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Uremic Optic Neuropathy in Chronic Renal Failure
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Purpose: To report a case of uremic optic neuropathy occurring in a patient with chronic renal failure.

Case summary: A 40-year-old male who was diagnosed with chronic renal failure and treated with peritoneal dialysis and hemo-
dialysis for 17 years presented with blurred vision and a moving pain in his left eye for 2 days. The best corrected visual acuity
(BCVA) was 0.2 in his left eye, and an inferior altitudinal visual field defect was noted on Humphrey perimetry. Fundus examina-
tion and optical coherence tomography showed optic disc swelling in his left eye; the right eye was unremarkable. These findings
were compatible with a diagnosis of uremic optic neuropathy or anterior ischemic optic neuropathy of his left eye. After treatment
of hemodialysis and intravenous high dose steroid pulse therapy, the BCVA in his left eye was 0.8. However, since he refused or-
al steroid maintenance therapy, his BCVA later decreased to 0.4. After treatment with subtenon triamcinolone injection, the

BCVA in his left eye was 1.0 and showed a stable disease course.

Conclusions: When patient with chronic renal failure presents with acute decrease in visual acuity and visual field defect, optic
neuropathies including uremic optic neuropathy should be considered and prompt hemodialysis and systemic steroid treatment

should be done.
J Korean Ophthalmol Soc 2016;57(7):1187-1191
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Figure 1. Optical coherence tomography at the first visit.
Optical coherence tomography showed optic disc swelling in
the left eye. ONH = optic nerve head; RNFL = retinal nerve
fiber layer; OU = oculus unitas; OD = oculus dexter; OS =
oculus sinister; C/D = cup-to-disc ratio; TEMP = temporal;
SUP = superior; NAS = nasal; INF = inferior; S = superi-
or; N = nasal; I = inferior; T = temporal.

Figure 2. Fundus photographs at the first visit. These show no specific sign on the right eye (A) and optic disc swelling on the left eye (B).
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Figure 3. The patient’s visual field tests at the first visit.
Humphrey visual field test showed an altitudinal visual field de-
fect at inferior field of the left eye. POS = positive; NEG =
negative; SITA = Swedish interactive threshold algorithm; RX
= prescription; DS =dioptres sphere; DC = dioptres cylinder;
GHT = glaucoma hemifield test; VFI = visual field index; MD
= mean deviation; PSD = pattern standard deviation.
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Figure 4. Fundus photograph (A) and optical coherence tomog-
raphy (B) of the patient after treatment. These show decreased
optic disc swelling at the left eye after treatment. ONH = optic
nerve head; RNFL = retinal nerve fiber layer; OU = oculus uni-
tas; OD = oculus dexter; OS = oculus sinister; C/D =
cup-to-disc ratio; TEMP = temporal; SUP = superior; NAS =
nasal; INF = inferior; S = superior; N = nasal; I = inferior; T
= temporal.
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