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in both eyes, widespread chorioretinitis accompanied by 
serous detachment of the retina, followed by depigmen-
tation of the choroid in advanced stages. During this 
phase, Fluorescence Fundus Angiography (FFA) reveals 
numerous initial hyperfluorescent spots, progressing to 
extensive ‘lake-like’ fluorescein pooling in later stages. 
Nonetheless, many patients display atypical clinical pre-
sentations in real-world scenarios.

Case presentation
A 44-year-old Chinese man presented with a 45-day 
history of diplopia. Before the onset of his condition, 
he reported no cold, nausea, dizziness, tinnitus, vom-
iting, headache, hearing impairment, or hair graying. 
Local hospital assessments previously identified panu-
veitis, choroidal detachment, DR, and bilateral macular 
edema. Macular OCT indicated both eyes had macular 

Background
Bilateral retinal and choroidal detachments in a patient 
are uncommon. Conditions such as Vogt-Koyanagi-
Harada disease (VKH) and sympathetic ophthalmia are 
common causes. The coexistence of bilateral diabetic ret-
inopathy (DR) is exceedingly rare and adds complexity to 
the condition.

VKH typically presents with fever and headache in its 
early stages. Certain patients display symptoms of men-
ingeal irritation including nausea, vomiting, and neck 
stiffness. These symptoms often escalate to loss of vision 
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Abstract
Background  Bilateral retinal detachment and choroidal detachment in a patient are rare occurrences. The presence 
of bilateral diabetic retinopathy (DR) in such a case is even rarer and complicates the condition.

Case presentation  In this study, we document a case of unconventional VKH. Manifestations in this patient included 
intense peripheral retinal detachment and choroidal detachment, along with vitreous opacities akin to cotton wool 
spots, concurrent with DR. The diagnosis was considered as probable VKH with DR. Treatment according to VKH 
protocols, including high-dose corticosteroids, yielded positive results.

Conclusions  VKH can co-occurrence with DR. VKH manifestations vary, and early, aggressive, and long-term 
treatment is essential. The complexity of treatment increases with concurrent DR, necessitating the use of 
immunosuppressants.
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neuroepithelium thickening and elevation, along with 
intercystic low reflex and localized detachment of the 
neuroepithelium. Despite initiating treatment with cor-
ticosteroid eye drops and posterior subtenon injections 
of corticosteroids, his condition deteriorated progres-
sively. The patient reported no prior trauma or eye sur-
gery. He had managed type 2 diabetes for 15 years and 
received bilateral total retinal photocoagulation for DR 
two years earlier. Physical exam revealed BCVA: manual 
in both eyes, with intraocular pressure at 17 mmHg and 
18 mmHg. Exam findings were bilateral conjunctival con-
gestion, atrial flash (+), localized posterior iris synechiae, 
pupillary margin neovascularization, clear lens, grade II 
vitreous opacity, and white pompon-like opacities. Right 
eye fundus examination showed a disc-surrounding neo-
vascular membrane, 360° peripheral retinal and choroidal 
bulges, dispersed old photocoagulation marks, neovas-
cularization, and superior and inferonasal retinal hem-
orrhages, extending to the posterior pole. In both eyes, 
examination revealed the presence of circumferential 
peripheral retinal and choroidal protrusions. These were 
accompanied by scattered, pre-existing photocoagulation 
marks. UBM detected a detachment of the ciliary body 

in each eye. Utilizing B-mode ultrasonography, vitreous 
opacity, and detachments in the choroid, and retina were 
noted for both eyes. The axial length of the right eye is 
22.68 mm, and that of the left eye is 22.50 mm.Further-
more, OCT identified a significant bulge in the periph-
eral retina and a lack of clarity in the macular area. FFA 
revealed twisted, enlarged retinal veins, pronounced dot-
ted fluorescence, and hemorrhagic fluorescence shading 
in the retina, with patchy nonperfusion areas (refer to 
Fig.  1). Orbital MRI and liver and kidney function tests 
were normal. Syphilis, HIV, and T-SPOT tests were nega-
tive. Intraocular fluid analysis ruled out microbial infec-
tion, with VEGF at 1614.3 pg/mL, BFGF at 478.3 pg/mL, 
IL-6 at 566 pg/mL, VCAM at 21845.2 pg/mL, and IL-8 at 
135.7 pg/mL. HLA-DRB1 results indicated DRB1*04

He was therefore diagnosed with probable VKH. He 
was administered intravenous methylprednisolone at 
0.5  g per day, gradually transitioning to oral corticoste-
roid therapy. Subsequently, the patient’s subretinal fluid 
resolved, and normal choroidal and retinal architecture 
was restored. Upon discharge, the BCVA was 20/250 in 
the right eye and 20/500 in the left eye (refer to Fig. 2). 

