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 Abstarct 
 Intermediate uveitis is a chronic, relapsing disease of insidious onset in which according to 

the SUN Working Group, the vitreous is the primary site of inflammation as determined clinically. 

Intermediate uveitis associated with systemic disease has variable course. Multiple sclerosis is 

associated with intermediate uveitis. 

 We report a case of multiple sclerosis were intermediate uveitis was the first presentation of 

the disease. A 33-year-old man with a 5 months history of decreased vision in his right eye. Best-

corrected visual acuity was 0.6 on his right eye and 1.0 on his left eye. Intraocular pressure was 17 

mmHg and 15 mmHg on the right and left respectively. He had no signs of ocular surface 

inflammation, cornea clear, AC without signs of inflammation, lens clear. Right eye 3+ vitreous cells 

and vitreous condensations left eye 1+vitreous cells. Right eye fundus showed  hyperemia of optic 

nerve head, irregular reflexes in the macula, peripheral retina without signs of retinitis or vasculitis. 

Left eye  fundus showed only optic nerve head slightly hyperaemic. OCT, Indocyanine Green 

Angiography and fluorescein angiography were performed.  We performed the investigations for 

diagnosing uveitis (angiotensin converting enzyme, serology for Treponema pallidum, Borrelia 

burgdorferi, Mantoux, neurological investigation) and all turned out to be negative except of MRI 

Brain and Spine that revealed multiple T2 hyperintense lesions consistent with multiple sclerosis.  

 Multiple sclerosis may present initially with an intermediate uveitis. Multiple sclerosis should 

be suspected in patients aged 20-50 even without any neurological symptoms, noting that intermediate 

uveitis  may precede other symptoms of demyelination. 
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 Introduction  
 Intermediate uveitis is a chronic, relapsing disease of insidious onset in which according to 

the SUN Working Group, the vitreous is the primary site of inflammation as determined clinically [1]. 

Intermediate uveitis may be idiopathic (at least half) or associated with a systemic disease. Systemic 

investigations a routinely performed, especially in the presence of suggestive findings. A minority of 

patient has a benign course, with spontaneous resolution within several years.  In other patients the 

disease is severe and prolonged, with episodic exacerbations. Intermediate uveitis associated with 

systemic disease has variable course. Enquiry and investigations targeted at the exclusion of an 

underlying cause is an imperative. Inestigations shoud include ESR and/or CRP, complete blood 

count, tests for multiple sclerosis,  sarcoidosis, Lyme disease, Syphilis, and Tuberculosis.  

 Intermediate uveitis can be the first manifestation of multiple sclerosis, noting that 

intermediate uveitis may precede other symptoms of demyelinisation [1].  

 

 Case report  
 A 33 year old man was referred to an ophthalmologist by his family doctor. He complained of 

5 months history of blurred an decreased  vision in his right eye, difficulty during reading on his 

smartphone in dim light, and glared car headlights during driving at  night.  Hi did not report any 

ocular, nor systemic condition, he did not take any medication and had no history of allergies. Hi did 

not have any other symptom except ocular.  

 His best-corrected visual acuity was 0.6 on his right eye and 1.0 on his left eye. Intraocular 

pressure was 17 mmHg and 15 mmHg on the right and left eye respectively. He had no signs of ocular 

surface inflammation, cornea clear, AC without signs of inflammation, lens clear. Right eye had  3+ 

vitreous cells and vitreous condensations and his  left eye had  1+vitreous cells. Right eye fundus 
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showed hyperemia of optic nerve head, irregular reflexes in the macula and peripheral retina was 

without signs of retinitis or vasculitis. His left eye fundus showed optic nerve head slightly 

hyperemic, irregular reflexes in the macula, peripheral retina without signs of retinitis or vasculitis. 

 We performed OCT on his posterior segment. It showed on his right eye cistoid macular 

oedema and average RNFL 166 mm and his left eye showed relatively normal macula with average 

RNFL 128 mm. 

 The Indocyanine Green Angiography and fluorescein angiography  showed: normal transit 

time with late staining of the optic nerve head in late phases (more pronounced in right eye) and 

staining of cystoid macular oedema in right eye. No signs of vasculitis on Indocyanine Green 

Angiography and fluorescein angiography. 

