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RECURRENT IDIOPATHIC OPTIC NEURITIS 

Abtract 

Introduction 

Optic neuritis is an acute inflammatory demyelinating disease of the optic nerves. It can 

occur either independently or as a part of multiple sclerosis (MS) or neuromyelitis optica 

(NMO). When there are no other systemic diseases, this disease is called idiopathic optic 

neuritis (ION). Approximately 30–50% of ION patients have at least one recurring attack. 

Purpose 

To report a cases of recurrent idiopathic optic neuritis. 

Case report:  

A 22 year old woman came to Cicendo Eye Hospital with chief complaint blurred vision 

on both eyes that was started 1 week ago. She was on recovery from retrobulbar optic 

neuritis for the second time. The first attack was about 2 months earlier with the same 

symptoms. Ophthalmologic examination showed visual acuity of the right eye was 1/300 

and on the left eye was Closed to Face Finger Counting (CFFC). Funduscopic examination 

revealed optic disc atrophy both eyes. Optical coherence tomography (OCT) showed 

decreased thickeness of retinal nerve fiber layer (RNFL) both eyes. Humphrey visual field 

examination showed advanced visual field defect on the right eye. Magnetic resonance 

imaging (MRI) brain showed within normal limit. Laboratory finding were within normal 

limit. After Methylprednisolone treatments, visual outcome showed an improvement. 

Conclusion: 

Idiopathic optic neuritis is part of primary demyelinating disease of the optic nerve. 

Recurent of ION is self-limiting disease and prompt therapy needed to prevent poor 

outcome.    

 

I. Introduction 

    Optic neuritis is an acute inflammatory demyelinating disease of the optic nerves. 

It can occur either independently or as a part of multiple sclerosis (MS) or 

neuromyelitis optica (NMO). When there are no other systemic diseases, it called 

idiopathic optic neuritis (ION). There are three forms of primary demyelinating 

optic neuritis: acute, chronic, and subclinical. Acute demyelinating optic neuritis is 

by far the most common type of optic neuritis throughout the world. Approximately 

30–50% of ION patients have at least one recurring attack.1,2 This case report 

present recurrent attack of idiopathic optic neuritis. 

II. Case Report 

     A 22 year old woman came to Cicendo Eye Hospital with chief complaint 

blurred vision on both eyes that was started 1 week ago. She was on recovery from 

retrobulbar optic neuritis for the second time. There was not ocular movement pain 
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during illness period. History of mild flu-like symptom, headache and joint pain 

were found. There was no history of trauma and neurologic deficit. There was no 

history of having a pets, but sometime cats  around the house were found. She 

denied any systemic disease. The first attact was about 2 months earlier with the 

same symptoms and she gained better vision after hospitalized and treatment. 

     The general examination was within normal limit. Ophthalmologic examination 

revealed visual acuity of the right eye was 1/300 and the left eye was CFFC. The 

eye position was orthotropia, no ocular movement deficit (figure 2.1). Anterior 

segment examination of the right eye was within normal limit, except for the left 

eye have corneal scar. Decreased pupillary reflex on both eyes with relative afferent 

pupillary defect (RAPD) was grade-III on the right eye. Funduscopic examination 

revealed optic disc pallor on both eyes (figure 2.2). There was a advanced visual 

field defect on the right eye from Humphrey’s visual field (HVF) 30-2 examination 

(figure 2.3). Color vision test and contrast sensitivity were difficult to examine on 

the both eyes. Ocular computed tomography (OCT) examination of the optic disc 

revealed an decreased in retinal nerve fiber layer (RNFL) thickness on both eyes, 

with average of RNFL thickness on right eye was 55µm and left eye 57 µm (figure 

2.4). Increase of immunoglobulin M (IgM) Cytomegalovirus (CMV) antibody 

(15.2IU/mL) was revealed from laboratory results. Brain contrast MRI (June 2017) 

showed within normal limit. 

