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Oculi Sinistra Anterior Uveitis in A 35 Years-Old Man
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Abstract

Purpose: This case study aims to describe the clinical presentation, diagnosis, and management of a 35-year-old male patient with Oculi
Sinistra Anterior Uveitis. It highlights the importance of early intervention in preventing complications, particularly vision impairment.
Methodology: The study is based on a case report of a patient presenting with acute unilateral anterior uveitis at the Eye Polyclinic of
Karanganyar Hospital. The diagnosis was established through a detailed clinical history, ophthalmologic examination, and symptom
analysis. The patient was treated with a combination of topical corticosteroids and antibacterial eye drops, along with oral corticosteroids,
to reduce inflammation and prevent infection.

Results: The patient presented with symptoms of unilateral eye pain, redness, tearing, and blurred vision. The ophthalmologic
examination revealed hyperemic conjunctiva, a cloudy anterior chamber, and a slightly delayed light reflex. Treatment with topical and
oral corticosteroids successfully reduced inflammation and improved symptoms. The patient’s prognosis was favorable, with
expectations of full visual recovery if treatment adherence was maintained.

Applications: This case emphasizes the significance of early diagnosis and appropriate treatment of anterior uveitis to prevent severe
complications such as glaucoma and cataracts. It also provides insights into the clinical presentation and management strategies that can
be applied in similar cases, particularly in regions where epidemiological data on uveitis are limited.

Introduction Section

Uveitis refers to the inflammation of the uvea, which comprises the iris, ciliary body, and choroid. Anterior uveitis
specifically involves inflammation of the iris, known as iritis, and the ciliary body tissue, referred to as iridocyclitis. This
condition typically presents unilaterally and has an acute onset. In developing nations, uveitis is responsible for 10-15% of
cases of blindness. Globally, there are approximately 15 new cases of uveitis diagnosed annually per 100,000 individuals,
translating to around 38,000 new cases each year, with a balanced distribution between males and females. Causes of
anterior uveitis include: idiopathic (idiopathic iridocyclitis), vasculitis/arthritis related diseases (HLA-B27 iridocyclitis,
juvenile rheumatoid arthritis, ankylosing spondylitis, Reiter syndrome, inflammatory bowel disease), infectious diseases
(Herpes simplex keratouveitis, Herpes zoster keratouveitis), neoplasm (leukemia/lymphoma) and pneumonia,
Streptococcus ginosa, and 2 other causes (Fuchs heterochromic iridocyclitis, traumatic iridocyclitis, glaucomatocyclitis
crisis). This patient had symptoms of eye pain since 2 days ago after waking up. Complaints accompanied by red, watery
eyes, and blurred vision. Then, the diagnosis obtained for this patient is anterior uveitis. Early treatment is necessary to
prevent blindness. The goals of treating anterior uveitis are to improve visual acuity, relieve ocular pain, eliminate ocular
inflammation or identify the origin of the inflammation, prevent synechiae, and regulate intraocular pressure.

Case Description

Mr.N, 35 years old, came to the Eye Polyclinic of Karanganyar Hospital on August 2, 2024 with a chief complaint of left
eye pain after waking up since 2 days ago. Complaints accompanied by redness, watery eyes, and blurred vision. The
patient has used eye drops containing tetrahydrozoline HCI and benzalkonium chloride but it did not improve. The patient
denied any history of diabetes mellitus, hypertension, and previous use of glasses.

At the time of the visit, the patient's general condition was good and the patient's consciousness was compos mentis.
An ophthalmologic physical examination of the patient revealed the following results: VOD: 6/6, VOS:6/6 On anterior
segment examination the superior et inferior palpebra were calm, conjunctiva bulbi OS hyperemic (+), COA OS cloudy
and deep (+) light reflex OS D+/ID+ (slightly slow). On palpation examination no tenderness was found in the left eye,
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Eyeball pressure 18-15 mmHg. The treatment given included eye drops containing a combination of Dexamethasone,
Polymyxin B, and Neomycin sulfate ED md/2 hours 1 drop, and methylprednisolone 4 mg 2-2-0 tablets after meals. The
administration of these two drugs is expected to suppress the anti-inflammatory reaction and prevent further infection.

