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Case report  

 

Malignant hypertension: ocular involvement in a young woman 

 

Abstract : 

In this article, we highlight the importance of the ophthalmologist in the diagnosis of 

hypertensive emergencies. It is crucial to know how to make the correct diagnosis and 

correctly refer the patient. We report a case of a 23-year-old female patient with a history of 

undocumented nephropathy since the age of 10 yearsthat was admitted for a sudden 

decrease in visual acuity and persistent headaches that did not respond to pain medication. 

Diagnosis is often difficult and delayed, the role of the ophthalmologist remains crucial, as 

our case illustrates. It underlines the urgent need to reduce blood pressure, and highlights 

the importance of regular follow-up and compliance with treatment to prevent serious 

complications 
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Introduction : 

Malignant hypertension may present with retinopathy, choroidopathy, and optic 

neuropathy. Flame‐shaped retinal hemorrhages, an early finding, are due to smooth muscle 

necrosis and bleeding along the nerve fiber layer. Hypertensive optic neuropathy is a late 

finding. Optical coherence tomography is a relatively new imaging technique for evaluating 

retinal thickness and the location of pathology in patients with malignant hypertension [9]. 

Ophthalmologic disease most commonly affects the retina, choroid, and optic nerve and has 

a variety of presentations both acute and chronic [10].  

 

 

Presentation of case: 

A 23-year-old female patient with a history of undocumented nephropathy since the age of 10 years 

was admitted for a sudden decrease in visual acuity and persistent headaches that did not respond 

to pain medication. The patient had previously stopped taking her anti-hypertensive medication 5 

years ago due to poor compliance. Upon examination, it was found that her visual acuity was 

severely impaired in both eyes. Fundus examination revealed bilateral papilledema(papilledema is a 

term used only associated with intracranial hypertension, here the right term is swollen disc or optic 

disc edema), with more pronounced symptoms on the left. The fundus also showed flaming 

hemorrhages and dry exudates, as well as retinal serous detachment with a stellate appearance of 

the macula. Additionally, there was significant narrowing of the entire arterial vascular tree(figure 1). 

OCT showed retinal serous detachment with cystoid oedema (figure 2). During the general 

examination, it was discovered that her blood pressure was 200mmHg systolic and 150mmHg 
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diastolic. After quickly stabilizing her blood pressure, further tests were performed, including urea 

and creatinine levels in the blood, as well as a complete blood ionogram , which did not reveal any 

abnormalities. A cerebral CT scan ruled out intracranial expansion, hydrocephalus, and venous 

thrombosis. The patient was then referred to the nephrology department for further management. 

 

Discussion : 

Although rare, malignant arterial hypertension (MAHT) is a condition with a relatively stable 

incidence rate (1) and has a severe prognosis if not adequately treated (2). 

The majority of cases of malignant hypertension are in fact cases of essential hypertension (3), like 

that of our patient. 

Malignant hypertension is characterized by a sudden increase in blood pressure, accompanied by 

grade III or IV retinopathy (4). 

The characteristic lesions observed on the fundus can be used to diagnose malignant hypertension 

(5). 

Ophthalmological involvement is defined by stage III or IV of the Keith and Wagener classification on 

the fundus. This is characterized by the presence of retinal hemorrhages and exudates, as well as 

papilledema( swollen disc or optic disc edema), all of which occur bilaterally (6). 

The prognosis of hypertensive retinopathy is generally favorable. Characteristic retinal changes tend 

to resolve rapidly, within two to three months, with early antihypertensive treatment. However, it's 

important to stress that not all malignant retinopathies are fully reversible(7). 

Malignant hypertension is a serious, life-threatening emergency. It requires immediate blood 

pressure reduction. Ocular changes generally disappear with the use of systemic antihypertensive 

drugs (8). ( it is also important to discuss about the prognosis of the malignant hypertensive 

retinopathy, the mortality of the disease untreated is 50% in 2 months and 90% in 1 year) 

Conclusion: 

Malignant hypertension requires rapid diagnosis and management because of the vital risk involved. 

Although diagnosis is often difficult and delayed, the role of the ophthalmologist remains crucial, as 

our case illustrates. It underlines the urgent need to reduce blood pressure, and highlights the 

importance of regular follow-up and compliance with treatment to prevent serious complicationsand 

death. 
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Figure 1:showed  bilateral papilledema dry exudates, as well as retinal serous detachment with a 

stellate appearance of the macula 
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Figure 2: OCT showed retinal serous detachment with cystoid oedema A:right eye B:left eye 
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