 

 

 

 

 

 

 

 

Figure 2.1 Ocular motility in 9 cardinal positions, there is no limitation 

Source: Neuro-ophthalmology Department, Cicendo Eye Hospital 
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Figure 2.2 Fundus Photography showed optic disc atrophy both eyes 

Source: Neuro-ophthalmology Department, Cicendo Eye Hospital 

 

   

Figure 2.3 HVF 30-2 showed advanced visual field defect on the right eye 

Source: Neuro-ophthalmology Department, Cicendo Eye Hospital 
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Figure 2.4 OCT papil showed decrease of RNFL in all quadrant on the right eye  

and temporal section in left eye. 

Source: Neuro-ophthalmology Department, Cicendo Eye Hospital 

 

Figure 2.5 Brain contrast MRI within normal limit 

Source: Neuro-ophthalmology Department, Cicendo Eye Hospital 

     Patient was diagnosed as papil atrophy ec post optic neuritis ec suspect 

idiophatic both eyes. Patient was administered intravenously Metylprednisolone 
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250mg four times per-day for three days (twelve times). Intravenous treatment of 

methylprednisolone was change oral 1mg/Kg/BW, the patient given 48mg once 

per-day and underwent tappering off. Patient also given oral ranitidine 150mg two 

times per-day, oral mecobalamine 500mcg once perday, oral calcium citrate and 

vitamin-D3 suplemen three times per-day.  

III. Disscusion 

     Optic neuritis generally affects the retrobulbar portion of the optic nerve (with a 

normal optic disc appearance). In the absence of signs of multiple sclerosis (MS) or 

other systemic disease, the optic neuritis is referred to as monosymptomatic or 

idiopathic, or as a clinically isolated syndrome. The pathogenesis of isolated optic 

neuritis is presumed to be demyelination of the optic nerve, similar to that seen in 

MS. It is likely that most cases of isolated acute optic neuritis are a forme fruste of 

MS. Optic neuritis can be caused by disorders other than MS and related 

demyelinating diseases. Optic neuritis usually is a primary demyelinating process. 

It almost always occurs as an isolated phenomenon or in patients who either have, 

or will develop MS. Patients in whom optic neuritis occurs as an isolated 

phenomenon have a higher risk of developing MS at some later date than the normal 

population. Optic neuritis is also part of the demyelinating syndrome called 

neuromyelitis optica or Devic's disease, and it occasionally occurs in two other 

primary demyelinating diseases: myelinoclastic diffuse sclerosis (encephalitis 

periaxialis diffusa, Schilder's disease) and encephalitis periaxialis concentrica 

(concentric sclerosis of Balo). 1–6  

     There are three forms of primary demyelinating optic neuritis: acute, chronic, 

and subclinical. Acute demyelinating optic neuritis is by far the most common type 

of optic neuritis throughout the world. Chronic optic neuritis is  less common than 

acute optic neuritis. Patients who have no history of acute visual loss but complain 

that the vision in one or both eyes is not normal and who have evidence of unilateral 

or bilateral optic nerve dysfunction (slowly progressive loss of vision in one or both 

eyes with periods of recovery). Asymptomatic (subclinical) optic neuritis is 

substantial percentage of patients with MS have clinical or laboratory evidence of 
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optic nerve dysfunction even though they have no visual complaints and believe 

their vision to be normal. 1 Chief complain were blurred vision occur in a week 

(acute visual loss), this condition assume there is an acute demyelinating optic 

neuritis form on both attack.  

     The annual incidence of acute optic neuritis has been estimated in population-

based studies to be 1-5 per 100,000. Most patients with acute optic neuritis are 

between the ages of 20 and 50 years, with a mean age of 30-35 years. Females are 

affected more commonly than males. In the ONTT (Optic Neuritis Treatment Trial) 

study, 77% of the patients were female, 85% were Caucasian, and the mean age 

was 32 ± 7 years. Nevertheless, optic neuritis can occur at any age.1,3,7 This patient 

has the same demographic characteristic with ONTT study, female with age 22 

years old.  

