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A Case of Polyarteritis Nodosa with Decreased Vision as a First Symptom
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Purpose: Polyarteritis nodosa (PAN) is the necrotic vasculitis affecting middle and small-sized arteries throughout the body in-
cluding ocular tissue. We report an atypical PAN case of unilateral central retinal artery occlusion in which the ocular involvement

occurred before systemic symptoms.

Case summary: A 58-year-old male visited the ophthalmology department due to abruptly decreased visual acuity. Best cor-
rected visual acuity (BCVA) was 0.05 (in the right eye) and 1.0 (in the left eye) basedon the Snellen chart. He complained of
acute decreased vision occurring ten days prior and intermittent migraine on the right side with no underlying diseases, such as
hypertension or diabetes mellitus. Relative afferent pupillary defect was observed in the right eye. Generalized edema was found
around the optic disc and fovea on fundus examination and optical coherence tomography. The patient was diagnosed with cen-
tral retinal artery occlusion (CRAQ) based on a fluorescein angiography. Subsequently, PAN was diagnosed based on clinical
features, laboratory test results and imaging studies. The treatment was started with an immunosuppressive agent. One month

later, the BCVA was 0.05 based on the Snellen chart.

Conclusions: In PAN patients, decreased vision can occur as a first symptom due to CRAO. If the patient visits the ophthalmol-
ogy clinic, history taking and laboratory tests for PAN can aid in early diagnosis and treatment, as well as preventing additional

complications of PAN.
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Figure 1. Photographs of fundus and optical coherence tomography (OCT). (A) Ischemic change fo the perifovea and posterior pole.
(B) It shows cross section line in OCT. (C) The edema of inner retina is seen which is typical sign of central retinal artery occlusion.
Each retinal layer is difficult to differentiate. (D) The other fundus of same patient looks like normal. (E) It shows cross ssection line
in OCT. (F) The other eye of same patient shows normal retinal layers.retinal layers.
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Figure 2. Fluoroscein angiography. (A) Fluorescein angiography shows delayed arm-to-retina time. (B, C) At early and late phase,
hypofluorescent lesions are seen the superior and inferior area of the optic disc.

Table 1. Criteria for the diagnosis of polyarteritis nodosa (Lightfoot et al®)

At least three of the following 10 findings
1. Weight loss greater than or equal to 4 kg
2. Livedo reticularis—mottling of the skin over the torso or extremities
3. Testicular pain or tenderness
4. Myalgias, weakness, or leg tenderness
5. Mononeuropathy or polyneuropathy
6. Systemic hypertension with diastolic greater than 90 mm Hg

7. Elevated blood urea nitrogen or creatinine level
8. Presence of hepatitis B surface antigen or antibody in serum
9. Arteriographic evidence of aneurysms or occlusions (nonarteriosclerotic)
10. Polymorphonuclear leukocytes or polymorphonuclear and mononuclear cells present in artery walls on biopsy of small or medium-sized arteries
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Figure 3. Photographs of fundus and optical coherence tomography (OCT). (A) Relative pale optic disc, but no significant ischemic
area is seen. (B) It shows cross section line in OCT. (C) Shows the mildly regressed thickening of the inner retina compared with
OCT image taken 1 month ago. Each retinal layer is seen more apparently. (D) The other fundus of same patient looks like normal.
(E) It shows cross ssection line in OCT. (F) The other eye of same patient shows normal retinal layers.

