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Case Series

A case series of bilateral optic disc oedema
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ABSTRACT

Introduction : The terms papilloedema has been
reserved for the passive disc swelling associated
with increased intracranial pressure which is almost
always bilateral although it may be asymmetrical.

Materials and Methods: 9 cases of bilateral disc
oedema presented to the department of
ophthalmology, Prathima Institute of Medical
Sciences, Karimnagar from June 2013 to January
2014 were included in the study. Comprehensive eye
examination was done. Fundus examination was
done by slit lamp biomicroscopy with 90 D lens. All
the patients were systemically evaluated.
Radiological investigation like MRI scan of the brain
was done and the diagnosis was established and
treated accordingly.

Results: A total 9 cases were diagnosed with
bilateral disc oedema. Of the 9 cases, 6 were females

and 3 males, age range was between 19-55 years.
Most of the patients had good visual acuity at
presentation. The most common complaint was
headache associated with blurring of vision. Of the 9
cases, 3 patients diagnosed as idiopathic intracranial
hypertension, 1 each was diagnosed as malignant
hypertension, pituitary adenoma and craniophar-
yngioma . Two cases were diagnosed as cavernous
venous sinus thrombosis and one was diagnosed as
optic neuritis.

Conclusion: It is important to evaluate fundus in
each and every case presenting with headache and
transient visual obscuration to rule out any
underlying cause of raised intracranial pressure.
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INTRODUCTION

Compression of the optic nerve is caused by a variety
of reasons which may lead to dysfunction or, a partial
arrest of axoplasmic transport and may manifest as
optic disc edema.' The term papilledema is
commonly referred to a condition of the optic nerve
due to raised intracranial pressure. The term optic
disc edema can be used instead of papilledema, in
case if the disc edema is not because of increased
intracranial pressure. Pathophysiology of optic disc
swelling is due to blockage of axoplasmic transport,
which may be because of mechanical and vascular
causes. "~ " Idiopathic intracranial hypertension
(ITH) is a condition in which neuroimaging is
negative for mass lesions and obstruction of the
ventricular system. A lumbar puncture reveals a

high opening pressure with normal fluid
composition. In young adults, papilledema is more
likely due to IIH rather than real tumor. Use of
medications like tetracycline, minocycline, lithium,
isotretinoin, nalidixic acid, corticosteroids and oral
contraceptives may lead to IIH. Other conditions like
chronic respiratory insufficiency, renal syndrome,
iron deficiency anemia, and obstructive sleep apnea
also have been associated with ITH.™*

The treatment of papilledema associated with visual
loss must focus on evaluation of the cause, and
attempts must be made to address the pathophy-
siology. Management of IIH mainly includes the
administration of  diuretics, especially carbonic
anhydrase inhibitors and weight reduction. Serial
lumbar punctures may also be helpful. Optic nerve
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sheath decompression or a ventriculo- and lumbo-
peritoneal shunts can be done in case if the patient is
not responding to the medical management.
Tumours benign or malignant should undergo
surgical removal. "’

MATERIALSAND METHODS

A study of 9 cases of bilateral disc oedema presented
to the department of ophthalmology, Prathima
Institute of Medical Sciences, Karimanagar from
June 2013 to January 2014 were included in the
study. Detailed history of patients' complaints was
noted. All patients had a comprehensive eye
examination including visual acuity at presentation.
All patients underwent complete fundus
examination by using slit lamp biomicroscopy using
90 D lens and also indirect ophthalmoscopy.

Fundus photographs were taken of all the patients.
Patients diagnosed with Bilateral disc odema were
systemically evaluated. Investigations like complete
blood picture, random blood sugar and other
necessary haemotogical investigations were done.
Neuro imaging like Magnetic resonance imaging of
brain with or without contrast was done depending
upon the condition required.

Patients were diagnosed and treated accordingly.
Patients with intracranial space occupying lesions
were referred to the department of neurosurgery for
further management.

Patients with bilateral disc oedema with normal
neuroimaging were suspected for idiopathic
intracranial hypertension. Cerebrospinal fluid
analysis was done and opening pressure of
cerebrospinal fluid is noted. Young Patients with
normal neuroimaging and raised cerebrospinal fluid
pressure were diagnosed as IIH and treated with
Carbonic Anhydrase inhibitors and referred to the
department of neurology for further management.

Idiopathic intracranial hypertension patients were
followed up for any visual field defects and visual
field tests like automated perimetry was performed.

RESULTS

In this case series, 9 patients were diagnosed with
bilateral disc oedema. Of the 9 patients, 6 were
females and 3 were males. The age range was 19- 55
years. Eight patients had visual acuity ranging from
6/9 to 6/24 by Snellens chart at presentation. One
patient had visual acuity of counting fingers less
than 3 meters at presentation. Chief complaint of the
patients was headache, sometimes associated with
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blurring of vision and 2 patients presented headache
as their only complaint. Four patients had headache
associated with blurring of vision and 3 patients
complained of diplopia and headache. One patient
presented with Abducens nerve palsy with the
complaint of double vision.