     The two major symptoms in patients with acute optic neuritis are loss of central 

vision and pain in and around the affected eye. Loss of central visual acuity is the 

major symptom in most cases of acute optic neuritis, being reported by over 90% 

of patients. Loss of vision is usually abrupt, occurring over several hours to several 

days. The degree of visual loss varies widely. In some cases visual acuity is 

minimally reduced; in others there is complete blindness with no perception of light. 

The visual loss is monocular in most cases, but in a few patients, particularly in 

children, both eyes are simultaneously affected. Pain in or around the eye is present 

in more than 90% of patients with acute optic neuritis. It may precede or occur 

concurrently with visual loss, usually is exacerbated by eye movement, and 

generally lasts no more than a few days. 1,3,7 The patient has the same chief 

complaint in her twice attack, blurred vision developed for less than a week (acute 

visual loss). Her visual acuity more decrease in second attact than in the first attact. 

In fisrt attact her visual acuity on the right eye was 0,08 and the left eye was 0,05, 

but in second attact her visual acuity decreased to 1/300 on the right eye and CFFC 

on the left eye, this range showed variety in decreased visual acuity in acute optic 

neuritis. There is no history of pain in both attacks.     

     Contrast sensitivity and color vision are impaired in almost all cases. The 

reduction in contrast sensitivity often parallels the reduction in visual acuity, 
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although in some cases it is much worse. Visual field loss can vary from mild to 

severe. The typical visual field defect in optic neuritis has always been thought to 

be a central scotoma, but any type of field defect can occur in optic neuritis, 

including an arcuate defect, a cecocentral scotoma, a superior or inferior altitudinal 

defect, and a temporal or nasal hemianopic defect. A relative afferent pupillary 

defect (RAPD) is present and detectable with a swinging flashlight test in almost 

all unilateral cases. When such a defect is not present, either there is a coexisting 

optic neuropathy in the fellow eye or the visual loss in the affected eye is not caused 

by optic neuritis or any other form of optic neuropathy.1,7 Reduction in contrast and 

color vision were difficult to examine on both eyes because limitation in her visual 

acuity.  Light reflex decrease in both eye, but RAPD grade III was found in her 

right eye. Light reflex examination showed correlation with severe decrease visual 

acuity on both eyes.  

     In most series, about 20-40% of patients with acute optic neuritis have some 

degree of disc swelling. Most patients with idiopathic or demyelinating acute optic 

neuritis have a normal optic disc in the affected eye, unless they have had a previous 

attack of acute optic neuritis or have an ongoing chronic optic neuritis. With time 

(4-6 weeks), the optic disc becomes pale, even as the visual acuity and other 

parameters of vision improve. The pallor may be diffuse or localized to a particular 

portion of the disc, most often the temporal region. Bilateral simultaneous acute 

optic neuritis is uncommon in adults, altought the relative frequency increases when 

evaluating populations of patients with establish MS.3,7 Fundus photograph at the 

first attack showed normal appearence of optic discs, but at the second attack 

showed optic atropthy on both eyes. From examination of RAPD and apperance 

optic discs, the patient was diagnosed with retrobulbar optic neuritis. The clinical 

finding in this patient suggest recurrect retrobulbar optic neuritis, so deeper 

examination should be done to find the etiology and could planning appopriate 

management.  

     Studies in patients with presumed acute optic neuritis are usually performed for 

one of three reasons; to determine whether the cause of the acute optic neuropathy 
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is something other than inflammation (compressive lesion), determine cause other 

than demyelination, and determine visual and subsequent neurologic prognosis of 

optic neuritis (patient will develop a more generalized demyelinating process). To 

eliminate this possibility, physicians typically perform neuroimaging studies, both 

computed tomographic (CT) scanning and magnetic resonance (MR) imaging, in 

such patients. MR imaging is more sensitive than CT scanning in detecting lesions 

that compress the optic nerve in patients with presumed optic neuritis; however, the 

usefulness of MR imaging in detecting such lesions in patients with presumed acute 

optic neuritis is minimal. MR imaging can also detect demyelinating lesions of the 

optic nerve in patients with optic neuritis. Such lesions are seen as foci, sometimes 

quite extensive, of enhancement in various locations along the nerve.1,5,8,9 There is 

no MRI data at her first attack, the MRI underwent in June about 1 month post 

secondary attact. There is no comprecive lesion, sign of inflamation or sign of 

multiple sclerosis.  

