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INTRODUCTION

Uveltis, inflammation of the eye is a relatively uncommon condition with an
estimated incidence of 17.4 to 52.4 cases per 100,000 person-years and a
prevalence of 58.0 to 114.5 per 100,000 persons. However, it accounts for
10% to 15% of all causes of blindness among people of working age in
the developed world. Leading to a heavy burden on many individual lives,
loss of productive work years, and personal independency.

The international uveitis study group has standardized the uveitis
nomenclature according to the location of the inflammation: into (anterior
uveitis, AU), intermediate (IU), Posterior (PostU) and Panuveitis (PanU)
(Figure 1).
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While in some patients uveitis may involve only the anterior segment (AU),
is relatively benign with few complications and a good visual outcome, in
others, with non-AU disease, that include U, PostU or PanU, it may result
in complications with permanent visual loss.

METHODS

We conducted a cross-sectional study of all patients who attended the
uveitis clinic of a single consultant (SL) at Moorfields Eye Hospital,

London, UK over two years period.
Patients were included if they were examined in the clinic and diagnosed
as having uveitis. Exclusion criteria were patients who loss follow up.

The collected information included:

« Patients demographic data.

* Disease anatomical classification according to SUN classification,

« Best corrected visual acuity (BCVA) obtained with the patient's own
spectacles and a pinhole at first presentation, follow-ups and final visit.

« Causes of vision loss (determined as the earliest ocular change that
was related to irreversible BCVA of less than 6/12.

* Treatment decisions and side effects.

* Number of clinic visits.

RESULTS

1077
609 (56.6)
Age at Presentaion, yr, mean (SEM) 40.7 (0.5)
Systemic involvement, patients 197 (18.3)

Bilateral Disease, patients 722 (67.03)

Non-Anterior Uveitis, eyes 1207 (67.1)
Length of Follow-up, yr, mean (SEM) 7.97 (0.17)

BCVA, LogMAR, mean (SEM) 0.34 (0.04)

Phakic lens at baseline 1755 (97.6)

Table 1- Baseline characteristics of uveitis patients at time of diagnosis. SEM=
Standard error of mean, BCVA= best corrected visual acuity, LogMAR= logarithm of
the minimum angle of resolution.

Table 2- Causes of vision loss among all uveitis patients. All causes of eyes vision loss
(6/15=2BCVA=6/36) or severe vision loss (BCVA<6/36). For each cause the number of eyes and
percentage of all cases are noted. MVL= moderate vision loss, SVL= severe vision loss, CME=
cystoid macular edema, ERM= epiretinal membrane

Crude RR* (95% Cl, P) Adjusted RR** (95% Cl, P) Crude RR* (95% Cl, P) Adjusted RR** (95% Cl, P)
1.13 (0.83-1.54, 0.43) 1.38 (1.0-1.9, 0.05)
2.09 (1.46-2.99, <0.001) 1.5 (1.11-2.02, 0.008) 3.03 (1.99-4.6, <0.001) 1.62 (1.03-2.54, 0.04)

. 4.41 (1.72-11.39, 0.001) 1.4 (0.67-2.98, 0.38) 8.69 (3.84-19.65, <0.001) 4.47 (2.34-8.54, <0.001)
Cornea Clarit

2.54 (1.87-3.44, <0.001) 0.93 (0.74-1.18, 0.55) 2.27 (1.65-3.12, <0.001) 0.95 (0.68-1.33, 0.77)

Vitreous Opacities 1.99 (0.97-4.05, 0.06) 2.55(1.55-4.2, <0.001) 2.22 (1.08-4.53, 0.03) 3.13 (1.48-6.6, 0.003)

Retinal Detachment 4.03 (2.02-8.01, <0.001) 1.9 (1.1-3.29, 0.02) 11.15 (6.36-19.55, <0.001) 2.69 (1.67-4.33, <0.001)

3.99 (2.93-5.44, <0.001) 2.22 (1.72-2.87, <0.001) 2.13 (1.52-2.96, <0.001) 1.09 (0.75-1.57, 0.66)

RPE Atroph 3.8 (2.05-7.04, <0.001) 1.2 (0.73-1.97, 0.48) 8.75 (5.19-14.77, <0.001) 1.33(0.84-2.1, 0.23)

. 6.45 (3.51-11.85, <0.001) 3.59 (2.37-5.45, <0.001) 28.61 (17.27-47.4, <0.001) 6.39 (4.41-9.26,<0.001)
Macular Scarring

3.31(2.33-4.71, <0.001) 1.17 (0.89-1.55, 0.27) 1.49 (0.96-2.32, 0.08) 0.6 (0.38-0.95, 0.03)

14.99 (2.73-82.42, <0.001) 3.9 (1.57-9.67, 0.003) 12.43 (2.06-74.91, <0.001) 4.04 (1.23-13.23, 0.02)
Macular Hole

Obtuc Neuropath 4.59 (2.27-9.26, <0.001) 2.08 (1.18-3.68, 0.01) 5.56 (2.79-11.08, <0.001) 5.01 (2.68-9.37, <0.001)

. 1.02 (1.0-1.04, <0.001) 3.06 (1.46-6.41, 0.003) 3.86 (1.6-9.3, 0.003)
Macular Ischaemia

Oral Steroid Rx 1.55(1.15-2.1, 0.004) 0.66 (0.5-0.87, 0.003) 2.97 (2.1-4.19, <0.001) 1.33 (0.89-1.98, 0.17)
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. 1.79 (1.25-2.55, 0.001) 1.32(0.97-1.78, 0.08) 1.83 (1.26-2.64, 0.001) 0.88 (0.59-1.32, 0.54)
Oral Immunosupression

Table 3- Risk factors for loss of visual acuity in eyes with uveitis. *Crude RR = relative risk (95%CIl = 95%
confidence interval, P value) for univariate analyses of single exposure variable. **Adjusted RR = relative risk
(95%CI = 95% confidence interval, P value) for multivariate analyses in which all exposure variable were
included and stepwise regression utilized that eliminated all variables with P values <0.1.

RESULTS

Prednisolone, % 18.2 62.1 <0.001

Prednisolone > 40mg, % 6.5 40.3 <0.001

2" Line agents, % 5.2 20.2 <0.001

Table 4- Uveitis Economic Burden There was no difference in the annual number of clinic visits
between these two groups (p=0.19). Among patients who received oral prednisolone (46.8%)
required a dose of over 40mg a day and (25.4%) also required one or more second line agents.
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Figure 2- Long term change in BCVA in patients with AU and non-AU. BCVA remained stable
among AU patients, while non-AU patients had improvement in BCVA during the first year that
remained stable throughout the rest of their follow-up. *= p value= 0.02.

SUMMARY OF THE RESULTS AND CONCLUSION

Uveiltis is a chronic inflammatory condition, which can result in lasting
changes to ocular structure and visual function.

Among patients with uveitis permanent visual loss was most commonly
related to retinal changes, including cystoids macular edema , macualr
scaring, epiretinal membrane, cataract, glaucoma, media opacity, optic
neuropathy, retinal detachment, macular ishemia and hypotinus and
phthisis.

Although treatment is able to preserve vision, the burden of disease in
the form of frequent clinical visits, use of systemic and local
Immunosupression as well as treatment related side effects constitute a
significant concern in these patients.

Long term functional outcome among uveitis patients is good with BCVA
remaining stable for over 10 years of follow-up.

Uveitis has substantial economic burden which is found to be similar
regardless of the severity of disease or the risk of vision loss

Early diagnosis and more aggressive management, particularly of CME,
should reduce the degree of vision loss in the future.