Fig. 2  Eye condition of the patient at discharge. a: fundus photography of 
both eyes. b: macular OCT of the right eye. c: macular OCT of the left eye

 

Fig. 1  Eye condition of the patient on admission. a: B ultrasound: vitreous 
opacity, choroidal detachment and retinal detachment in both eyes. b: 
Glass white pompon-like cloudy. c: Fundus photography of the right eye. 
d: Fundus photography of the right eye. e: posterior pole FFA. f: peripheral 
imeter FFA

 



Page 3 of 4Li et al. BMC Ophthalmology          (2024) 24:148 

Post-discharge, despite several adjustments, the patient’s 
blood glucose levels remained poorly controlled. Conse-
quently, oral cyclosporine at 100 mg per day was added 
to his regimen. However, the patient experienced general 
weakness and dizziness, leading to the discontinuation 
of cyclosporine after 12 days. At the follow-up examina-
tion, there was an improvement in retinal and choroidal 
detachments, with a BCVA of 20/200 in both eyes. None-
theless, fundus hemorrhage in the right eye had wors-
ened (refer to Fig.  3). The patient was then switched to 
cyclosporine from different manufacturers.

Discussion and conclusion
VKH frequently presents with exudative retinal detach-
ment. Other etiologies encompass sympathetic oph-
thalmia, serpiginous choroiditis, uveitis due to syphilis, 
sarcoidosis, posterior scleritis, tuberculosis, uveal effu-
sion syndrome, and intraocular lymphoma. Nearly half 
(47.4%) of VKH cases develop bilateral exudative retinal 
detachment. Conversely, diagnosed non-VKH patients 
tend to have a greater incidence of unilateral exudative 
retinal detachment compared to those with VKH [1–2].

VKH, an autoimmune condition, is marked by bilateral 
granulomatous uveitis, frequently accompanied by men-
ingeal symptoms, auditory issues, and abnormalities in 
skin and hair. Most commonly, it affects individuals aged 
20 to 50 without major gender differences [3]. Moorthy’s 
1995 classification of VKH outlined four stages: prodro-
mal, acute uveitis, chronic/recovery, and chronic relapse. 
The disease presents variedly, with patients not neces-
sarily undergoing all four stages. Early, precise diagnosis 
and treatment are crucial to avert progression to anterior 
uveal involvement and repeated attacks of granulomatous 
anterior uveitis. Internationally recognized, the revised 
VKH diagnostic criteria from the 2001 American Journal 
of Ophthalmology [4] divide the disease into three types: 
complete, incomplete, and probable.

Early VKH diagnosis is contingent on specific criteria: 
(1) No prior history of penetrating eye trauma or sur-
gery before uveitis development. (2) Absence of signs or 
laboratory findings pointing to alternative eye disorders. 
(3) Involvement of both eyes. (4) Either observed diffuse 
choroiditis and exudative retinal detachment or, lack-
ing overt symptoms, diagnostic imaging such as OCT or 
ultrasound indicating choroidal thickening, retinal exu-
dative detachment, early hyperfluorescent leakages on 
FFA, and delayed subretinal fluorescein pooling [5].

The patient had a bilateral presentation of the con-
dition, with no prior ocular trauma or surgery, and 
lacked signs of infectious uveitis, systemic rheumatic 
illness, or any other eye diseases. This case was atypi-
cal for VKH due to missing prodromal signs and the 
unusual occurrence of vitreous opacities similar to cot-
ton wool spots, yet severe exudative retinal detachment 

was evident initially. The neuroepithelial detachment in 
the macula observed early on did not suggest macular 
edema. Peripheral choroidal detachment is a common 
early finding in VKH [6]. The widespread periphery of 
the exudative retinal detachment likely stemmed from 
prior bilateral retinal photocoagulation, which hindered 
subretinal fluid build-up in the posterior segment. The 
extensive detachment limited the efficacy of OCT and 
FFA diagnostic procedures. Inadequate corticosteroid 
administration at the initial treatment stage in the local 
hospital led to uncontrolled inflammation. The patient’s 
HLA-DRB1 test identified the DRB1*04 allele, a potential 
genetic indicator for VKH, particularly in the Han Chi-
nese demographic [7–8].