1982



U
N
1o
ofi
=)
2

)

-
o

ol
el

o> o ox r& rlo Ho rlr
o
ol nZ rr

Y27 xR} oF 2u) A= o wom, Eug
22 504 Awo|ch Table 13} Zo] 107} &
3 o AEvhs

ol 7=

gl

'5 378
FHHOR X‘qﬁ}‘:} ol

8 >

o
;
oo
=)
jn:
ox o
=
SI
N

k)

519, O{)ll O‘ﬂ rlﬂ
e o
w~
5 =
0
ot T
o =

oz

weh e o
o
2
>

ox, ok

r
il
o

M
ok
1o
oX,
i
1
ot
N
)

olN
o
o

M ooH > o mR (H oM HT O [l oz o

fE 12 on

1= oy

= 1k
)
Au)
o w
U
i
i)
=
u
of
=)
of
tlo -

r

k1

ng I
%

(]

)

=

il
i)
ol
N
o

oM}ol:/J—o]L} 74/\].

jm

mbi
i)
"
it
offt
=)
o2
X
=)
c
Mo ot

IS
=N

/EIHUI—UI-EUH_;"JH_/] Zaﬂ—g‘:
A hakE ) o 3} quJro}oq AT
A e sehe
o =% f&

S~

2
i
o

rE
fﬁ
ox
AC

ofi
2L

i)
g
o2
=
oN o 32 N & 2 Ho ¥R = i ofN

TS

rﬂ

D3

N

olN

ox

L, £ [N
ooz &

ro ek ol

l-Em

F | 22 QI 9to] Al A kS
=3 Schmldt et al' Febol] WA, 12|31 Sof $-Qto]
s | 7F S 674 A-rhE U Al $Ae]

ol
—

2

=2 =99 S 73] $<te] AlgAsL yelytar oF

Tpof| LstS = ou] FAYTsHHHZ QIst S0l
YH Tk 4 kg ool A4, 13ke] oHE, sHA] &
S X33t 48F, ol¢] Eel A(>90 mmHg), B
Iz T2 HAAMY %= kidney?] intraparenchymal

artery©] multiple small aneurysmE©°] 2T HA] multi-
focal parenchymal infarction™= FHt=]o] AZ s g o
T Zestal AAlA AE|Role w9} 3 FubE 2 W
Tz AAEQlek ARE AIZRE o]Fof thA] & F439]
Ae glolon] 37129 AP skt Akova

et al' T} Hsu et al’S 77} Z5Eule] bzl Z“‘O] Lt

= =1 o>
Ehd F FAFEAAAL e 492 Bt
Solomon and Solomon’& Zth & Upept Z2A|jubE U“l—ﬂ

>
=
i)
o
fi
2
H,

-0,
ot
Mr
Jk
ol)l
OL
~ 2
i
Ku}
i
v}
ofy
o>
;i
N
oft
_] =)
=
I
o,

2 o

N,
g
o2

EH}E} of2 A _4

]:}_11216

A A

cortlcoster01ds7} Ax}A o
£ AU A== A
F7H2 ARES 4= ok A =SR]
£8-2 10-15%9]H, corticosteroids= 2]
= A5 50%, 18]3l cyclophosphamideE 713
W 80%7H4] F7kehe Ao® Hatgof gkt
ﬁx%q.akiuﬂo:lgq 740 ﬂx}: 1;94 .Z.A]—o] /\4?'%46‘]—0%
LFERLLA WA QHFOAlE Zolor|w 3o B.e
Ao g Hels thlchy) U ohkE 3 0}2715 tﬂn}
ol ¢ Alof A1) ) S
ohet xﬂzw T8E, Sjokn
of 3, =
ol 7401 24
o7l 4
fsirhd /\]?%‘E
olFfste] Zgto] sk =744l

oF
w5

EZ

g

6— ] o

NAV7 | =

QhelAbe] 3ol B Aolct
AEHoR AWPEFUY AAolH FUYLF
7k A FHOE el 4 glon] ghato] Vst 4
o BT AGA AR F1oe] We) A9 5 A4
o ARE APk Aol 719 e FHES oy
S 98 Aol
REFERENCES

1) Akova YA, Jabbur NS, Foster CS. Ocular presentation of poly-
arteritis nodosa. Clinical course and management with steroid and
cytotoxic therapy. Ophthalmology 1993;100:1775-81.

2) Forbess L, Bannykh S. Polyarteritis nodosa. Rheum Dis Clin North
Am 2015;41:33-46, vii.