     Although systemic and local infectious and inflammatory disorders can cause 

acute optic neuritis, the vast majority of patients with optic neuritis caused by such 

disorders can be identified simply by performing a thorough history. In patients 

without a history of  syphilis, sarcoidosis, Lyme disease, systemic lupus 

erythematosus, the likelihood of such a condition being responsible for optic 

neuritis is low. Neither serologic nor CSF studies are warranted in a patient with 

presumed acute optic neuritis, unless the history or examination suggests that the 

patient has an underlying systemic or local infection or inflammation or the patient's 

course does not follow that of typical optic neuritis. 1,10,11 Data collected from 

anamnesis and physical examination did not showed any possibility to other cause, 

but several blood test still applied to find any possible other cause. ANA test, 

TORCH test was non reactive. This finding sugest an idiopathic optic neuritis, 

because there is no other systemic disease as seen in diagram from Pandit et all 

study.  
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Figure 2.6 A practical approach to optic neuritis 

Source: Optic neuritis: Experience from a south Indian demyelinating disease registry.10 

     The most common recurrent retrobulbar optic neuritis ia associated with primary 

demyelinating disease such as Multiple Sclerosis or Idiopathic. Corticosteroid are 

the main treatment option for patient with acute idiopathic optic neuritis. Results 

from ONTT reveals patients treated with intravenous methylprednisolone (250 mg 

qid for 3 days followed by an oral prednisone 1 mg/kg/day) for 11 days recovered 

vision faster than patients in the other two groups. The benefit of this treatment 

regimen was greatest in the first 15 days of follow-up and decreased subsequently. 

The natural history of acute demyelinating optic neuritis is to worsen over several 

days to 2 weeks, and then to improve. The improvement initially is fairly rapid. It 

then levels off, but further improvement can continue to occur 1 year after the onset 

of visual symptoms. Even though the overall prognosis for visual acuity after an 
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attack of acute optic neuritis is extremely good, some patients have persistent severe 

visual loss after a single episode of optic neuritis.1,3,10,12 The standart treatment was 

given on both attack, but in first attack pasien was lost to follow up for 1 month 

because she has better vision and the tappering off metylprednisolone was stop 

about 1 month. She got her maximum visual acuity improvement in 1 month post 

first attact. In secondary attact her obedience was better even the visual acuity get 

better.   

     Patients in whom idiopathic acute optic neuritis occurs, whether anterior or 

retrobulbar, may experience a recurrence in the eye at a later date or may experience 

a similar attack in the fellow eye. Recurrent attacks occurred 35% in 10-year ONTT 

study. A recurrent case is at least two episodes of optic neuritis attacks in the same 

eye with an interval between the attacks of  ≥4 weeks. Although it has been believed 

that the likelihood of visual acuity returning to normal decreases with each 

recurrence, the experience of the ONTT has shown that long-term visual function 

is generally good despite this recurrence rate.2,3 The recurrent occur 4 months after 

the first attack, with retrobulbar optic neuritis manifestation. Based in previous 

study, there is probability this patient will get another recurrect attact in the future. 

The patient should be informed about connection between recurrent and prognosis.  

 

IV. Conclusion 

     Idiopathic optic neuritis is part of primary demyelinating disease of the optic 

nerve. It can ccur either independently or as a part of multiple sclerosis (MS) or 

neuromyelitis optica (NMO). When there are no other systemic diseases, this 

disease is called idiopathic optic neuritis (ION). Recurrent attacks occurred 35% in 

10-year ONTT study. Recurent of ION is self-limiting disease and prompt therapy 

needed to prevent poor outcome.    
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