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Unusual bilateral panuveitis uveitis with brucellosis
Naif AlMutairi1, Khaled AlRubaie1, Khaled S. Asharari2, Hani B. Albalawi3

Abstract:
Brucellosis is a zoonotic disease that can be found worldwide. Although it has been eradicated and is under 
control in most developed countries, it still represents an important health problem in many parts of the world. 
In this case report, we present a rare unusual findings of a case with panuveitis uveitis secondary to brucellosis.
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IntroductIon

Brucellosis is a zoonotic disease that can 
be found worldwide. Although it has 

been eradicated and is under control in most 
developed countries, it still represents an 
important health problem in many parts of 
the world, including the Middle East, the 
Mediterranean, Mexico, and Central and 
South America.[1‑3] Brucellosis, also known as 
Malta fever, undulant fever, or Mediterranean 
fever, is a systemic infectious disease that is 
transmitted to humans through the ingestion 
of the unpasteurized or raw milk and cheese 
of animals infected with Brucella organisms 
(e.g., sheep, cattle, camels, pigs, and dogs) or 
through contact with infected animals. Ingestion 
of the undercooked meat of infected animals is 
an uncommon route of transmission.[4]

Although KSA is a country that has undergone 
rapid modernization over the past 40 years, 
maintaining traditions remains important. The 
combination of the modern and the traditional is 
a hallmark of Saudi Arabian life. Raising camels 
is an essential part of the history of KSA. Camel 
owners are proud to have them and take care of 
their dynasties. Furthermore, they derive many 
benefits from camels including the consumption 
of their milk and meat. Those who own and tend 
to camels usually prefer to drink unpasteurized 

camel milk, when it is frothy and warm, directly 
after squeezing it from the animal. Passersby also 
commonly enjoy camel milk, preferring to get it 
fresh directly from shepherds. People who live in 
rural areas often raise sheep and goats and serve 
their unpasteurized milk to guests.[5]

In KSA, higher incidences of brucellosis 
have been reported in Al‑Qassim, Aseer, Hail, 
Northern Borders, and Najran. Those aged 
15–44 years old had the highest prevalence of 
brucellosis.[6]

Brucellosis is a multisystem disease that may 
present with a broad spectrum of clinical 
manifestations. Complications of this disease 
can affect almost all organs and systems with 
varying incidence. The disease may be acute or 
chronic. The main symptoms are fever, chills, 
sweating, headache, malaise, arthralgia, myalgia, 
anorexia, weight loss, splenomegaly, and diffuse 
lymphadenopathy. Organ involvement of the 
lung, bone, kidney, central nervous system, heart, 
and eye occurs in about 10%–15% of cases.[3,7‑11]

The  eye  invo lvement  in  b ruce l los i s 
occurs  in  d i ff e ren t  fo rms  inc lud ing 
dacryoadenitis, conjunctivitis, episcleritis, 
keratitis, iritis, iridocyclitis, neuroretinitis, 
retinitis, choroiditis, panuveitis, pars planitis, and 
hyalitis. The clinical manifestations of ophthalmic 
brucellosis include injection, blurred vision, 
eye pain, tearing, diplopia, foreign‑body 
sensation, cotton‑wool lesions, exudative retinal 
detachment, and retinal hemorrhage.[12‑16]

Address for correspondence: 
Dr. Naif AlMutairi,  

King Khaled Eye Specialist 
Hospital, Al‑Arouba, Riyadh, 

Saudi Arabia. 
E‑mail: nkmutairi@kkesh.

med.sa 
Submitted: 16‑May‑2019 

Revised: 12‑Apr‑2020 
Accepted: 06‑Jul‑2020

Published: 18‑Feb‑2022

1King Khaled Eye Specialist 
Hospital, Al‑Arouba, Riyadh, 
2Prince Mohammed Medical 
City, Sakaka, 3Department of 
Ophthalmology, University of 

Tabuk, Tabuk, Saudi Arabia

Case Report

Access this article online
Quick Response Code:

Website:
www.saudijophthalmol.org

DOI:
10.4103/1319-4534.337852

How to cite this article: AlMutairi N, AlRubaie K, 
Asharari KS, Albalawi HB. Unusual bilateral panuveitis 
uvei t i s  wi th  brucel los is .  Saudi  J  Ophthalmol 
2021;35:143‑5.

This is an open access journal, and articles are 
distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 4.0 License, which 
allows others to remix, tweak, and build upon the work 
non‑commercially, as long as appropriate credit is given and 
the new creations are licensed under the identical terms.

For reprints contact: WKHLRPMedknow_reprints@wolterskluwer.com



AlMutairi, et al.: Unusual bilateral panuveitis uveitis with brucellosis

144 Saudi Journal of Ophthalmology  - Volume 35, Issue 2, April-June 2021

case report

A 31‑year‑old healthy female, from Hail city, presented to the 
ophthalmic emergency department complaining of bilateral 
photophobia and pain, both with onset 2 months prior. She 
has a history of bilateral knee pain, malaise, fever, and upper 
respiratory infection that complains start 3 weeks after she 
consuming unpasteurized milk. At that time, she was admitted 
to a general hospital and placed on an intravenous antibiotic 
for 9 days. A systemic review indicated a positive history of 
raw milk consumption, positive history of sporadic knee pain 
with no stiffness, a positive history of multiple skin papules, 
no back pain, no history of contact with tuberculosis patients, 
no history of tuberculosis in the family, no history of oral or 
genital ulcer, no history of shortness of breath or cough, no 
history of night sweats, no history of weight loss, no history 
of tinnitus or hearing problems, no history of gastrointestinal 
problems, and no history of limb numbness.

