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Subjective 
 CC: Photopsias in right eye x 3 months 

 

 HPI: 28 yo WF is referred to KLEC for flashes of light in 
nasal visual field of right eye which she describes as 
“speckles” of light 

 

 POH: One episode of optic neuritis OD 1 yr ago; MRI 
brain was not suggestive of MS 

 

 PMH: None 

 PSH: None 

 Medications: multi vitamins 

 

 ROS: None; no recent hx of infection 

    



Exam  
                             OD                        OS 

Va(Cc):                       20/20                     20/20 

                    

Pupils:                            4mm OU, no APD 

 

External exam:            WNL OU  

 

IOP:                               10                        14 

 

Ant Seg:                                   WNL OU  



OCT  

OCT WNL OU 



OCT of optic nerves 

OCT of ON 
No edema or inflammation OU 



Fundus Photos 

Color fundus photo and red-free photo of the right eye: 

normal finding other than mild PPA 



Fundus Photo 

Color fundus and red-free photos of peripheral retina of right 

eye demonstrating punctate white dots which auto-fluoresce on 

red free photo  



Fundus Photo 

Color fundus and red-free photos of left eye showing normal 

findings 



FA and ICG 

Fluorescein Angiogram and ICG of right eye in arterial phase 



FA and ICG 

Fluorescein Angiogram and ICG of right eye in AV phase 



FA and ICG 

Fluorescein Angiogram and ICG of periphery of right eye in AV 

phase demonstrating hyperfluorescent peripheral dots 



FA and ICG 

Fluorescein Angiogram and ICG of periphery of right eye in late 

phase demonstrating hyperfluorescent dots 



Assessment  

 28 yo WF with photopsias and peripheral 
white dots 

 

 Diagnosis:  

 Drusen vs quiescent intermediate uveitis 

  

 Plan: Observe 



Pars Planitis 
 Idiopathic bilateral intermediate uveitis 

seen in children and young adults  

 Peak age 5-15 and 25-35 

 Most common complaint: floaters and 
decreased vision due to CME 

 CME in 1/3 of pts 

 Ocular manifestation 

 Snowbanking: inflammatory exudates  

 Snowballs: aggregates of vitreous cells 



Pars Planitis 
 Diagnosis is based on classic clinical 

findings 

 Lab work-up to exclude other causes of 
intermediate uveitis 

 Serum ACE, chest CT 

 Lyme antibody titers 

 Syphilis serologic studies 

 FA 

 Venular and disc leakage  

 CME 



Pars Planitis 
 Clinical course may be divided into 3 

categories 

 Self-limiting, benign course (10%) 

 Remissions and exacerbations (30%) 

 Prolonged course without exacerbation (60%) 

 

 Good long-term visual prognosis  

 75% maintain VA >20/50 

 

 



Pars Planitis 
 Treatment if visual acuity is affected 

 CME or vasculitis 

 4-step approach  

 Corticosteroids (sub-Tenon, systemic or 
intravitreal) 

 Cryo or laser photocoagulation of snow bank 

 Vitrectomy 

 Systemic immunomodulatory agents  

 

 

 

 



Pars Planitis 
 Complications of pars planitis: 

 Cataract 

 Glaucoma 

 CNVM and vitreous hemorrhage 

 Retinal detachment 

 

 

 

 



Pars Planitis and Multiple Sclerosis 

 Patients with MS may develop variants of 
intermediate uveitis 

 Incidence of uveitis in MS is 1%  

 10 times more common in this group 

 Pars planitis may precede MS by 5-10 yrs 

 15% of patients with pars planitis may 
develop MS (95% are bilateral) 

 Pathogenesis not well understood but has 
immunogenetic components  

 Associated with HLA-DR15 

 

 

 

 

 



Pars Planitis and Multiple Sclerosis 

 Severity of intermediate uveitis in MS is 
milder than idiopathic cases 

 Macular edema is less common  

 Effect of interferon treatment on ocular 
symptoms are unknown 
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       Thank You 