Three patients were diagnosed with IIH. Common
age of presentation with idiopathic intracranial
hypertension ranged from 19- 35 years. All the three
patients were females. Magnetic resonance imaging
of these patients was normal. Lumbar puncture for
cerebrospinal fluid analysis showed increased
opening pressure. All patients were followed
regularly for any visual field defect by automated
perimetry. Two cases were diagnosed with
cavernous sinus thrombosis. One each patient was
diagnosed with malignant hypertension, Craniop
haryngioma, pituitary adenoma and bilateral optic
neuritis.

CASE REPORTS
Casel

A 20 year old female presented with headache and
blurring of vision, fundus showed bilateral disc
oedema. MRI Brain was normal, lumbar puncture
done for CSF analysis showed increased opening
pressure and diagnosed as idiopathic intracranial
hypertension. The condition was treated with
acetazolamide 250 mg four times a day. Three
months after treatment, optic disc oedema resolved.
Patient followed periodically with visual field
testing by Perimetry.

Figure -1 Figure -2

Figure -3

Figure -4

38 Perspectives in Medical Research | September - December 2014 | Vol 2 | Issue 3



WWW.pimr.org.in

Figure 1: Right eye, optic disc oedema

Figure 2: Lefteye, optic disc oedema

Figure 3: Resolved right eye optic disc oedema, after
3 months

Figure 4: Resolved left eye optic disc oedema, after 3
months

Case?2

A 35 year old female patient presented with
headache since 7 days, visual acuity was 6/6 by
snellens chart in both eyes. Fundus showed bilateral
disc oedema. Blood pressure was 220/ 140 mmHg.
The patient was diagnosed as malignant
hypertension and referred to internal medicine
department for further management.

Figure -5 Figure -6

Figure 5: Right eye, optic disc edema
Figure 6: Left eye, optic disc edema

Case3

A 40 year old male presented with double vision
since 7 days. Best corrected visual acuity was 6/18 in
both eyes. Left eye showed esodeviation and
reduction in abduction, levoelevation and
levodepression. Fundus showed bilateral optic disc
oedema. MRI Brain revealed pituitary adenoma. The
patient was diagnosed as both eyes papilloedema
with abducens nerve palsy due to pituitary adenoma
and referred to the neurosurgery department for
further management.

Figure -7

Figure -8

Figure 7: Right eye, optic disc edema
Figure 8: Left eye, optic disc edema
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DISCUSSION

Bilateral disc edema is caused by varied causes. Most
common cause being raised intracranial pressure.
Patients presented with bilateral disc oedema should be
suspected for raised intracranial pressure unless proved
otherwise.

In our case series 7 patients out of 9, had bilateral disc
oedema due to raised intracranial pressure. The findings
of our study are consistent with the findings of the study
done by Kei et al who showed that increased intracra-
nial pressure accounted for approximately 60% of
cases in the studied population.”

Common diseases that causes raised intracranial
pressure are intracranial space occupying lesions, in our
case series two patients presented with an intracranial
space occupying lesion, one was diagnosed as
craniopharyngioma and other with pituitary adenoma.
Both patients presented with headache associated with
visual obscurations. Another common disease that leads
to raised intracranial pressure is idiopathic intracranial
hypertension, although CT and MRI of brain appear
normal. Itis commonly seen in young, obese female in
their reproductive age group, also seen in patients using
oral contraceptives and other systemic medications.

In our case series, age of presentation of patients with
idiopathic intracranial hypertension ranged from 19 to
35 years, it was comparable to a study by Wall et al on
idiopathic intracranial hypertension with an age range
of 11to 58 years. "

A common symptom of bilateral disc oedema at
presentation was headache with or without transient
visual obscuration. Study by Wall et al showed
headache was presenting complaint in 92 % and visual
obscuration in 72 % of cases was comparable to our case
series, which showed headache was presenting
symptom in more than 90 % of cases. "' In a recent Dutch
European study, common symptom as headache
accounting for 95% , was comparable to our study.

Another disease that typically shows elevated
intracranial pressure despite normal CT and MRI is
cavernous sinus venous thrombosis. Magnetic
resonance venography can be done to confirm the
diagnosis of cavernous sinus venous thrombosis, it
shows venous filling defects because it enables clear
visualization of major intracranial veins and cranial
sinuses.

CONCLUSION

It is important to evaluate all the patients presenting
with headache and transient visual obscuration for
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complete eye examination including visual acuity
and fundus examination to rule out any optic disc
oedema. If Disc oedema is seen on fundus examina-
tion, patients should be investigated systemically
and neuroimaging like CT or MRI should be done to
establish the cause of disc oedema and treated
accordingly. Visual loss is common in patients with
Idiopathic Intracranial Hypertension and is often
reversible. Patients should be followed regularly for
visual field defects by perimetry and contrast
sensitivity along with careful examination of the
optic disc.
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