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  Original Article  

Sympathetic ophthalmia (SO) is a rare, bilateral, 
granulomatous uveitis that occurs after ocular trauma 
or surgical procedures to one eye (inciting eye), where 
the sight-threatening inflammation develops in the 
fellow eye (sympathizing eye)(1). The most common 
causes of SO are penetrating eye injuries and various 
surgical procedures including glaucoma surgery(2), 
cyclodestructive procedures(3-5), vitreoretinal surgery(6), 
and plaque brachytherapy(7). Patients commonly 
present with bilateral intraocular inflammation, 
which may develop after one week to 66 years after 
the initial injury(8). Ocular manifestations include 
bilateral granulomatous panuveitis with mutton-fat 
keratic precipitates, anterior chamber cells and flare, 

posterior synechiae, as well as vitritis, choroiditis, 
optic nerve swelling, and serous retinal detachment. 
Later manifestations include Dalen-Fuchs nodules and 
sunset glow fundus appearance. Though uncommon, 
extraocular signs may also develop and include 
vitiligo, poliosis, alopecia, dysacusis, deafness, and 
meningism, which underlies the similarity to Vogt-
Koyanagi-Harada disease.

Treatment usually comprises of topical and 
systemic corticosteroids. Then, if it was insufficient 
to control the inflammation, adjuvant subtenon 
triamcinolone acetonide injection and immuno-
suppressive agents may be required.

Several retrospective case-series from single 
centers(9-12) and multicenter studies have been 
reported(13,14). Herein, the authors report on ocular 
manifestations, treatment modalities, complications, 
and visual outcomes in SO patients in the Northern 
Thai population.
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Objective: To report on ocular manifestations and visual outcomes of Thai patients with sympathetic ophthalmia (SO).

Materials and Methods: Medical records of 14 SO patients (nine males and five females) between 2006 and 2017 were 
retrospectively reviewed. Ocular manifestations, treatment modalities, complications, and visual outcomes were registered.

Results: Ten patients (72%) had history of ocular trauma and four patients (28%) had history of intraocular surgery including 
glaucoma surgery (n=2) and scleral patch graft for perforated corneal ulcer (n=2). Five of inciting eyes (36%) were enucleated, 
but none within two weeks after initial trauma or surgery. Median time from initial trauma or surgery to development of SO was 
1.75 years. In sympathizing eyes, the most common ocular manifestations were panuveitis (79%) with disc edema (71%) and 
exudative retinal detachment (57%). Ocular complications were seen in 82% of the patients and included glaucoma, cataract, 
and macular edema. Most of the patients were treated with systemic corticosteroids, and 36% of the patients received additional 
immunosuppressive agents. At the final visit, 71% of the patients maintained a visual acuity (VA) of 20/70 or better in their 
sympathizing eye, and none of the sympathizing eyes had VA of 20/200 or worse.

Conclusion: Despite the high rate of ocular complications, most sympathizing eyes in Northern Thai patients with SO maintained 
good visual outcomes and only one third required additional immunosuppressive agents to control inflammation.
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Materials and Methods
Medical records of 14 SO patients from the uveitis 

clinic of Chiang Mai University Hospital between 
2006 and 2017 were reviewed. The demographic data, 
medical history, and ocular findings of inciting eye and 
sympathizing eye were recorded. These included type 
of injury (trauma or surgery), time interval from initial 
injury to development of SO, date of enucleation (if 
performed), visual acuity (VA) at onset and at final 
visit, treatment modalities, and development of the 
ocular complications (elevated intraocular pressure 
(>25 mmHg) or glaucoma, cataract, and macular 
edema). All patients underwent workup for uveitis, 
which included complete blood cell counts, urinalysis, 
serological tests for human immunodeficiency virus, 
syphilis, tuberculin skin test, and radiological chest 
examination. Diagnosis of SO was based on the 
clinical presentation of patients with bilateral or 
contralateral ocular inflammation occurring after 
trauma or surgery after exclusion of other possible 
causes of uveitis.

Each patient underwent a full ophthalmic 
examination, including slit lamp biomicroscopy, 
tonometry, and indirect ophthalmoscopy. Additional 
tests as fluorescein angiography (n=10) and optical 
coherence tomography (n=11) were performed 
when required. Uveitis was classified according 
to the anatomic localization recommended by the 
Standardization of Uveitis Nomenclature (SUN) 
Working Group(15).

