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S
olitary idiopathic choroiditis (SIC) manifests as 
a yellow-white mass deep to the retina, often 
discovered on routine examination in an asymp-
tomatic patient. This condition is characteristi-

cally inactive, with overlying retinal pigment epithelial 
(RPE) mottling or atrophy and no subretinal fluid. 
Occasionally, activity is found with features of subretinal 
fluid, possible exudation, and overlying retinal edema. 
This presumed inflammatory condition can result from 
infection or focal inflammation, or can remain idiopathic 
without known cause. In fact, in most cases, the etiology 
remains unknown; hence the term idiopathic. In an analy-
sis of 60 cases of SIC, the underlying specific cause was 
unknown despite extensive systemic evaluation.1 SIC is 
an amelanotic tumor and thus can be mistaken for simu-
lating conditions such as choroidal nevus, melanoma, 
and metastasis. In this case, we describe a patient with 
known prostate cancer who was suspected to have a 
solitary metastasis to the eye, but examination and imag-
ing suggested SIC.  

Case Description
A 78-year-old white man with a history of prostate 

carcinoma 3 years previous was found on routine exami-
nation to have an amelanotic mass in the left eye (OS), 
suspected to represent choroidal metastasis. The pros-
tate carcinoma had been treated with brachytherapy 
and was currently in remission. There was no previous 
metastatic disease, but serum prostate specific antigen 
(PSA) was elevated above 10 ng/mL, indicating possible 
reactivation of the cancer.  

Upon referral for treatment of the presumed metastasis, 
the asymptomatic patient had best corrected visual acuity 

(BCVA) of 20/20 bilaterally (OU). The anterior segment 
was unremarkable OU. The right fundus was normal. 
Examination of the left fundus disclosed a yellow-white 
dome-shaped mass with overlying circumscribed RPE atro-
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Figure 1.  A 78-year-old man with prostate carcinoma devel-

oped a choroidal mass originally suspicious for metastasis. 

After referral, fundus examination revealed an amelanotic 

mass with circumscribed retinal pigment epithelial (RPE) loss 

centrally (A). Fundus autofluorescence displayed a slight 

hyperfluorescence, likely representing scleral fluorescence  

as the RPE was absent (B). Fluorescein angiography exhibited 

scleral staining in the late phase (C). Enhanced depth  

imaging optical coherence tomography showed a smooth 

dome-shaped mass arising from the sclera and compressing 

the choroid inward, typical of SIC. Arrows depict the  

choroidal-scleral interface (D).
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phy, located approximately 0.5 mm inferior to the optic 
disc. The mass had subtle margins and measured 2.5 mm 
in basal diameter and 1.6 mm in thickness (Figure 1A). An 
overlying RPE atrophy of 1.5 mm diameter exposed bare 
underlying sclera without visible choroidal tissue. Fundus 
autofluorescence showed slight central hyperfluorescence, 
possibly representing scleral tissue as the RPE was absent 
(Figure 1B). Fluorescein angiography demonstrated central 
hypofluorescence of the mass in the arterial and venous 
phase, followed by staining during the recirculation phase, 
suggestive of scleral staining (Figure 1C). Enhanced-depth 
imaging optical coherence tomography (EDI-OCT) 
depicted a dome-shaped mass originating in the sclera, 
with compression of the overlying choroidal tissue and 
with no subretinal fluid. These features were consistent 
with inactive SIC rather than with choroidal metastasis.3 
Observation was advised. 

Discussion
SIC is an uncommon condition with typical features of 

a yellow-white asymptomatic mass, often in the peripapil-
lary region. In an analysis of 60 patients with SIC, symptoms 
included blurred vision (38%), floaters (15%), mild pain 
(5%), metamorphopsia (3%), scotoma (3%), and no symp-
toms were reported in 35%.1 In that series, the suspected 
diagnosis before referral was choroiditis (48%), choroidal 
metastasis (7%), choroidal melanoma (7%), retinoblastoma 
(4%), no diagnosis (20%), and others (14%).1 In this case, 
our patient with known prostate cancer was suspected to 
have choroidal metastasis. It is important to establish a cor-
rect diagnosis of SIC and not metastasis in order to prevent 
unnecessary systemic or local therapy. 

SIC most often appears as an inactive lesion (68%) and 
remains stable. Active lesions are considered inflammatory 
or infectious and require antibiotics and/or corticosteroid 
therapy. The most common etiologies found on systemic 
evaluation to develop solitary choroiditis include sarcoid-
osis, tuberculosis, toxocariasis, cat-scratch disease, histoplas-
mosis, toxoplasmosis, nocardiosis, abscess, pneumocystosis, 
blastomycosis, coccidiomycosis, aspergillosis, herpes simplex, 
herpes zoster, bartonellosis, syphilis, and Lyme disease.1

In our case, EDI-OCT was invaluable for establishing the 
diagnosis. The mass appeared as a smooth dome-shaped 
lesion arising within the sclera and demonstrating overly-
ing choroidal compression. This provided evidence that 
this tumor was not a choroidal mass as one would find 
with metastasis. Fung and associates2 described 10 con-
secutive cases of SIC using EDI-OCT and found all lesions 
were dome-shaped with smooth surface and gentle 
expansion of the sclera. In 2 cases in that series, a more 
abruptly elevated scleral mass was noted, with a “vol-
canic” configuration.2 Furthermore, all lesions displayed 

thinning of the overlying choroid with a mean thickness 
of 32 µm and range of 0 µm to 52 µm.2 The authors com-
mented that this condition appeared to be of scleral origin 
in each case and could represent nodular scleral fibrosis. 
They further speculated that this “choroiditis” might actu-
ally represent focal scleritis or could represent resolved 
choroiditis with unresolved residual scleral fibrosis.

Summary
This patient with prostate cancer, referred for possible 

choroidal metastasis, was found to have a benign condi-
tion, namely SIC. EDI-OCT showed characteristic features 
of this condition and was instrumental in differentiating 
SIC from other simulating conditions.
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In this case, EDI-OCT was instrumental 
in differentiating SIC from other  

simulating conditions.


