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Clinical Presentation of Diabetic Papillopathy in Patients with Type 2 Diabetes
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Purpose: To describe the clinical findings and prognosis in four eyes with diabetic papillopathy (DP) in three patients with type 2 diabetes.
Case summary: Case 1. A 51-year-old female with poor glycemic control presented with macular edema (ME) and optic nerve swell-
ing (ONS) in both eyes at 3 months after insulin treatment. Intravitreal bevacizumab injection with panretinal photocoagulation did not
resolve ONS. Following several sub-Tenon injections or intravitreal injections of triamcinolone, the patient’s ONS improved at 6 months
after presentation. Best corrected visual acuity (BCVA) of the both eyes was 0.06/0.125 (right/left) due to optic disc pallor and macular at-
rophy at 48 months after initial diagnosis. Case 2. A 64-year-old male with poor glycemic control presented with a 3-month history of de-
creased visual acuity in his right eye. Retinal examination showed ONS and ME. Although the ME improved after intravitreal bevacizumab
injection, the ONS did not. The ONS did improve 1 month after second bevacizumab injection. BCVA was finger counting at 50 cm due
to development of ischemic central retinal vein occlusion at 8 months after initial presentation. Case 3. A 71-year-old male who had not
taken his diabetes medication for 4-5 weeks due to gastric discomfort presented with a 1-week history of decreased visual acuity in his
right eye. DP was diagnosed. Although ONS had not improved at 1 month after sub-Tenon triamcinolone injection, it had improved at 2
months after the injection. BCVA was 0.25 in the right eye at 48 months after initial diagnosis.

Conclusions: Ophthalmologists should be aware that optic disc pallor with long-term poor prognosis can develop in eyes with
long-standing refractory DP.
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Table 1. Characteristics of patients with diabetic papillopathy
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Case 1 Case2 Case3

Systemic

Age 51 64 71

Sex F M M

Diabetes treatment Oral medication + Insulin Oral medication Oral medication

Duration of diabetes (years) 15 20 16

Laterality Both eye Right Right
Ocular, before diabetic papillopathy

Diabetic retinopathy Severe NPDR Not checked Regressed PDR

Cup-to-disc diameter ratio, before presentation or from 0.25/0.26 0.21 03

contralateral eye, right eye/left eye

Best-corrected visual acuity, right eye/left eye Not checked Not checked Not checked

HbATlc level 16.8 Not checked Not checked
Ocular, at presentation of diabetic papillopathy

Diabetic retinopathy Active PDR Moderate NPDR Regressed PDR

Best-corrected visual acuity, decimal, right eye/left eye 0.1/0.08 0.16/0.63 0.2/0.5

Macular edema +/+ 4 +

HbA1c level (%) 109 9.3 10.6

Recent insulin use +

Creatine level (mg/dL) 0.78 0.66 5.65

eGFR (MDRD) (mL/min/1.73 m?) 79.5 121.5 10.03

Urine protein (mg/dL) 6129 485 3515
Treatment

Intravitreal bevacizumab injection +/+ ++ -

Panretinal Photocoagulation +/+ - -

Sub-Tenon Triamcinolone injection /4 - +

Intravitreal Triamcinolone injection -/++ - -

Interval from onset to regression of papilledema (months) 6/6 5 2
Ocular, at final follow-up

Interval between presentation and latest follow-up (months) 48 11 48

Optic disc appearance Pale/pale Not pale Not pale

Best-corrected visual acuity, right eye/left eye 0.06/0.125 FC 50 cm/0.63 0.25/0.5

F =female; M = male; PDR = proliferative diabetic retinopathy; eGFR = estimated glomerular filtration rate; MDRD = modification of diet in

renal disease; FC = finger count.
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Figure 1. Retinal findings in bilateral diabetic papillopathy (DP) from
the patient in case 1. (A, B) Fundus findings before development of
bilateral DP. (C, D) Fundus findings with diffusely swollen disc. (E, F)
Optical coherence tomography revealed an edematous optic disc
and macula. (G, H) Fluorescein angiography findings of bilateral DP.
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Figure 2. Retinal findings at 3 months and at 4 years after develop-
ment of bilateral diabetic papillopathy from the patient in case 1. (A-D)
Fundus photography (FP) and optical coherence tomography (OCT)
at 3 months after initial presentation. FP and OCT showed refractory
bilateral optic nerve swelling even after intravitreal bevacizumab
injection and sub-Tenon injection of triamcinolone. (E, F) Retinal find-
ings showed optic disc pallor and atrophic macula at 4 years after
initial presentation. (G-J) OCT and autofluorescence findings showed
macular atrophy and diffuse retinal thinning.
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Figure 3. Retinal findings and visual field in diabetic papillopathy from the right eye of the patient in case 2. (A) Fundus photography showed
hyperemic disc with swelling at presentation. (B, C) Fluorescein angiography showed prominent hyperfluorescence around the optic disc on
both early and late phase. (C, D) Visual field (VF) examination revealed no altitudinal defect. (E) Optical coherence tomography (OCT) showed
prominent macular edema and optic nerve swelling. (F, ) Retinal findings at 1 month after first intravitreal injection of bevacizumab. Optic nerve
swelling and macular edema were not improved at 1 month after bevacizumab injection. (G, J) Retinal findings at 1 month after second bevaci-
zumab injection. Optic nerve swelling and macular edema were improved. (H, K) Retinal findings at 8 months after first presentation. Ischemic
central retinal vein occlusion (CRVO) had developed. OCT showed prominent macular edema due to CRVO.
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Figure 4. Retinal findings in diabetic papillopathy from the right eye
of the patient in case 3. Optic nerve swelling improved at 2 months
after sub-Tenon injection of triamcinolone. (A) Fundus photography
demonstrated hyperemic swelling of the optic nerve and a laser scar
in eyes with regressed proliferative diabetic retinopathy. (B) Optical
coherence tomography (OCT) findings revealed optic nerve swelling
and macular cystic edema. (GE) Early phase fluorescein angiography
(FA) findings showed localized hyperfluorescence, and late phase
showed prominent leakage from the optic nerve. Visual field (VF)
examination revealed no altitudinal defect. (F, G) Retinal findings at 4
years after initial presentation showed a pale optic disc. (G) OCT find-
ings showed minimal cystic edema on the macula.
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