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SUMMARY 

Seventy-one consecutive patients presenting with their 

first episode of uveitis at the age of 60 or more years, were 

studied retrospectively. The majority were found to have 

idiopathic uveitides on investigation. In those who did 

have associated systemic disease, the commonest finding 
was non-insulin-dependent diabetes mellitus or an auto

immune disease. There were no cases of ocular lvm

phoma in this series. We conclude that, contrary to s�me 

previous reports, idiopathic uveitis may occur in the 

elderly, and that the relative frequencies of acute 

anterior, chronic anterior, intermediate and posterior 

uveitides are similar to those seen in young patients. 

Uveitis typically presents for the first time in the third or 
fourth decades, I though the few epidemiological studies 
which have examined its incidence have demonstrated 
that episodes continue to occur at a significant rate into the 
seventh decade and later. 2 The relative frequencies of the 
various clinical patterns of uveitis occurring in this age 
group are not documented; nor is it known if these are 
largely recurrences or new diagnoses. Previous reports 
have largely concentrated on malignant disease which 
may mimic uveitis in the elderly.' 5 

In this study. the hospital records of patients developing 
their first episode of uveitis over the age of 60 years were 
examined, and we describe the ocular and systemic diag
noses that were encountered. 

PATIENTS AND METHODS 

Seventy-one consecutive patients were included who 
attended the uveitis clinic between 1988 and 1992 and 
who presented with uveitis for the first time at the age of 
60 years or more. Patients with uveitis secondary to sur
gical intervention. exogenous infection, or a history sug
gestive of a separate episode before the sixtieth birthday. 
were excluded. If symptoms of the presenting episode 
commenced before the sixtieth birthday. the patient was 
still included provided he or she did not meet any of the 
exclusion criteria above. 
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Patient details obtained from the hospital records 
include the date of presentation, approximate date of onset 
of symptoms. previous history of uveitis. and investiga
tions that were undertaken. 

RESULTS 

Age. Anatomical Diagnosis and Follow-Up 

The median age at presentation was 69 years (range 60-93 
years) (Fig. I). Forty-four patients (62%) had inflam
mation involving the anterior segment only. of whom the 
majority (30 patients) had acute anterior uveitis (AAU) 
(Fig. 2). The clinical features of these cases of anterior 
uveitis did not differ from those seen in younger patients 
except for a high rate of elevated intraocular pressure 
(lOP). Ten patients with AAU (33%) and I patient with 
chronic anterior uveitis (CAU) (7c/c) had raised lOP at 
presentation. In these patients. the median maximum lOP 
recorded before treatment was 39 mmHg (range 26-
72 mmHg) in the affected eye and 18 mmHg (range 15-
22 mmHg) in the unaffected eye. Only 1 patient in this 
group had bilateral hypertensive anterior uveitis. 

Ocular diagnoses in the 27 patients (38%) with pos
terior segment involvement included panuveitis ( 14 
patients). retinitis or retinal vasculitis (4). chorioretinitis 
(3) and intermediate uveitis (6) (Fig. 2). The median fol
low-up period was 13 months. although a small number of 
patients had attended for much longer periods of up to 130 
months (mean 27.5 months). 
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Fig. 1. Bar chart demonstrating the age profile ()/patiellts pres
ellting vrith anterior and posterior segment 1I1·citides. 
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Table I. Uveitis syndromes found in association with systemic disease 

Systemic diagnosis 

Autoimmune 
IDOM 
Hypothyroidism + NIDOM 
Crohn's disease 
Sarcoidosis 

Endocrine 
NIDOM 

Injection 
HZO 
Fungal endophthalmitis 
(immuno-suppressed) 

Neoplasia 
Metastatic breast carcinoma 
Meningioma 

Arteriosclerosis 
Ocular ischaemia syndrome 

Ocular lesion 

Intennediate 
AAU 
CAU 
AAU 
Intermediate 
Panuveitis 

AAU/CAU 
Panuveitis 
Retinal vasculitis 
Chorioretinitis 

CAU 
Panuvcitis 

AAU 
Panuveitis 

Pan uveitis 

No. of patients 

100M. insulin-dependent diabetes mellitus; NIOOM. non-insulin
dependent diabetes mellitus; AAU. acute anterior uveitis; CAU. chronic 
anterior uveitis. 