Discussion

A 35-year-old male patient with a chief complaint of left eye pain after waking up since 2 days ago. This patient was
diagnosed with anterior uveitis based on history and examination. Based on anamnesis, the symptoms of eye pain were
found since 2 days ago after waking up. Complaints are accompanied by red, watery eyes and blurred vision.

The visual examination obtained the visus oculus dextra 6/6, while the visus oculus sinistra 6/6. On examination of the
anterior segment, the superior and inferior palpebra were calm, the bulbous conjunctiva OS was hyperemic (+), ciliary
injection was found in OS, the COA was cloudy and deep, the light reflex OS D +/ ID + (slightly slow).

Diagnosis of anterior uveitis can be made because of the presence of blurred vision and eye twitching. On examination
of the anterior segment, the bulbous conjunctiva is hieratic and the COA is cloudy.

Treatment included a formulation of eye drops that includes a blend of Dexamethasone, Polymyxin B, and Neomycin
sulfate ED MD/2 hours 1 drop, and methylpednisolone 4mg 2-2-0 tabs after meals. In an effort to prevent bacterial infection
and reduce local inflammation such as pain and redness, antibacterial eye drops and corticosteroids were given. In addition,
oral corticosteroids were given to prevent the expansion of inflammation and suppress inflammatory reactions.

There is no accurate data on the incidence of uveitis in Indonesia. Its prevalence varies depending on geographic
location, age of the population, place and time of the study. However, in the United States, uveitis accounts for 10% of
blindness, with an incidence of 15 new cases per 100,000 people each year. The incidence is lowest in the pediatric group
(prevalence 30/100,000) and highest in those over 65 years of age (prevalence 151.3/100,000). Female patients are slightly
higher than male patients (Budiono et al., 2019).

Acute anterior uveitis and recurrent acute anterior uveitis represent the predominant forms of uveitis encountered in
clinical practice. The leading contributors to moderate vision impairment in cases of acute anterior uveitis include corneal
scarring, uveitic glaucoma, and chronic cystic macular edema. For patients predisposed to uveitic glaucoma, gonioscopy
is employed to assess the progression of peripheral anterior synechiae (PAS). An infectious origin is a notable risk factor
for the onset of uveitic glaucoma, accounting for 13.9% of anterior uveitis cases, with the majority attributed to viral causes
(Al-Ani et al., 2020).

Symptoms of anterior uveitis are generally mild to moderate and may resolve on their own. However, severe uveitis
can lead to vision loss. Clinical symptoms include eye redness, pain, photophobia and decreased vision. Anterior uveitis
causes spasm of the ciliary muscle and pupillary sphincter muscle, causing dull/pulsing pain and photophobia. If the pain
is severe, you should suspect an increase in intraocular pressure. Spasm of the pupillary sphincter causes miosis and leads
to posterior fusion. Vision loss is mainly due to aqueous humor opacification and corneal edema, but uveitis does not
always cause corneal edema (Sitompul, 2016).

According to Sitompul (2016), the sign of acute anterior uveitis is ciliary injection due to vasodilation of the posterior
longus ciliary artery and anterior ciliary artery that bleeds the iris and ciliary body. In the anterior chamber, there is a
release of inflammatory cells, release of proteins (cells and flares), and deposition of inflammatory cells onto the corneal
endothelium (corneal deposits). Fine keratin deposits are generally caused by non-granulomatous inflammation, whereas
coarse keratin deposits are associated with granulomatous inflammation. This result is similar to the symptoms we found
in this patient, namely throbbing pain in the eye, decreased visual acuity and ciliary injection.

