
7–14 years). This delay is explained by the fact that none of
the patients presented typical symptoms of DM1 at the time
of the diagnosis of the cataract. Remarkably, apart from
Christmas tree cataract, no other form of cataract was
detected in the study group, as well as no other pathology
regarding the anterior or posterior segment was recorded.

Notably, in previous studies, Christmas tree cataract has
been detected in nearly all patients with DM1, and viceversa
16.7% of subjects with Christmas tree cataract have been
diagnosed with DM1 [2].

In conclusion, earlier detection of Christmas tree catar-
act, which constitutes a common ophthalmologic finding in
DM1 patients [3, 4], and thus, referral for neuromuscular
assessment could possibly eliminate delays in diagnosis of
the disease. Noteworthy, it seems that Christmas cataract
may be the first manifestation of DM1 in a higher percen-
tage of patients than posterior subcapsular cataract in DM2
patients. Extended multicenter studies may elucidate the
exact incidence of the different cataract types in these
patients.
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Understanding the non-specific symptoms of uveitis and its
corroboration with systemic findings may give insight into
its pathophysiology and may in turn help in its manage-
ment. Association of thyroid disorders with uveitis is well
known; however, emphasis has not been made in most of
the past studies regarding its prevalence and spectrum of
presentation [1, 2].

We performed a prospective analysis of patients pre-
senting at our uvea clinic at a tertiary eye care center in
Northern India and evaluated the patterns of uveitis in our

population. As a part of study we also analyzed the pre-
valence of associated systemic diseases and systemic
symptoms. We observed that 24.5% of patients of uveitis
had underlying systemic disease, where past or present
evidence of tuberculosis was most common followed by
seronegative spondyloarthropathy and sarcoidosis with
overall prevalence of 6.8%, 4.1%, and 2.5%, respectively.
Prevalence of hypothyroidism in these patients was 1.5%
amongst (12 patients out of 800) all patients and 6.1%
among patients with known systemic illness. There were 10
females and 2 males with median age of 37 years (Table 1).
Spectrum of involvement was varied, with intermediate
uveitis (IU) being the most common presentation. All
patients had confirmed hypothyroidism and were on thyroid
replacement therapy. None of them suffered from hyper-
thyroidism. Thyroid functions tests and anti-thyroid
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antibodies were not ordered at the time of presentation as all
patients were already on treatment.

Numerous studies have described systemic associations
of uveitis, however, only a few studies have reported such
an association between thyroid dysfunction and uveitis [3,
4]. Also, none of them have assessed the prevalence and
type of uveitis. A previous study that investigated the
relationship between thyroid dysfunction and uveitis, con-
cluded that hypothyroidism was a more frequent association
[1]. Our analysis echoed similar results with none of the
patients having hyperthyroidism. However, aforementioned
study tested thyroxine levels in all patients with or without a
specific etiological diagnosis whereas our study included
only patients with an established diagnosis of hypothyr-
oidism by an endocrinologist. When compared to pre-
valence of hypothyroidism in community, nearly 10% of
normal population also have subclinical hypothyroidism
[5]. Hence, the data described here might be an under-
estimation of associated hypothyroidism because we did not

order thyroid function tests in other idiopathic uveitis which
is a major limitation.

Another important component of our analysis was the
anatomical category of uveitis. This revealed IU as being
the most common presentation (50%). Similar study eval-
uating systemic associations in IU, showed an overall pre-
valence of thyroid dysfunction at 6.02% among all patients
of IU and 19.23% amongst patients with known systemic
illness [2]. In their study 3 patients had hypothyroidism.
Although we cannot decipher a direct causal relationship of
thyroid abnormalities and uveitis, concurrent systemic dis-
ease may play a role in predisposition for the same.

In conclusion, we highlight surprisingly frequent pre-
valence of thyroid dysfunction in patients with non-
infectious uveitis and its varied presentations. Routine
evaluation of thyroid function and related antibodies in
cases of idiopathic uveitis may likely seem justified and
may reveal a higher association.
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Table 1 Demographic features, laterality and anatomical involvement
in patients with thyroid dysfunction and uveitis

Age of
patient
(years)

Gender Laterality of
the disease

Anatomical
classification of
uveitis

Systemic
symptoms

20 Male Unilateral Posterior Joint pains

40 Female Bilateral Intermediate None

33 Female Unilateral Intermediate None

32 Female Bilateral Anterior None

35 Female Bilateral Anterior None

36 Male Unilateral Intermediate None

38 Female Bilateral Panuveitis None

52 Female Bilateral Anterior None

40 Female Unilateral Intermediate None

42 Female Bilateral Intermediate None

42 Female Unilateral Intermediate Joint pains

33 Female Unilateral Anterior None
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