On examination, the visual acuity was 20/100 right eye (OD) 
and 20/400 left eye (OS), intraocular pressure was 12 mmHg 
bilaterally, and lid and conjunctiva were within normal limits 
bilaterally. The cornea shows fine keratic precipitate in both 
eyes, there were multiple posterior synechiae with no nodules 
bilaterally, and the anterior chamber was deep with 2+ cells 
bilaterally. The lens was clear in both eyes. Ophthalmoscopy of 
the OD indicated a flat retina, mild disc swelling nasally, severe 
anterior vitreous cell, macular edema with no snowbanks or 
snowballs, and no retinitis or vasculitis. Ophthalmoscopy of the 
OS indicated a flat retina, mild disc swelling, severe anterior 
vitreous cell, macular edema, no snowbanks or snowballs, and 
no retinitis or vasculitis.

Optical coherence tomography (OCT) indicated macular 
edema with intra‑ and subretinal fluid that was greater in 
the OS compared to the OD and choroidal thickening in 
the OS [Figure 1a and b]. Fundus fluorescein angiography 
indicated hyperemic disc and multiple areas with diffuse 
pinpoint hyperfluorescence with late leakage in both 
eyes [Figure 2]. Magnetic resonance imaging was normal, 
with no signs of multiple sclerosis. Complete blood count, 
liver function test, and renal function test were normal. The 
following tests were requested, and the results were negative 
for purified protein derivative (PPD), venereal disease 
research laboratory (VDRL), fluorescent treponemal antibody 
absorption (FTA‑ABS), rheumatoid factor (RF), antinuclear 
antibodies (ANA), and antitoxoplasma Ab (IgM and IgG). 
Chest computed tomography was normal. The patient was 
started on topical prednisolone four times daily, atropine three 
times daily until we ruled out tuberculosis.

Three days later, PPD was negative. Then, we suspected 
brucellosis based on the clinic manifestation and history of 
unpasteurized milk despite a negative serology result for 
Brucella (Brucella total antibody was 1:80 and Brucella IgG 
antibody <1:20), which well known of lack specificity and 
provide results that may be difficult to interpret in individuals 
repeatedly exposed to Brucella organisms and we consulted an 

infectious disease specialist. Due to patient symptoms that were 
consistent with brucellosis and a fever, the infectious disease 
specialist advised us to start the patient on a course of oral 
doxycycline 100 mg twice daily and oral rifampicin 300 mg 
twice daily for 6 weeks with no systemic steroid.

Three weeks later. At follow‑up, the vision was 20/40 OD and 
20/160 OS, and intraocular pressure was 13 mmHg bilaterally. 
All systemic and ocular symptoms of the patient were resolved; 
on slit‑lamp examination, the lid and conjunctiva were within 
normal limits bilaterally. The cornea shows resolved the keratic 
precipitate in both eyes, there were few posterior synechiae with 
no nodules bilaterally, and the anterior chamber was deep and 
quit bilaterally. The lens was clear in both eyes. Ophthalmoscopy 
of both eye indicated a clear vitreous, flat retina, normal optic 
disc, no vasculitis, and no retinitis. OCT showed a dramatic 
decrease in macular edema bilaterally [Figure 3a and b].

dIscussIon

Ocular complications of brucellosis include most commonly, 
cataracts, followed by vitreal alterations, phthisis bulbi, 

Figure 1: (a and b) Optical coherence tomography of both eyes at 
presentation of a patient with brucellosis shows central involvement 
macular edema with fluid accumulation intra‑retinal at outer plexiform 
layer, inner nuclear layer, as well as subretinal

ba

Figure 2: (a and b) Fundus fluorescein angiography both eye at presentation 
of a patient with brucellosis shows bilateral hyperfluorescence optic disc, 
and late leaks at macular area both eye, with characteristic flower petal 
appearance right eye

ba

Figure 3: Optical coherence tomography after 3 weeks of treatment for 
brucellosis (a and b) shows resolved macular edema in one eye and 
improve macular edema in another eye

ba
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maculopathies, glaucoma, neovascular retinal membrane, 
tractional retinal detachment, and other less frequent 
complications.[13] Rolando et al.[17] reported that the most 
frequent uveal syndrome was posterior uveitis, followed by 
panuveitis. They[17] found that 9 (35%) of 25 patients with 
brucellosis had posterior uveitis (35%) and 8 (32%) had 
panuveitis. The current case indicates that brucellosis remains 
an important health problem in many developing countries and 
some patients with brucellosis may present with uveitis which 
is treatable.

We initially suspected an infectious uveitis, and a systemic 
workup was performed to rule out brucellosis, tuberculosis, 
toxoplasmosis, and syphilis. These laboratory tests were 
negative. Hence, the history and unusual ocular presentation 
we suspected brucellosis. At 3‑week follow‑up after 
beginning treatment with oral doxycycline 100 mg twice 
daily and oral rifampicin 300 mg twice daily, vision and 
ocular sign dramatically improved. Brucellosis should be 
considered in patients who consumed unpasteurized milk 
and live in the endemic area despite negative Brucella total 
antibody was and Brucella IgG antibody results, which well 
known of lack specificity and provide results that may be 
difficult to interpret in individuals repeatedly exposed to 
Brucella organisms.[18]

conclusIon

A young patient presented with bilateral panuveitis uveitis, 
and history and ophthalmic findings suggested brucellosis. 
The patient improved dramatically during treatment with 
doxycycline and rifampicin.
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