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INTRODUCTION

Posterior scleritis is an uncommon but serious ocular inflam-
mation. It is defined as scleral inflammation primarily located
posterior to the equator. The disease most frequently affects
middle-aged women, while the idiopathic form occurs in
younger individuals. About 50% of patients are affected bilat-
erally. It exhibits different clinical courses, and some complica-
tions might occur, affecting visual acuity (1, 2). 
Due to the severe clinical course of the disease, early di-
agnosis and treatment are of priority. Ocular ultrasonogra-
phy, computerized tomography (CT), magnetic resonance
imaging (MRI), and fundus fluorescein angiography (FFA)
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PURPOSE. To present the findings of optical coherence tomography (OCT) in a child with pos-
terior scleritis.
METHODS. A 13-year-old boy was admitted to our clinic with symptoms of low degree of vi-
sion and ocular pain. Ophthalmologic examination, ocular ultrasonography, magnetic res-
onance imaging, fundus fluorescein angiography (FFA), and OCT investigations were car-
ried out and the results were evaluated.
RESULTS. Visual acuity was 10/10 in the right eye, and finger counting at 1 meter in the left
eye. Anterior segments and vitreous were normal in both eyes. Fundus examination revealed
the edema on the macula and the normal disc margins on the left eye, while the right eye
was normal. The FFA revealed the leakage on the macula. Posterior scleral thickening, choroidal
effusion, and serous retinal detachment were determined in ocular ultrasonography, sug-
gesting posterior scleritis. There were interesting cystic forms underneath the retina and
serous macular detachment (SMD) in the first OCT examination. The patient was treated
with oral prednisolone for 10 days and then with oral indomethacin for 20 days. Following
the systemic treatment the visual acuity of the left eye improved, subjective signs disap-
peared, and the OCT manifestations returned to normal.
CONCLUSIONS. In this case report, OCT provided new information about the retinochoroidal
structure in posterior scleritis. These findings may be helpful for the diagnosis of this rare
condition, but further studies are needed. (Eur J Ophthalmol 2008; 18: 1007-10)
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SHORT COMMUNICATIONS & CASE REPORTS

can be used in differential diagnosis. Furthermore, optical
coherence tomography (OCT) shows us the status of the
affected retina (2, 3).
We present a 13-year old boy with serous retinal detachment
due to posterior scleritis and the OCT findings in posterior
scleritis during follow-up and treatment of the disease. 

Case report

A 13-year-old boy with left ocular pain and loss of visual acuity
for 2 days was admitted to our clinic. On ophthalmic examina-
tion, visual acuity was 10/10 in the right eye (RE) and finger
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counting at 1 meter in the left eye (LE). There was no hyper-
emia or conjunctival injection in either of his eyes. Anterior
segments and vitreous were normal in both eyes; intraocular
pressure was 16 mmHg in RE and 15 mmHg in LE. Fundus
oculi examination revealed edema on the macula and normal
disc margins on the left eye, while the right eye was normal.
The FFA revealed leakage on the macula (Fig. 1). Posterior
scleral thickening, choroidal effusion, and serous retinal de-
tachment were determined in ocular ultrasonography, sug-
gesting posterior scleritis. There was no obvious finding ex-
cept minimal scleral thickening in LE on MRI (Fig. 2). The right
eye was overall normal as shown by FFA, OCT, ocular ultra-
sonography, and MRI. In OCT, we observed interesting cystic
forms underneath the retina and serous macular detachment
(SMD) in the first examination. The cyst formation appeared
during 2 weeks with OCT. The cyst and the SMD disappeared
completely at the end of treatment (Fig. 3).
In laboratory examination routine blood tests were normal, and
he had no other systemic diseases like connective tissue dis-
ease. 
The patient was treated with prednisolone at a dose of 1
mg/kg orally. Ophthalmic examinations were performed at
weekly intervals. After 10 days, prednisolone was changed to
indomethacin tablet 400 mg tid. The treatment was stopped a
month later.

Ocular pain was relieved on the third day. Visual acuity was fin-
ger counting at 1 meter at the beginning of the disease, 20/60
after a week, 20/50 after 2 weeks, 20/40 after 3 weeks, and
20/20 at the end of treatment (1 month later). Serous macular
detachment of the macula in OCT showed decreases parallel
to improvements in visual acuity (Fig. 3). Fundus examination
was normal and ocular ultrasonography findings also im-
proved at the end of the treatment. 

