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Abstract
To report the rare case of a patient with

bilateral uveitis with meningococcal septi-
caemia from Neisseria meningitides, result-
ing to blindness and adjustment disorder. A
9-years-old boy presented to the Emergency
paediatric unit of a hospital with complaints
of fever, and neck stiffness of one week
duration. There was associated sudden
decreased vision, pain and photophobia of
both eyes. Neck was stiff and retracted with
positive Kernig’s and Brudzinski’s signs.
Neisseria meningitidis was isolated from
both the turbid CSF and the blood. Visual
Acuity (VA) was Perception of Light (PL)
and Counting Finger (CF) in right and left
eyes (RE and LE) respectively, with 360
degrees posterior synechiae and pupillary
membrane. Diagnosis of meningococcal
septicaemia with bilateral uveitis was made.
Patient was treated with IV ceftriaxone,
sub-conjunctival dexamethasone, dexam-
ethasone, atropine and moxifloxacin eye
drops and other supporting medications.
Although he showed improvement of VA to
RE-6/36, LE- 6/24, he absconded from fol-
low-up and later relapsed with subsequent
blindness (VA of Perception of Light in
Both eyes) and symptoms of adjustment
disorder. Although ocular involvement is
rare in meningococcal septicaemia, patients
should always have detailed ophthalmolog-
ical examination as prompt diagnosis and
management could improve the visual out-
come. 

Introduction
Meningococcal meningitis is a disease

caused by Neisseria meningitides. One of

the commonly reported epidemics within
the meningitis belt of the African sub region
was that of 2009 attributable to Neisseria
meningitides sero group A. Northern
Nigeria and Niger accounted for about 85%
of cases.1,2 This was followed by mass vac-
cination with menafric.3-5 

Children with Nesseria meningitides
meningitis could develop complications
such as purpura fulminans, polyarthritis
and cutaneous vasculitis.2 Complication
such as bilateral uveitis and endophthalmi-
tis are rare.6

Even though this intraocular inflamma-
tion is rare it may be caused by spread of the
micro-organisms from the primary site of
infection haematogenously penetrating the
blood ocular barrier to the eye (secondary
site).7 Factors such as immune suppression,
prolonged Intensive care unit stay and intra-
venous drug use have been reported to be
some of the predisposing factors.8
Blindness could result from meningitis
through raised intracranial pressure leading
to papilloedema or disc oedema, it could
also be as a result of infiltration of the optic
nerve with resulting neuropathy. It could
rarely be as a result of cortical blindness,
sterile reactive uveitis or endophthalmitis.
Adjustment disorder is the development of
emotional or behavioural symptoms in
response to an identifiable stressor(s) occur-
ring within 3 months of onset of the stres-
sor.9 We are reporting this case to highlight
that default from follow-up and manage-
ment could lead to relapse and blindness in
uveitis associated with meningitis.

Case Report
We present a 9-years-old primary 3 boy,

who presented to the EPU of a tertiary health
facility with complaints of fever and neck
stiffness of 1 week duration. The fever was
high grade, continuous, briefly relieved by
analgesics. There was sudden decreased
vision and photophobia in both eyes with
associated headache but not convulsion, loss
of consciousness or hearing loss.

He is the 8th child in a monogamous set-
ting of 10 children. His father died from a
short illness 2 weeks prior to presentation;
the mother is a petty trader. The patient had a
delayed grief reaction. Since father’s death
the family has found living difficult. They
earn 250 to 300 naira per day (about 0.5 to
0.75 USD).

Physical examination revealed a child
with altered sensorium (Glasgow coma score
- 11/15), febrile (temperature of 40°C),
weight and height of 17kg and 117cm. His
neck was stiff with positive Kerning’s and

Bruzunski’s signs. Pulse rate was 98 bpm,
regular, moderate volume with normal heart
sounds. His respiratory rate was 35
breaths/min, and had SpO2 of 90%.
Ophthalmological findings include Visual
Acuity (VA) unaided: Perception of Light
(PL) –Right eye and Counting fingers (CF)
at 1m – Left eye. We couldn’t assess color
and contrast sensitivity because of poor
vision. There was mucopurulent discharge
from both eyelids, conjunctivae were hyper-
aemic, with grade 2 corneal haziness and
centrally located keratic precipitates, fresh
and pigmented. There was flare and cells but
no hypopyon in the anterior chamber. Pupil
had a 360 degree posterior synechiae with
fibrinoid pupillary membrane which
obscured further view in both eyes. 