Results
The present study included 14 SO patients. There 

were nine males and five females for a  male: female 
ratio of 1.8:1. Mean age at diagnosis of SO was 54 
years (range 26 to 70 years) and mean follow-up 
time was three years (median 1.29 years; range 0.08 
to 10 years).

The etiology of SO was penetrating trauma in 
10 out of 14 (71%; seven males and three females) 
and surgical trauma in four patients (two males 
and two females; two after glaucoma surgery and 
two after scleral patch graft for perforated corneal 
ulcer). Median time from initial trauma or surgery 
to diagnosis of SO was 1.75 years (range 0.08 to 20 
years). Half of the patients (7/14; 50%) developed 
SO within one year after the initial trauma or surgery. 
Five out of 14 (36%) patients underwent enucleation 
of the inciting eyes, but none within two weeks after 
initial trauma or surgery. At the initial visit, all inciting 
eyes had VA of less than 20/200, while four out of 
14 sympathizing eyes (28%) had VA of less than 

20/200. Panuveitis was the most common anatomical 
type of uveitis (11/14, 79%). Ocular features of the 
sympathizing eye included disc edema and exudative 
retinal detachment in most cases (Table 1, Figure 1). 
Two patients (14%) developed associated extraocular 
manifestations including vitiligo and deafness.

Most patients (13/14; 93%) received oral 
corticosteroids. Three patients received intravenous 
pulse methylprednisolone for three days for their severe 
exudative retinal detachment in the sympathizing eye. 
Five patients (36%) required additional immuno-
suppressive agents including azathioprine (n=5), 
methotrexate (n=1), and cyclosporine (n=1). One 
patient only required topical corticosteroids.

One or more of ocular complications developed 
in 12/14 (82%) of sympathizing eyes. Glaucoma            
and cataract were the most frequent complications 
(Table 1). One or more surgeries were required in 
seven of 14 sympathizing eyes (50%). Cataract 
surgery was the most common surgery performed 
(71%; 5/7) followed by laser iridotomy (57%; 4/7) 
and trabeculectomy (14%; 1/7).

At the final visit, all except one of the inciting 
eyes had VA of less or equal to 20/200, while                           
all sympathizing eyes had VA better than 20/200 

Figure 1. A-D: Left fundus photography and fluorescein 
angiography (FA) of 50-year-old male with previous 
history of right eye trauma 2 months before developing 
blur vision on his left eye. Visual acuity of right eye was 
no light perception and left eye was 20/100. Fundus 
photography showed (A) disc edema with hyperemia 
and (B) exudative retinal detachment. FA demonstrated 
(C) multiple early leakage with (D) late staining of 
fluorescein at retina and optic disc.



J Med Assoc Thai | Vol.102 | No.11 | November 2019 1202

(Table 1). Patients with previous enucleation of 
inciting eyes had similar visual outcomes as those 
without (VA of 20/70 or greater in four out of five 
versus six out of nine; Pearson chi-square p=0.831).

Discussion
The present study demonstrated that despite a 

high rate of ocular complications, most sympathizing 
eyes in the Northern Thai patients with SO maintained 
good visual outcomes and only one third required 
non-steroidal immunosuppressive agents to control 
inflammation. Further, the present study showed that 
patients with previous enucleated inciting eyes had 
similar visual outcomes as those without enucleation.

The manifestations of SO in the Northern Thai 
patients were similar to the previous reports as SO 
developed more often after ocular trauma than after 
surgery and was more frequent in males(12,14). The 
time between the injury and the onset of uveitis was 
longer in the present study than previously reported 
(1.75 versus 0.85 years)(13). Ocular features of the 
sympathizing eye included disc edema and exudative 
retinal detachment in most cases, and these features 
were more common than previously observed (5% to 
10%). This could be in part due to the possible delay 
presentation to ophthalmologist in Thailand. However, 
the baseline frequency of severe vision loss (VA of 
20/200 or worse) in 28% of the sympathizing eye in 
the present study was similar to previous studies(13,14).

In the present series, most of the sympathizing 
eyes developed at least one ocular complication. This 
high prevalence of complications could be in part 
influenced by the possible late initial presentation 
and by long-term use of corticosteroids. Prevalence 
of glaucoma in the present study was similar to results 
from U.K., and prevalence of cataract was similar to 
findings from South India (Table 2)(14). The variable 
prevalence of complications might be explained by the 
differences in ethnicity, time of initial presentation, 
duration of follow-up and treatment regimens used.

