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A 27-year-old woman presented to 
her family doctor with bilateral 
ocular pain that waxed and waned, 

redness and photophobia. The symptoms 
had progressed over several months and 
were followed by hoarseness and dyspnea, 
all of which interfered with her activities of 
daily living. The patient’s family doctor 
referred her simultaneously to an otolaryn-
gologist and a retina specialist. 

The patient’s visual acuity was 20/150 
bilaterally. Anterior segment examination 
showed conjunctival nodules on the inner 
surface of her lower eyelids (Figure 1), 
keratic precipitates, inflammatory cells and 
flare in the anterior chamber, and posterior 
synechiae (Figure 2). Fundus examination 
showed papillitis and periphlebitis. These 
ocular findings were consistent with uveitis. 

Laboratory workup was negative for 
infectious causes and showed elevated 
serum lysozyme, calcium and angiotensin-
converting enzyme (ACE) levels. Concurrent 
investigation of the patient’s upper airway 
symptoms by the oto laryngologist included biopsy of laryngeal nod-
ules, which showed granulomatous inflammation. Multidisciplinary 
discussion led to a diagnosis of presumed sarcoidosis.

Sarcoidosis is a chronic, multisystem, granulomatous disease of 
unknown cause.1 Ocular involvement occurs in more than 75% of 
patients and is the presenting symptom in 20%–30% of cases, most 
commonly with uveitis and conjunctival nodules, as seen in our 
patient.2 Although a slit-lamp examination was required to visualize 
the patient’s fundus findings, anterior signs of uveitis were visible 
without the aid of magnification. Nonspecific findings included pos-
terior synechiae that resulted from adhesion of the inflamed iris to 
the lens, which caused an irregular pupil, and keratic precipitates 
(Figure 2) secondary to deposition of inflammatory leukocytes onto 
the corneal endothelium,2 the large “mutton-fat” appearance of 
which, in our case, suggested granulomatous disease. 

The differential diagnosis of sarcoidosis is broad, including 
tuberculosis, Lyme disease and syphilis. Although elevated 
serum ACE, calcium and lysozyme levels are suggestive of the 
disease, definitive diagnosis is established by tissue biopsy.1,2

Goals of treatment are to restore vision and prevent compli-
cations of inflammation. Management involves local or systemic 

corticosteroids, and immunomodulators for severe, chronic dis-
ease.2 Visual prognosis is good in many patients but varies 
depending on severity and delay in presentation. Given the com-
plex nature of ocular sarcoidosis, early referral to an ophthalmol-
ogist and multidisciplinary care are suggested.2 
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Figure 1: Conjunctival nodules representing granulomas (arrows) in a 27-year-old woman with ocu-
lar sarcoidosis. 

Figure 2: Uveitis-related keratic precipitates (arrows) and posterior synechiae (asterisks) in a 
27-year-old woman with ocular sarcoidosis.