Consequently, we diagnosed the patient with probable 
VKH disease. Hormonal shock therapy yielded positive 
results, stabilizing the retinal and choroidal detachments 
and improving visual acuity. However, the patient’s dia-
betic retinopathy continued to progress, with increased 
vitreous blood in the right eye. Some researchers advo-
cate combining immunosuppressants and antime-
tabolites, using cyclosporine and biologics as first-line 
treatments for VKH to minimize complications and 
recurrences.

The concurrent occurrence of VKH and diabetic reti-
nopathy, while uncommon, is a possibility [9]. Atypical 
VKH may present with vitreous opacities that resemble 
cotton wool spots, along with significant retinal and cho-
roidal protrusion and peripheral retinal detachment. In 
instances of concurrent diabetic retinopathy, it is crucial 
to rigorously monitor blood glucose levels, considering 
the potential aggravation of the condition due to inflam-
mation [10]. Consideration should be given to additional 
retinal photocoagulation, along with immunosuppressive 
therapy and, where needed, intravitreal injections of anti-
VEGF agents or corticosteroids.
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Fig. 3  Fundus photography of both eyes at reexamination

 



Page 4 of 4Li et al. BMC Ophthalmology          (2024) 24:148 

Funding
This work was supported by Xingtai Key Research and Development Plan 
Projects (Project number: 2022ZC232) and S&T Program of Hebei, (Project 
number: 20577706D).

Data availability
All the data were included in the manuscript.

Declarations

Ethics approval
This study adhered to the tenets of the Declaration of Helsinki and approved 
by the Medical Ethics Committee of Hebei Eye Hospital.

Consent for publication
The patient provided written informed consent for the publication of this case. 
The consent form is available for review by the Editor of this journal.

Competing interests
The authors declare that they have no competing interests.

Received: 14 January 2024 / Accepted: 24 March 2024

References
1.	 Kinast RM, Solomon SD, Cubillan LD, Hovakimyan A, Acharya N, Cunning-

ham ET. Prevalence and causes of clinically detectable uveitic serous retinal 
detachment. European Journal of Ophthalmology. 2021;31(6):3093–3098. 
https://doi.org/10.1177/1120672121991391.

2.	 Deepika S, Craig N,,Grace CL, et al. The prevalence, incidence and risk factors 
for exudative retinal detachment in Uveitis. Volume 54. Investigative Ophthal-
mology & Visual Science; 2013. p. 15.

3.	 Du L, Kijlstra A, Yang P. Vogt Koyanagi Harada disease: novel insights 
into pathophysiology, diagnosis and treatment[J]. Prog Retin Eye Res. 
2016;52:84–111.

4.	 Read RW, Holland GN, Rao NA, et al. Revised diagnostic criteria for VogtKoy-
anagiHarada disease: report of an international committee on menclature[J]. 
Am J Ophthalmol. 2001;131(5):647–52.

5.	 Mendes ML, Mayumi VS,,Celso M, et al. Vogt-Koyanagi-Harada disease: 
review of a rare autoimmune disease targeting antigens of melanocytes [J]. 
Orphanet J Rare Dis. 2016;11(1):29.

6.	 Jia XSJA,,Xuejing C. Unilateral annular choroidal effusions as a rare presenta-
tion of Harada’s Disease [J]. RETINAL Cases & Brief Reports, 2022, 26(2).

7.	 Masaki T, Akira M,,Jutaro N et al. HLA-DRB1*04:05 is involved in the develop-
ment of Vogt–koyanagi–Harada disease-like immune-related adverse 
events in patients receiving immune checkpoint inhibitors[J]. Scientific 
Reports,2023,13(1)13580.

8.	 Anukul N, Pathanapitoon K, Leetrakool et al. HLA-DRB1*04:05 and HLA-
DQB1*04:01: alleles potentially Associated with Vogt-Koyanagi-Harada in 
Northern Thai Patients[J].Ocular immunology and inflammation, 2021, 
29(2):260–3.

9.	 Ojaimi E, Levy J, Stawell R et al. Vogt-Koyanagi-Harada disease, diabetes mel-
litus, and psoriasis in a child [J].Ocular immunology and inflammation, 2012, 
20(1):56–8.

10.	 Abhishek S, Pallavi G,,Singh PT et al. Diabetes, Diabetic Retinopathy, and 
Inflammatory disorders. [J]. Ocul Immunol Inflamm, 2023, 11–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1177/1120672121991391

	﻿A case report: co-occurrence of probable Vogt-Koyanagi-Harada disease and diabetic retinopathy
	﻿Abstract
	﻿Background
	﻿Case presentation
	﻿Discussion and conclusion
	﻿References