Visual prognosis of the sympathizing eye in 
the present study was relatively good, though the 
mainstay of treatment were oral corticosteroids. 
Previous studies illustrated the heterogeneity in 
treatment among various centers. One study showed 
that more than half of SO patients in Singapore and 
U.K. did not receive immunosuppressive agents, while 
the majority of patients in South and North India 
received at least one immunosuppressive agent(14). 
A study from U.S. demonstrated that 43% of SO 
patients received non-steroidal immunosuppressive 
drugs(13) (Table 2). Azathioprine was the most common 

Table 1. Characteristics of patients with sympathetic 
ophthalmia

Number of patients with sympathetic 
ophthalmia

14 

Sympathetic eye: initial VA

VA ≥20/70 7 (50%) 

VA >20/200 to <20/70 3 (22%)

VA ≤20/200 4 (28%)

Sympathetic eye: VA at the end of follow-up 

VA ≥20/70 10 (71%) 

VA >20/200 to <20/70 4 (29%)

VA ≤20/200 0 (0%)

Characteristics of sympathizing eyes

Anatomic type of uveitis

• Anterior 1 (7%)

• Posterior 2 (14%)

• Panuveitis 11 (79%)

Ocular manifestations

• Mutton-fat keratic precipitates 5 (36%)

• Posterior synechiae 7 (50%) 

• Exudative retinal detachment 8 (57%)

• Optic disc edema 10 (71%)

• Dalen-Fuchs nodules 4 (28%)

Ocular complications

• Glaucoma 8 (57%)

• Cataract 7 (50%) 

• Macular edema 1 (7%) 

Inciting eye: initial VA

VA 20/200 to <20/70 0

VA ≤20/200 10

Inciting eye: VA at final visit

VA 20/200 to <20/70 1

VA ≤20/200 8 

Enucleation 5

Characteristics of inciting eyes

Previous history

• Penetrating trauma 10 (71%)

• Surgery* 4 (28%)

Enucleation of inciting eyes 5 (36%) 

• Before diagnosis of SO 4

• After diagnosis of SO 1

SO=sympathetic ophthalmia; VA=visual acuity
* Two cases had spontaneous corneal perforation due to ulcer 
and underwent scleral patch
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immunosuppressive agent prescribed in the present 
series, which was also the first drug of choice in India 
and Singapore, while mycophenolate mofetil was the 
most common immunosuppressive agent used in the 
U.K.(14). Moreover, a beneficial prognosis in Asian 
patients with SO was already noticed(14).

Previous studies claimed a favorable effect of 
early enucleation (within two weeks after the onset 
of SO) of the inciting eye on visual outcome of the 
sympathizing eye(16,17). While other reported that early 
enucleation could decrease the number of flare-ups but 
did not impact visual outcome(18). In the present series, 
the enucleation in this time limit was not performed. 
The visual outcomes of those with enucleation 
(later than two weeks after the onset) and those 
without enucleation were similar, which was already 
previously reported(14). Galor et al demonstrated that 
exudative retinal detachment and active intraocular 
inflammation were significantly associated with 
poorer VA in the sympathizing eye, but that was not 
the case in the present series(13).

Limitations of the present study include its 
retrospective character, a small number of patients 
with variable follow-up duration and no firm 
diagnostic criteria for SO. It is feasible that some of 
the present cases could suffer from idiopathic uveitis, 
mainly when manifesting a long time after the initial 
trauma. Due to the clinical diagnostic criteria of SO, 
this, however, applies to all reports on SO.

Conclusion
The present study demonstrates that SO in 

the Northern Thai population is characterized by 
panuveitis commonly associated with disc edema 

and exudative retinal detachment. Despite a high 
rate of complications, the visual prognosis was 
relatively good, even with the treatment limited to 
corticosteroids and traditional immunosuppressive 
drugs.

What is already known on this topic?
Sympathetic ophthalmia is a rare, bilateral uveitis 

that occurs after ocular trauma or surgical procedures 
to one eye, where the sight-threatening inflammation 
develops in the fellow eye (sympathizing eye).

What this study adds?
Manifestations of SO in the Northern Thai 

patients were similar to the previous reports, and the 
visual prognosis was relatively good, even with the 
treatment limited to corticosteroids and traditional 
immunosuppressive drugs.
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