Investigation and Systemic Diagnosis 

Fifty patients (70%) were investigated for an underlying 
cause of their uveitis. Of the 25 patients who were not 
investigated, 22 had isolated anterior uveitis, 2 inter
mediate uveitis and I panuveitis. One of these patients 
with intermediate uveitis had previously been diagnosed 
as having insulin-dependent diabetes mellitus (IDDM) 
and all 3 had received between 7 and 24 months of fol
low-up without developing systemic symptoms. 

The most common systemic disease was non-insulin
dependent diabetes mellitus (NIDDM; 5 patients). Six 
patients (8%) had evidence of autoimmune disease includ
ing IDDM, sarcoidosis and chronic inflammatory bowel 
disease (Table I). The provisional diagnosis of sarcoidosis 
was made from positive chest radiograph findings in the 
uveitis clinic before refelTal to a physician in 2 out of 3 
cases, while the third was diagnosed after the biopsy of a 
skin lesion. 

Seven patients with anterior uveitis (16%) were found 
to have a systemic or intracranial condition compared with 

.!���� Chorioretinitis 3 
Rel.Vasculitis 2 
Retinitis 2 

27 Panuv8itis 14 

Intermediate 6 

CAU14 

All diagnoses Posterior segment diagnoses 

Fig. 2. Representation of" the relative ./i"equencies of" patiellts 
with anterior and posterior segment uveitis diagnoses. AAll, 
acute anterior ul'eitis: CAll, chronic anterior uveitis. 
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9 patients (33%) with an intermediate or posterior uveitis. 
The frequencies of the diagnosis of systemic disease in 
anterior and posterior uveitis are presented in Table II. 
Two patients had neoplasia, one with an intracranial men
ingioma and panuveitis. the other with metastatic breast 
carcinoma and acute anterior uveitis. In both cases the 
disease was diagnosed prior to the onset of uveitis. 

DISCUSSION 

Epidemiological studies have demonstrated an annual 
incidence of uveitis of approximately 17 cases per 
100 000 population.16 Anterior uveitis is the most fre
quent diagnosis in most series (50-63%), followed by 
isolated posterior uveitis (19-38%). panuveitis (15-18%) 
and intermediate uveitis (11-15% ) .1.7Y The age of onset is 
an important factor in the diagnosis of uveitis as this may 
alter the differential. III According to some authors, 
primary uveitis rarely presents for the first time in the 
elderly and it is suggested that ocular inflammation in this 
age group is more likely to be due to an underlying neo
plasm.lo Others do consider the diagnosis of idiopathic 
uveitis (anterior. intermediate and vasculitis) in the differ
ential diagnosis in the over-65 age group. I I An epidemi
ological study in Rochesterl showed that anterior uveitis 
was primarily a disease of young adults (25-44 years), and 
that posterior uveitis OCCUlTed with highest incidence in 
adults over 65 years of age and among children. Neverthe
less, we have found that anterior uveitis. predominantly 
AAU. may be found in a large proportion of patients pres
enting over the age of 60 years with uveitis. 

Patients were investigated as indicated by the clinical 
appearance of the ocular lesions in the context of their 
racial origins and systemic symptoms. White patients with 
acute anterior uveitis, no evidence of posterior segment 
inflammation and no systemic symptoms elicited by direct 
questioning, were not routinely investigated during their 
first episode of uveitis. Bilateral inflammation, posterior 
segment involvement, or failure to respond to conven
tional topical therapy were considered criteria for inves
tigation, which involved a chest radiograph, for the 
diagnosis of sarcoidosis especially in black patients. Tests 
for syphilis serology and erythrocyte sedimentation rate 
were also performed. Serum auto-antibody levels were 
estimated only in patients with retinal vasculitis. The 
Mantoux test aids in the differentiation of sarcoidosis 
from tuberculosis but this was reserved for selected cases 
where the BeG vaccination status was known and a fun
dus lesion suspicious of tuberculosis was seen. The cost of 