  

 

 

Figure 1. OCT of the right eye 

 

 

 
 

Figure 2. OCT of the left eye 

  

 He was diagnosed as intermediate uveitis. The next steps were the investigations for systemic 

inflammatory process. Erythrocyte sedimentation rate, C reactive protein and complete blood count 

were in normal ranges. Then we did other investigations, targeted at exclusion of an underlying cause. 

 We did tests for sarcoidosis (ace -angiotensin converting enzyme), Lyme disease (serology 
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for Treponema pallidum), Syphylis (serology), Tubetculosis (Mantoux test) and multiple sclerosis 

(neurological examination and MRI). Аll turned out to be negative except of MRI Brain and Spine 

that revealed T2 hyperintense lesion consistent with multiple sclerosis.  

 The patient was initiated on topical prednisolone acetate. Cycloplegia was achieved with 

topical atropine. He was referred to neurology for formal diagnosis and ongoing management of MS. 

 

 Discussion 
 Intermediate uveitis can manifest as a  blured vision, accompanied by vitreous floaters, there 

is usually no pain or rednes. Though initial symptoms are often unilateral, objective findings are 

typically present asymmetrically in both eyes. Sings of the disease include anterior uveitis, vitritis, 

peripheral periphlebitis, snowbankig, neovasculareisation of peripheral retina, optic disk swelling, 

cystoid macular oedema, macular epiretinal membrane, cataract, glaucoma, retinal detachment 

(generally uncommon) [1].  

 Enquiry and investigations targeted at the exclusion of an underlying cause is an imperative. 

Inestigations shoud include ESR and/or CRP, complete blood count, tests for multiple sclerosis 

sarcoidosis, Lyme disease, Syphilis, and Tuberculosis. Intermediate uveitis can be the first 

manifestation of multiple sclerosis. 

 MS is a chronic autoimmune demyelinating and degenerative disorder of the central nervous 

system that frequently affects both ocular motor and visual sensory systems. 

 Acute demyelinating optic neuritis is the most common ophthalmic manifestation with up to 

50% of adult patients experiencing at least one episode over the course of their disease [2]. Ocular 

motor manifestations include internuclear ophthalmoplegia, saccadic hypermetria, and gaze-evoked 

and pendular nystagmus [3, 4].
 
Reduction in contrast sensitivity and color perception is often present 

in patients despite normal visual acuity. Local anatomical changes including thinning of the retinal 

nerve fiber layer and macular volume loss may also be present in asymptomatic patients [5]. 

 Ocular inflammatory diseases, particularly pars planitis and retinal periphlebitis, are also 

associated with MS. The prevalence of uveitis in patients with MS varies widely in the literature from 

0.65% to 36.7% [5]. Patients with MS may develop variants of intermediate uveitis. The reported 

frequency of uveitis in patients with MS is as high, and uveitis is 10 times more common in this group 

than in the general population. MS usually affects white women 20-50 years of age. The onset of 

uveitis may precede the diagnosis of MS. Up to 15% of patients with pars planitis may eventually 

develop MS. Intermediate uveitis and panuveitis are the most common categories of MS-associated 

uveitis, and up to 95% of cases are bilateral. Periphlebitis in MS is not clearly related to optic neuritis, 

systemic exacerbations, or disease severity [6, 7]. 

 In the review of the 5 largest studies of MS and uveitis,
 
[8, 9, 10, 11] Olsen and Frederiksen 

[12] found no clear pattern as to whether uveitis or MS presents first.  

 While a common etiology or pathologic process remains unknown, shared human leukocyte 

antigens suggest a genetic predisposition. The treatment for MS-associated uveitis is not distinct from 

treatment of other types of noninfectious uveitis, but interferons may serve as a common therapeutic 

avenue for both CNS and eye disease. Further study is needed to better understand MS-associated 

uveitis and its link to demyelinating CNS disease. 

 

 Conclusion  
 Multiple sclerosis may present initially with an intermediate uveitis. Multiple sclerosis should 

be suspected in patients aged 20-50 even without any neurological symptoms, noting that intermediate 

uveitis  may precede other symptoms of demyelination. 
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