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Intermediate uveitis: Etiologies and outcomes in a tertiary 
referral hospital in KSA
Haneen Al‑Hujaili1,2, Khaled AlAbduljabbar3, Adel AlAkeely1, Hassan A. Al‑Dhibi1

Abstract:
PURPOSE: The purpose of the study is to evaluate the common causes of intermediate uveitis (IU) and outcomes 
of this disease in patients presenting to King Khaled Eye Specialist Hospital (KKESH) in Riyadh, KSA.

METHODS: This retrospective cohort study evaluated medical files of patients with IU was reviewed. A total 
of 109 patients were included in the study. The diagnosis followed the Standardization of Uveitis Nomenclature 
criteria. Data analysis included personal data, etiology of IU, treatment, and complications.

RESULTS: We identified 109 patients with IU. The mean age at diagnosis was 26.45 ± 15.31 years. Most 
were female (64.9%), and 86% were bilateral at presentation. The etiology of IU was idiopathic in 63.3%. 
Multiple sclerosis (MS) (19.3%) and tuberculosis (14.7%) were frequent systemic causes of IU. The pattern of 
complications included macular edema (42.1%), cataract (48.2%), and secondary glaucoma (30.7%); 28.9% 
of the patients had none of the complications. Treatment comprised topical, local, and systemic steroids, 
immunosuppressive agents, and biologics. The best‑corrected visual acuity was better than 20/40 in 57.5% of 
the eyes after more than 10 years of follow‑up.

CONCLUSION: This study demonstrated that at KKESH, most of the IU cases were idiopathic or associated with 
MS and tuberculosis. Visual prognosis is favorable even with the long duration of IU and numerous complications.
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IntroductIon

Intermediate uveitis (IU) is an inflammation 
that mainly involves the anterior vitreous, 

peripheral retina, and the ciliary body.[1,2] It 
accounts for 12.7% of the uveitis cases[3] and is 
usually bilateral; it affects children and young 
adults. IU can be idiopathic (pars planitis) 
or secondary to infectious or noninfectious 
causes. Common infectious causes that lead 
to IU are tuberculosis and Lyme’s disease; 
noninfectious causes are sarcoidosis and multiple 
sclerosis (MS).[4] Clinical features are anterior 
vitreous cells, peripheral vasculitis, and the 
presence of snowballs and snowbanks. This is 
a chronic disease, and it can lead to blindness 
if left untreated.[5] Macular edema, cataracts, 
and vitreous opacities are the most common 

complications and causes of vision loss.[6] This 
study aimed to evaluate the common causes 
of IU and outcomes of this disease in patients 
presenting to King Khalid Eye Specialist 
Hospital.

Methods

The study was approved by the Research 
Committee in King Khaled Eye Specialist 
Hospital. Patient consent was not required because 
this was a retrospective study. The medical files of 
all patients with IU were retrieved and reviewed. 
IU was classified according to recommendations 
by the Standardization of Uveitis Nomenclature 
working group.[1,2] Patients diagnosed with any 
disorder other than IU were excluded. Data 
analysis included demographics, etiology of IU, 
treatment modalities, complications, and visual 
acuity at the first and last visit.
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Table 1: BCVA 1st visit VS Last visit
VA then range of VA 
then %

Range of VA Percentage

BCVA eyes, initial visit 20/20‑20/40 48.2
<20/40‑20/200 39.9

<20/200 11.8
20/20‑20/40 57.5

BCVA eyes, final visit <20/40‑20/200 33.8
<20/200 8.8

BCVA: Best‑corrected visual acuity
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Statistical analysis
Continuous factors are presented as mean, standard 
deviation (SD), standard error of the mean, and confidence 
interval. Categorical data are presented as percentages. The 
analysis was performed using  SPSS, Version 21.0. Armonk, 
NY: IBM Corp.

results

A total of 109 patients with IU were included. The mean 
follow‑up period was 11.7 years (range: 0.7–30.0 years). 
Nearly two‑thirds of these patients were female (65.1%); 
93.9% of patients had bilateral involvement, and 86% of the 
patients had bilateral involvement at presentation. The rest 
had symptoms and signs affecting only one eye initially; the 
other eye became involved later in the course of the disease. 
Here, 63.3% (n = 69) of the IU cases were idiopathic. MS 
accounted for 19.3% (n = 21), tuberculosis for 14.7% of the 
patients (n = 16), and 2.7% (n = 3) had sarcoidosis [Figure 1]. 
The mean age at diagnosis was 26.45 ± 15.31, and it varied 
with the underlying origin of IU. Patients with idiopathic 
IU were the youngest (mean: 22 years (SD: 14) followed 
by the MS group (mean: 28 years; SD: 12). Patients with 
tuberculosis (mean: 40 years; SD: 12) and sarcoidosis (mean: 
47 years; SD: 17) were older at the time of diagnosis. Most of 
the pediatric cases (age 13 or less) were idiopathic (n = 20\22).