Intraocular pressure measured with
applanation tonometer was 12mmHg and
11mmHg in the right eye and left eye respec-
tively. There were no significant findings in
other systems. 
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Investigations
i) Ocular B-Scan done showed clear lens

with vitreous opacities.
ii) Vitreous tap was done however,

microscopy culture and sensitivity of the
vitreous sample were negative. Eye swab
for m/c/s yielded no growth.

iii) Lumbar puncture revealed turbid
Cerebrospinal Fluid (CSF) with raised
opening pressure. The CSF had elevated
protein (0.6g/l) and low glucose
(20mg/dL) content. 
Random blood glucose was 7.4mmol/L.

Full blood count showed leucocytosis of
13.4×109 with neutrophilia. Both CSF and
blood cultures isolated Neisseria meningi-
tidis serotype C, sensitive to Ampicillin,
Ceftriaxone, Chloramphenicol,
Ciprofloxacin and Meropenem. He had
hypokalemia, other electrolytes were normal.
The diagnosis of Meningococcal meningitis
with bilateral uveitis was made, the patient
was given intravenous Ceftriaxone
(100mg/kg/day), Dexamethasone
(0.15mg/kg 6 hourly) for 2 days,
Paracetamol, oxygen supplementation and
intravenous fluids. Ocular treatment includ-
ed sub-conjunctival dexamethasone 2mg
daily for 3 days, dexamethasone eye drop
hourly for 48 hours, then 2 hourly for 12
days, then 4 hourly thereafter. Atropine eye
drop 8 hourly and MOXIFLOXACIN eye
drops 4 hourly were also given.

After 3 weeks on admission, the child
improved. Visual acuity unaided RE- 6/36,
LE- 6/24.Corneal haziness had reduced, lens
was clear and the pupillary membrane partial-
ly cleared with a visible faint fundal red
reflex. He was discharged on dexamethasone,
atropine and moxifloxacin eye drops. He was
lost to follow up until two months later when
he presented with recurrence of ocular symp-
toms and signs, visual acuity of PL in both
eyes and has not improved since then. 

At about 13 months after his initial
admission, he developed behavioural prob-
lems. The neuropsychological assessment
found that patient has visual impairment;
there was no impairment in other sense
organs. He had no focal neurological signs
and no thought, perceptual disturbances or
cognitive deficit. Psychometric assessment
with the Cambridge Inventory Neurological,
Reporting Questionnaire for children and the
Centre for Epidemiological Studies
Depression scale for Children (CESD-C)
indicated patient was experiencing an adjust-
ment reaction with an anxiety component.
The anxiety becomes more pronounced
whenever he goes to school.

At present, patient has received coun-
selling for the adjustment disorder and has
been enrolled into the school for the blind so
that he can learn braille and vocational skill. 

Discussion
Ocular involvement in patients with

Meningococcal meningitis has been dis-
cussed by Shuttle et al.10 This is in keeping
with the protean manifestations of the dis-
ease. Our patient was found to have bilater-
al uveitis similar to what was reported by
Faye et al.11They observed eye involvement
in one of the 5 paediatric patients admitted
with meningococcal infection over a 2 and a
half-year period in France.11 However, the
patients they described had the W135 sub-
type while ours had the C type meningococ-
cal disease. These differences in subtype
can be accounted for by regional predilec-
tion. The C subtype now predominates the
A type in Western Africa12 while other
strains like the W135 is commoner in
Europe.12 Involvement is usually bilateral
but unilateral involvement is not uncom-
mon and has been documented.10

In the case presented here the patient
had bilateral uveitis that we think may be a
sterile reactive uveitis. He initially showed
improvement of ocular symptoms, the
patient defaulted and when he came back,
he had seclusion pupillae with a membrane
and posterior synechiae obscuring further
view of the posterior segment where he may
have posterior uveitis. 

This was confounded by delayed pre-
sentation and lack of adherence to treatment
which can be explained by the poor finan-
cial status of family. The patient’s malad-
justment stemmed from educational diffi-
culty coupled with lack of vocational train-
ing and difficulty with mobility. This is in
line with findings from Ilorin, Nigeria.13

It is to address these issues that patient
was enrolled at the school of the blind. This
will help him with educational and voca-
tional learning. The process of adjustment
to blindness is a process that takes time as
one goes through the phases of trauma,
shock and denial, mourning and withdraw-
al, succumbing and depression, reassess-
ment and reaffirmation, coping and mobi-
lization and self-acceptance and self-esteem
as elucidated by Tuttle and Tuttle.14 The
patient seems to be in stage four and will
likely reach stage seven quickly based on
the management instituted.

Conclusions
The presentation of meningococcal

meningitis is protean, associated ocular
morbidity are not uncommon. Prompt diag-
nosis, intervention and adherence to medi-
cations are associated with good prognosis. 
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