According to research by Accorinti et al. (2020) symptoms of acute anterior uveitis include corneal edema, abnormal
corneal sensation, previous history of keratitis and iris atrophy, unilateral involvement and an increase in IOP >24mmHg
without the use of corticosteroids. This is different in our patient, where there is unilateral involvement, no increase in
intraocular pressure and a history of keratitis. So viral uveitis can be used as a differential diagnosis for this case.

Topical corticosteroids are primarily employed to address inflammation in the anterior segment, as they exhibit limited
penetration into the posterior segment. Their key benefit lies in their capacity to attain therapeutic concentrations within
the anterior chamber (Steroid options for treatment of uveitis, 2024).

From many studies, it is found that many cases occur acutely and unilaterally with complications. The most common
is uveitis affecting the anterior segment followed by panuveitis, intermediate uveitis and finally posterior uveitis. Idiopathic
causes were the most common cause of anterior uveitis, while infectious causes were the most common cause of posterior
uveitis (Budiono et al., 2019).

Uveitis can recur, and patients with recurrent anterior uveitis are more likely to develop cataracts. Undergoing cataract
surgery will also increase the likelihood of anterior uveitis recurrence due to the surgery (Williams et al., 2017).
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According to research by Gueudry & Muraine (2017), the development of chronic uveitis or anterior uveitis can lead
to potentially blinding complications. Complications to the posterior segment include the occurrence of optic disc or
macular swelling. The development of chronic ocular hypertension and then secondary glaucoma is a major complication
of anterior uveitis. Local or systemic steroid treatment often encourages cataract, which often complicates anterior uveitis.

The prognosis in this case is ad vitam: bonam because it does not threaten death, ad visam: dubia ad bonam because
the vision is likely to return to normal because it is treated with the right medicine and on time, ad fungsionam: dubia ad
bonam because of course when vision has recovered it will not interfere with the patient's work activities, ad cosmeticam:
dubia ad bonam because it does not interfere with the function of aesthetics.

Inflammation of the posterior segment is more likely to be sight-threatening than anterior uveitis, but inadequately
treated anterior uveitis can lead to vision loss. The visual morbidity of both anterior uveitis and posterior uveitis imposes
a significant burden on patients' livelihoods and quality of life, as well as on economic productivity and the use of healthcare
resources (Xie et al., 2024).

The risk of vision loss is considerably reduced in cases of anterior uveitis when compared to intermediate and posterior
uveitis. In contrast to posterior uveitis, vision loss associated with anterior uveitis is less often linked to retinal issues and
is more frequently related to glaucoma. This distinction can be explained by the differing anatomical locations of
inflammation in each uveitis type and the resulting ocular anatomical alterations that occur (Al-Ani et al., 2020).

The objective of treating uveitis is to attain a prolonged remission without the use of corticosteroids. During the acute
phase, it is crucial to swiftly manage inflammation to minimize structural damage that could lead to visual impairment.
Corticosteroids are the primary treatment option in this phase due to their potent anti-inflammatory properties; they should
be initiated at elevated doses and then gradually reduced according to the patient's clinical response. Typically, hourly
topical administration is adequate for managing anterior uveitis. Following this, a gradual tapering schedule, generally
involving a reduction of one drop per day each week, should be adopted to mitigate the risk of flare ups and rebound effects.
(Xie et al., 2024).

Conclusion

Anterior uveitis is an inflammation that occurs in the front of the eye, specifically in the iris and ciliary body. Uveitis is a
complex disease and can be associated with systemic disease. Although the inflammation is intraocular and affects only
the eye, it can also be associated with cytemic conditions. Ocular inflammation is often unrelated to inflammatory activity
elsewhere in the body, however it is important for the clinician to take a thorough history. It can be caused by infection,
autoimmune disease or eye injury. Symptoms include eye pain, redness, blurred vision and sensitivity to light. Treatment
of anterior uveitis usually involves the use of anti-inflammatory medications, and medication to address the underlying
cause. If left untreated, anterior uveitis can lead to serious complications, such as glaucoma or cataracts. Early diagnosis
and treatment is essential to prevent further complications.
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