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OCULAR ONCOLOGY FEATURE STORY

CA SE PRE SENTATION
A 53-year-old white woman was referred with a suspi-

cious lesion in the fundus of the left eye, found in a rou-
tine eye exam. Ten months previously she had been diag-
nosed with breast carcinoma and was treated with mas-
tectomy with no affected axillary lymph nodes. Her sys-
temic workup was negative for metastatic disease. She
was referred for evaluation of a choroidal metastasis.  

E XA MINATION
She had no visual complaints. Her uncorrected visual

acuity was 20/20 in both eyes. Intraocular pressures were
within normal limits and the slit-lamp exam was unre-
markable in both eyes. Fundus examination of the right
eye was normal. In the left eye, a yellow, round lesion
with distinct margins was found located 0.5 mm superior
to the optic nerve, measuring 1.5 x 1 x 1.5 mm (Figure 1).
Autofluorescence showed hypoautofluorescence of the
lesion (Figure 2), and B-scan ultrasonography revealed a
thickness of 1.5 mm, with high internal reflectivity on A-
scan ultrasound. Optical coherence tomography showed
a dome-shaped mass located at the level of the retinal
pigment epithelium with no signs of subretinal fluid
(Figure 3). These features were more consistent with a
resolved choroidal granuloma (solitary idiopathic
choroiditis) than with choroidal metastasis.

DISCUSSION
Solitary idiopathic choroiditis is a distinct clinical entity

that can simulate an intraocular neoplasm.1 Affected
patients are usually young (mean age 35 years) females
(63%) and commonly white (93%). Laboratory evaluation
generally shows negative results even though it is suspect-
ed that the resolved granuloma could have been a result
of infection such as cat scratch disease (Bartonella infec-
tion). Often patients will give a history of contact with
cats. There is usually no other sign of uveitis. 

In an analysis of 60 patients, patient symptoms at pres-
entation included visual loss (38%), floaters (15%), mild

pain (5%), metamorphopsia (3%), and scotoma (3%).1

Approximately 35% of patients had no symptoms. The
lesions were classically located posterior to the equator
(93%), most often within 3 to 4 mm of the optic disc.
The tumor color was typically yellow (97%), and the
mass displayed distinct margins (63%). 

At the time of clinical diagnosis, most cases (67%) of
solitary idiopathic choroiditis are inactive. If inactive,
management consists of observation. If active with sur-
rounding subretinal fluid or vitreous cells, management
should include systemic evaluation as well as local or sys-
temic steroids and/or antibiotics, depending upon the
evaluation. Systemic evaluation should include cat
scratch disease, tuberculosis, syphilis, sarcoidosis, and
other less common conditions depending on the
patient’s general health, exposures, and location. In the
long run, solitary idiopathic choroiditis tends to remain
stable once it is in the inactive form.
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Figure 1. A 53-year-old patient with known breast cancer

developed this yellow choroidal mass, suggestive of solitary

idiopathic choroiditis rather than metastasis.



CA SE RE SOLUTION
In this case, this patient was referred with an amelan-

otic lesion suspicious for metastasis from known breast
cancer. Knowledge of the clinical features and outcome
of solitary idiopathic choroiditis allowed a critical diag-
nosis to be made and provided relief for the patient that
she did not have a metastasis. ■
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Figure 3. OCT showed a dome shaped mass at the level of

the retinal pigment epithelium/choroid with no signs of  sub-

retinal fluid.

Figure 2. Autofluorescence showed  hypoautofluorescence

with no subretinal fluid.
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