DISCUSSION

Posterior scleritis is a rare pathology and it can be misdiag-
nosed as other diseases. Although pain is the most prominent
finding, visual impairment is a severe complication; fortunately
it does not occur in every patient. In ophthalmic examination,
posterior segment can be normal, while chorioretinal granulo-
mas, serous retinal detachment, optic disc edema, and soft
exudates can also be observed (4, 5).
Posterior scleritis is sometimes seen during the course of
uveitis. Posterior scleritis is reported to be associated with
systemic diseases in 39–50% of the cases. These diseases
are rheumatoid arthritis, Wegener granulomatosis, recurrent
polychondritis, systemic lupus erythematosus, inflammatory
bowel diseases, and polyarteritis nodosa. Therefore, the differ-

Fig. 1 - (A) Normal fundus in the right eye. (B)
Edema on macular region in the left eye. (C)
Normal angiography in right eye. (D) Early
stage on fundus fluorescein angiography, mild
leakage. (E) Late stage on fundus fluorescein
angiography, full staining on macular region. 
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Fig. 2 - (A, B) Obvious choroidal effusion in ocular
ultrasonography (arrows). (C) Magnetic resonance
imaging in both eyes; scleral thickening was mini-
mal in the left eye.
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Fig. 3 - (A-L) Fundus and optical
coherence tomography images on
admission and at 1-week intervals
in the left eye. (B, D, F) Cyst-like
formations underneath the retina 
(arrows). 

A B

C D

E F

G H

I L



OCT findings in a child with posterior scleritis

1010

ential diagnosis should be performed carefully. Moreover,
orbital pseudotumors, orbital vascular diseases, carotid
cavernous fistulas, Tolosa-Hunt syndrome, and neo-
plasms should also be kept in mind in differential diagno-
sis (1). In young patients, optic neuritis can be misdiag-
nosed as posterior scleritis. In our case, we did not
identify any systemic disease. 
Posterior scleritis usually affects middle-aged women.
However, it has been reported in younger patients (mean
age 19) in western India (6). In the presented case, poste-
rior scleritis occurred in a 13-year-old child and was asso-
ciated with serous retinal detachment.
Due to severe course of the disease, it is important to ar-
rive at an early diagnosis and administer timely treatment. 
In the diagnosis of posterior scleritis, especially ocular ul-
trasonography, CT, MRI, and FFA can be used. In this
case, in addition to ocular ultrasonography, CT, MRI, and
FFA, we used OCT to determine the retinal changes.
These investigations are helpful in the differential diagno-
sis. For example, ocular ultrasonography shows both
choroidal and scleral thickening in posterior scleritis, while
it shows only choroidal thickening in Vogt-Koyanagi-Hara-
da syndrome. 
Although OCT is not necessary in establishing diagnosis
of posterior scleritis, it is useful in the evaluation of the
retina during the course of the disease. The changes in
serous detachment are quantitatively followed with OCT
in detail. In addition, the response to treatment can be fol-
lowed with OCT. We observed the decrease in the amount
of serous detachment in OCT in parallel to the improve-
ments in visual acuity. In addition, we determined the
cyst-like pathology underneath the retina during the early
stages of serous detachment. This lesion disappeared af-
ter 2 weeks of treatment. We think that this cyst devel-
oped due to inflammation. 
For a good prognosis, the treatment should be started im-
mediately after the diagnosis of posterior scleritis is es-
tablished (2). Although its course is severe, it usually re-
sponds well to corticosteroid treatment. In our cases, the
findings were found to have completely improved a month
later. Indomethacin can also be used in the treatment of
posterior scleritis (7). In unresponsive cases, other im-
munosuppressive therapies can be used (2). Prednisolone
can be used intravenously, but we used prednisolone
orally in its classical dose. We changed corticosteroid to
indomethacin after 10 days of use. 
As recurrences might occur, it is recommended to follow
up these patients carefully. To prevent such recurrences

(49% of cases), it is important to continue the treatment
long enough (2). In instances of recurrence, either the cur-
rent treatment should be continued long enough or
should be changed with other drugs like azathioprine or
cyclosporine. We did not observe any recurrences in the
follow-up period of nearly 1 year.
In conclusion, OCT gives us more detailed information
about posterior pole of the eye during the course of pos-
terior scleritis. In this article, we underline the fact that
posterior scleritis can occur in young people, like our
case (13 years old), and that it is recommended to follow
up the pathologies on macula such as serous detach-
ments and cyst-like formation with OCT. 
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