3) Emad Y, Basaffar S, Ragab Y, et al. A case of polyarteritis nodosa

1983



complicated by left central retinal artery occlusion, ischemic optic
neuropathy, and retinal vasculitis. Clin Rheumatol 2007;26:814-6.

4) Rothschild PR, Pagnoux C, Seror R, et al. Ophthalmologic mani-
festations of systemic necrotizing vasculitides at diagnosis: a retro-
spective study of 1286 patients and review of the literature. Semin
Arthritis Rheum 2013;42:507-14.

5) Haskjold E, Freland S, Egge K. Ocular polyarteritis nodosa. Report
of a case. Acta Ophthalmol (Copenh) 1987;65:749-51.

6) Hsu CT, Kerrison JB, Miller NR, Goldberg MF. Choroidal in-
farction, anterior ischemic optic neuropathy, and central retinal ar-
tery occlusion from polyarteritis nodosa. Retina 2001;21:348-51.

7) Solomon SM, Solomon JH. Bilateral central retinal artery occlu-
sions in polyarteritis nodosa. Ann Ophthalmol 1978;10:567-9.

8) Lightfoot RW Jr, Michel BA, Bloch DA, et al. The American
College of Rheumatology 1990 criteria for the classification of
polyarteritis nodosa. Arthritis Rheum 1990;33:1088-93.

9) Cohen RD, Conn DL, IIstrup DM. Clinical features, prognosis, and
response to treatment in polyarteritis. Mayo Clin Proc 1980;55:
146-55.

20154 Xl 56 M

H125-

10) Raashid L. Polyarteritis Nodosa and Related Disorders. In: Gary
SF, Ralph CB, Sherine EG, et al. eds. Kelley's Textbook of
Rheumatology, 9th ed. Philadelphia: Saunders, 2013, chap. 90.

11) Schmidt D, Lagréze W, Vaith P. Ophthalmoscopic findings in 3 pa-
tients with panarteritis nodosa and review of the literature. Klin
Monbl Augenheilkd 2001;218:44-50.

12) Wise GN. Ocular periarteritis nodosa; report of two cases. AMA
Arch Ophthalmol 1952;48:1-11.

13) Morgan CM, Foster CS, D’ Amico DJ, Gragoudas ES. Retinal vas-
culitis in polyarteritis nodosa. Retina 1986;6:205-9.

14) Vanwien S, Merz EH. Exophthalmos secondary to periarteritis
nodosa. Am J Ophthalmol 1963;56:204-8.

15) Purcell JJ Jr, Birkenkamp R, Tsai CC. Conjunctival lesions in peri-
arteritis nodosa. A clinical and immunopathologic study. Arch
Ophthalmol 1984;102:736-8.

16) Moore JG, Sevel D. Corneo-scleral ulceration in periarteritis
nodosa. Br J Ophthalmol 1966;50:651-5.

17) Lhote F, Cohen P, Guillevin L. Polyarteritis nodosa, microscopic
polyangiitis and Churg-Strauss syndrome. Lupus 1998;7:238-58.

Hl
HO
P
Ju

0¥
0z

iy
™ ial

Mo
Z |

FO Hu mo
T o

un oo

T T

S o

[=}

JO
[®)]
®
LR
oh
=]
>

for
O o
o
£Q

i [0

njo

NEPSIE=
9 FATIH
o M 2etof

r

il
foi
A
J
Iy -
5

N
il

J
r

> Mo M g 1A

Q I

00y
n

>
N
N

0z . —
0.
no 90

2 ofm

E-IO%O o -7
r

>
m
20
iy

:.'_‘:ﬂ
Tkl
> o

ro

el

o o%
=]

oy Ho Hu oY - B4 ol oy 12 Jio
i
2

4N oQ Jm Hon

eru

0%y

Vel [N cal
inl

o
=
i

t
5,5

o

s
02
e
=
o
o
Rl
N
Q

1984