Table II. N umbers of patients with systemic disease in the anterior and 
posterior uveitis groups 

Systemic No. (%) of No. (%) of 
diagnosis anterior uveitis posterior uveitis 

Autoimmune -' (11.3%) -' (22.29'c) 
NIDDM 2 (4.5%) 3(11.1%) 
Neoplasia 1 (2.3%) I (3.7%) 
Infection I (2.3%) I 0.7%) 
Ischaemia 1 (-'.7o/c) 

Total 7(15.9%) 9 (33.30/,) 
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HLA typing and its general lack of influence in manage
ment decisions, except in the case ofHLA-A29 when bird
shot chorioretinopathy is suspected, restricted the use of 
this investigation. 

The provisional diagnosis of sarcoidosis is usually 
made in the uveitis clinic from the presence of bilateral 
hilar lymphadenopathy on chest radiographyl2 and the 
patient is then referred to a physician for confirmation of 
the diagnosis, usually by trans-bronchial biopsy. Con
junctival biopsy is not performed unless a suspicious con
junctival lesion is discovered on examination. 

No new cases of toxoplasmosis were found in this 
series, in keeping with the observation that new presen
tations of toxoplasmosis decrease after the age of 50 years. 
Conversely, we observed only one case of zoster-related 
uveitis, a diagnosis which we might expect to be more fre
quent in the elderly. 13 This is likely to be related to referral 
patterns. 

Autoimmune associations were as common as might be 
expected in a younger group of patients. 14 Seven patients 
with anterior uveitis (16%) and 9 with intermediate or pos
terior uveitis (33%) had associated systemic disease, 
mainly autoimmune. This is unexpected given previous 
evidence that the immune system is less active in the 
elderly. 15,16 

NIDDM was encountered most often (7%). The poss
ible association of diabetes and uveitis was described by 
Rothova et al., 17 who reported a 6% incidence of diabetes 
(IDDM and NIDDM) in 340 patients with anterior uveitis. 

However, a 7% prevalence in patients over 60 years of age 
would be expected by chance.18 

A positive correlation of lOP and age has been 
describedl9 and it is interesting that 30% of the patients 
with AAU had raised lOP at presentation. Elevated pres-

Fig. 3. Fundus photograph of a patient with choroidal 
infiltrates due to ocular lymphoma. 
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sure is more commonly seen in the chronic forms of uvei
tis,20 especially in Fuchs' heterochromic cyclitis,21 
sarcoidosis,22 juvenile rheumatoid arthritis23 and herpetic 
disease24 and it is possible that an increase in outflow 
resistance with age is responsible for this higher 
incidence. 

Ocular neoplasia, especially lymphoma (formerly ret
iculum cell sarcoma), has been a major concern. Ocular 
lymphoma has been described most commonly in patients 
over 60 years of age25 and is characterised by a chronic 
uveitis which responds poorly to corticosteroids.4 Accord
ing to Char26 the onset of bilateral diffuse uveitis for the 
first time over the age of 50 years should arouse suspicion. 
Interestingly, no cases of ocular lymphoma were found in 
our series, and the two cases of neoplasia which were 
encountered presented prior to the appearance of the uvei
tis and were not related to intraocular extension of the 
tumour. In spite of this, it is important to keep this diag
nosis in mind because of its sinister implications. Intra
ocular lymphomas may present in many different ways, 
and may mimic necrotising viral retinopathies, toxoplas
mosis, vasculitis as in sarcoidosis, and the subretinal 
lesions of infectious choroiditis and panuveitis syndromes 
(Fig. 3).27 Vitreous biopsy is recommended only in 
patients with abnormal-looking vitreous celis, a poor 
response to steroid treatment, or classical chorioretinal 
lesions in the presence of vitritis, when a definitive diag
nosis has not been made and progressive posterior seg
ment inflammatory disease threatens vision. In our 
experience vitreous biopsy is unlikely to be helpful in the 
absence of a prominent vitritis. 

The authors wish to thank Mr R. J. Cooling for pennission to use 
Fig. 3. 
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