuberculoma with complete resolution of the 
exudative component a month after second intravitreal anti‑VEGF therapy. (d) Subretinal fibrosis in situ a month after third intravitreal anti‑VEGF 
injection and tapering of steroids. anti‑VEGF = anti‑vascular endothelial growth factor
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steroids  (1.5 mg/kg/day) in a tapering manner. Intravitreal 
injections of ranibizumab were given at monthly intervals. 
After 3 months of follow‑up, the vision improved to 20/120 
with regression of lesion due to subretinal fibrosis.

Discussion
In our study, the patient had TB and was on ATT when he 
was started on high‑dose steroids at presentation. After 
starting intravitreal injections of ranibizumab,[3,4] we found 
a significant decrease in the size of the lesion with complete 
resolution of the exudative detachment. Bansal et  al.[5] used 
anti‑vascular endothelial growth factor (anti‑VEGF) therapy 
to treat tubercular granulomas, which were highly vascular or 
associated with either exudation or massive serous detachments 
or showed poor response to ATT and corticosteroids.

There was minimal visual gain in this patient possibly due to 
late presentation, which resulted in subretinal fibrosis. Hence, 
it is of utmost importance to conduct ophthalmic screening of 
all pediatric patients with TB to rule out the possible affection 
of the disease in the eyes and bring about prompt management.

In our case, intravitreal anti‑VEGF injections helped in rapid 
regression of tuberculoma and absorption of exudative fluid. 
The role of intravitreal anti‑VEGF injection has not been shown 
before in pediatric choroidal granuloma.
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Figure 2: (a) Baseline OCT shows presence of subretinal fluid with 
undulated choroid. (b) Follow‑up OCT shows complete resolution of 
the fluid component posttreatment with residual scarring. OCT = optical 
coherence tomography
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known as granulomas,[1] which are surrounded by fibrous cuffs 
that serve to contain the MTB bacilli.[1,2]

A 10‑year‑old male patient presented with decreased 
vision in the right eye for 1 month. The patient was started on 
antitubercular treatment  (ATT) by a pulmonologist 10 days 
before presentation at our institution. The best‑corrected 
visual acuity (BCVA) was 20/400 in the right eye and 20/20 in 
the left eye. Anterior segment was normal for both the eyes. 
The intraocular pressure was 18 and 26 in the right eye and 
the left eye, respectively.

Fundus examination of the right eye showed a single large, 
yellowish, elevated mass suggestive of choroidal tuberculoma 
at the posterior pole and an exudative detachment [Fig. 1]. Left 
eye fundus examination was within normal limits. Optical 
coherence tomography (OCT) of the right eye showed presence 
of subretinal fluid and elevation of retinal layers [Fig. 2].

Mantoux test was positive (17 × 17 mm). The blood counts 
were normal with a raised erythrocyte sedimentation rate of 
23 mm/h and C‑reactive protein of 17.7 mg/L. Contrast‑enhanced 
computed tomography (CECT) chest showed mediastinal and 
right hilar adenopathy with necrotic nodes and secondary 
involvement of mid‑esophageal region. Chest X‑ray showed 
right paratracheal adenopathy with a primary complex.

Hence, we started the patient on intravenous methyl 
prednisolone 500 mg for 3 days, followed by high‑dose oral 
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