
Multiple sclerosis (MS) is a chronic autoimmune disorder 

that affects the central nervous system (CNS) by causing 

inflammation, demyelination, and axonal loss more 

commonly in younger women than men.1 An uncommon but 

well-documented ocular manifestation is uveitis. Patients 

with uveitis are commonly symptomatic of floaters and 

blurred vision. Other ocular manifestations include macular 

edema, epiretinal membrane, and cataract formation, which 

may further complicate this disease process and are leading 

causes of vision loss in MS-associated uveitis.2,3
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Intermediate uveitis is characterized as the inflammation of 

the anterior vitreous, ciliary body, and peripheral retina, which 

may be attributed to an infectious or systemic condition.4 This is 

unlike pars planitis, which is a subtype of intermediate uveitis 

commonly associated with snowballs and/or snow banking in 

the retina but is present without infectious or systemic etiology.3

Common anterior segment findings include keratic precipitates 

(KPs), anterior chamber cells, and posterior synechiae.4 Other 

common posterior segment findings include vascular sheathing 

and optic disc edema.4

It is important to rule out infectious etiology as soon as 

possible and aggressively treat signs and symptoms to prevent 

disease progression and reduced visual quality. Uveitis 

associated with MS is managed as a non-infectious uveitis with 

corticosteroids being first-line treatment. Other treatment 

alternatives include immunosuppressive drugs, cryotherapy, 

laser photocoagulation, or vitrectomy. Interestingly enough, this

patient’s uveitis stabilized with a slow taper of oral 

corticosteroids and eventually, only Tecfidera (dimethyl 

fumarate), which is a treatment for MS. As of now, there is only 

a single 4-patient study on fumaric acid esters for the treatment 

of intermediate and posterior uveitis by Heinz and Heiligenhaus

that showed improvement or stabilization of visual acuity.5

A 33-year-old white female presented to the optometry 

clinic with reduced distance vision with a “gray-like film” over 

both eyes with associated complaint of worsening floaters over 

the past 7 months. She states that there is some improvement 

when blinking.

Best-corrected visual acuity was 20/30+2 OD, and 20/40-

OS. Slit lamp exam was significant for one central 

granulomatous keratic precipitate OS. Dilated fundus exam 

revealed bilateral vitritis OS>OD and bilateral elevated macula. 

OCT MAC revealed elevated foveal contour with the presence 

of intraretinal and subretinal fluid OU. Based on these findings, 

the patient was diagnosed with panuveitis OU and urgently 

referred to the uveitis specialist.

Infectious Systemic

• Lyme disease • Multiple sclerosis

• Toxoplasmosis • Sarcoidosis

• Toxocariasis • HLA-B27 syndromes

• Tuberculosis • Inflammatory bowel disease

• Syphilis

• Epstein-Barr virus

• Cat-scratch disease 

(Bartonella)

• Whipple’s disease

Uveitis is a complex and complicated ocular condition to 

manage. Therefore, it is important for eye care providers to 

understand various possible etiologies and the role that 

specialized testing, lab work, and co-management must play to 

manage the condition as soon as possible prior to sustained 

vision loss. And although there are already common treatments 

for uveitis, more studies need to be conducted to discover other 

possible treatments.
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Figure 1: OCT MAC of the right eye (left photo) and of the left eye (right photo) with SRF and IRF prior 

to treatment

Figure 3: White-gray matter lesions revealed on the patient’s MRI of the brain, commonly 

found in MS

Figure 2: OCT MAC revealing bilateral ERMs with small area of IRF OS (right photo) and improvement or 

resolution of SRF OU with treatment 

06/2019:

Mutton-fat KPs, inferior 
vitreous snowballs OU

Dx: Intermediate Uveitis 
OU in context of lyme

disease per patient history

Tx: start PF QID OU

07/2019:

(-) HLA-B27, syphilis, 
lyme, quantiferon

WBC wnl, CRP 0.1, 
ESR 5

08/2019 –
Rheumatology:

Right hip pathology 
consistent with 

fibromyalgia

Mx: eval for autoimmune 
disease

08/2019:

Clear cornea, but now 
with vitreous cells OU

Dx: Pars Planitis OU

Tx: reduce PF BID OU, 
start slow taper of oral 

pred 30mg-15mg

09/2019 –10/2019 

Improved vit 
snowballs; vascular 
sheathing noted OU

CME improved from 
prior OU

11/2019:

MRI of brain

1. Abnormal T2 signal 
of optic nerve OD

2. Non-specific white 
matter brain lesions

12/2019:

Tr PSC, smaller 
snowballs, macular 

depigmentation, larger 
C/Ds OU

Temporal pallor OD

01/2020 – Neuro-OPH:

24-2SS HVF: non-spec 
defects OD, OS

RNFL OCT: robust OD, OS

Color vision: full OD, OS

Plan: Inf Disease consult, 
oral pred 10mg

01/2020-06/2020 – Inf 
Disease & Neuro:

(-)ACE, lysozyme, 
toxocara, bioplex, 

tropheryma

Dx: MS

Plan: start copaxone

03/2020 – 05/2020

Worsening VA → oral 
pred 30mg

Phlebitis OU

Plan: pred decrease, 
consider Cellcept 200mg

07/2020-12/2020:

Copaxone replaced w/ 
Tecifidera by neuro

CME and vitreous 
improvement → oral pred
taper from 20mg to stop

02/2021:

BCVA: 20/25 OD, 20/30-2 
OS

Stabilization on Tecifidera
alone

Plan: Continue Tecfidera 
as directed