In terms of treatment, 22.8% of the IU patients were 
controlled with topical steroids only. The rest needed 
systemic treatment such as systemic steroids (56.1%), local 
steroids (intravitreal or transseptal steroids) (25.4%), and 
systemic immunosuppression (azathioprine, methotrexate, 
mycophenolate mofetil, or cyclosporine A (24%). Biologics 
were only used in 3.5% (mainly anti‑TNF drug) [Figure 2]. 
Most of the patients required more than one therapy. There 
were no differences in treatments employed based on etiology 
except in patients with tuberculosis. Antituberculosis therapy 
was started in all patients with adjunctive therapy in the form 
of oral steroids (n = 16) and azathioprine (n = 4).

Figure 1: Etiologies Figure 2:  Treatment

A total of 71.1% of the IU patients developed at least 
one complication. Cataracts (48.2%) and cystoid macular 
edema (CME) (42.1) were the most frequent complication 
followed by glaucoma (30.7) [Figure 3]. Visual acuity was 
stable among the patients. At the end of follow‑up, 57.5% 
of the eyes had a best‑corrected visual acuity of 20/40 or 
better [Table 1]. As shown in [Figure 4], the percentage of eyes 
with visual acuity of 20/40 or better increased with follow‑up.

dIscussIon

Our study showed that IU in patients presenting to KKESH was 
mostly bilateral and idiopathic. This was consistent with other 
studies around the world.[3,5,7‑10] Most patients have retained 
a best‑corrected visual acuity of 20/40 or better[7,8] despite 
numerous compilations.

In our study, MS was the second most common cause of IU. 
This was a similar finding to those of Ness et al. and Donaldson 
et al. Visual prognosis in patients with MS was good compared 
to the tuberculosis group [Figure 4 and Table 2]. Tuberculosis 
was a frequent underlying disease in IU in our patients and 
India[9] in contrast to other countries where it is rare.[7,8] 
Sarcoidosis was rare in our patients. We observed a marked 
difference in age at diagnosis depending on the underlying 
disease. The youngest patients suffered from idiopathic IU and 
the oldest from tuberculosis IU similar to Ness et al.

We found that ocular complications were frequent among 
IU patients. The development of cataract, CME, glaucoma, 
or epiretinal membrane formation is similar worldwide.[7,8,11] 
Similar to other studies, nearly two‑thirds of our patients 
required systemic treatment. The main systemic treatment 
indications in our study were the failure to control the 



Table 2: BCVA 1st visit VS Last visit 
BCVA better eye initial visit (count) BCVA better eye final visit (count)

20/20‑20/40 <20/40‑20/200 <20/200 20/20‑20/40 <20/40‑20/200 <20/200
Idiopathic 48 20 1 55 13 1
TB 8 7 1 8 8 0
MS 17 4 0 18 3 0
Sarcoidosis 2 1 0 1 2 0
BCVA: Best‑corrected visual acuity, TB: Tuberculous, MS: Multiple sclerosis
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inflammation or the development of a complication; 45% of 
our patients received immunosuppressive agents – this is more 
common than in other studies;[7,8,11] only 3.5% of the patients 
received biologics – mainly anti‑TNF drugs.

This study does have some limitations. First, the study was 
carried out using a retrospective study design that raises the 
possibility of systematic bias. Another limitation was the 
number of patients selected for the sample. A larger sample 
would provide additional accuracy. Although the sample size 
is small, it is in line with other studies carried out in different 
parts of the world. However, the results are useful for daily 
clinical practice.

conclusIon

Most of the IU cases in KKESH were idiopathic or associated 
with MS or tuberculosis. A majority of the patients needed 
systemic treatment, and the visual prognosis was favorable 
even with multiple complications.
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