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Presumed Fuchs Heterochromic Iridocyclitis and
Posner-Schlossman Syndrome: Comparison of
Cytomegalovirus-Positive and Negative Eyes
SOON-PHAIK CHEE AND ALIZA JAP
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PURPOSE: To compare the characteristics of cytomeg-
lovirus (CMV)-positive and negative eyes with pre-
umed Posner-Schlossman syndrome (PSS) and Fuchs
eterochromic iridocyclitis (FHI).
DESIGN: Retrospective interventional case series.
METHODS: One hundred and three eyes of 102 patients
ith presumed PSS or FHI, seen at the Singapore National
ye Centre, underwent aqueous analysis for CMV by
olymerase chain reaction (PCR). Their records were
eviewed for clinical features and human immunodefi-
iency virus (HIV) status of the CMV-positive patients.
he main outcome measures were age, gender, maximum

ntraocular pressure, endothelial cell count, endothelial
hanges, PCR results, and presence of uveitic cataract
nd/or glaucoma.
RESULTS: Sixty-seven eyes with presumed PSS were

apped, of which 35 (52.2%) were CMV-positive. There
ere 36 eyes of 35 patients with presumed FHI, of which
5 (41.7%) were CMV-positive. All the CMV-positive
atients were HIV negative. Nodular endothelial lesions
ere seen in 18 eyes (36.0%) with CMV infection, and

eticulate deposits were seen in all the presumed FHI
yes. CMV-positive and CMV-negative PSS eyes were
linically similar. Older age at diagnosis, male gender, and
odular endothelial lesions were significantly associated
ith CMV infection in presumed FHI eyes (age: odds

atio [OR], 1.1; 95% confidence interval [CI], 1.0 to
.2; P � .01; male gender: OR, 9.4; 95% CI, 1.0 to
8.6; P � .049; nodular endothelial lesions: OR, 13.9;
5% CI, 1.5 to 132.7; P � .02).
CONCLUSIONS: There are no clinically detectable dif-

erences between CMV-positive and negative presumed
SS eyes. CMV-positive presumed FHI patients are more

ikely to be male, older at diagnosis or have nodular
ndothelial lesions. (Am J Ophthalmol 2008;146:
83–889. © 2008 by Elsevier Inc. All rights reserved.)
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YTOMEGALOVIRUS (CMV) ANTERIOR UVEITIS IN

immunocompetent eyes has a wide spectrum of
clinical presentation. It may present as a chronic

nterior uveitis or as recurrent episodic iritis with raised
ntraocular pressure (IOP) resembling Posner-Schlossman
yndrome (PSS).1–4 Other clinical features that have been
bserved in these eyes included sectoral iris atrophy5 and
ndotheliitis.6,7

In a previous study conducted in our center, we found
hat 22.8% (24 eyes) of our patients with anterior uveitis
ssociated with elevated IOP (hypertensive anterior uve-
tis) were positive for CMV deoxyribonucleic acid (DNA)
n polymerase chain reaction (PCR) analysis of their
queous. Eighteen eyes (75.0%) had presented as a pre-
umed PSS, five eyes (20.8%) as Fuchs heterochromic
ridocyclitis (FHI), and one presented as a presumed
erpetic anterior uveitis.8 This in turn constituted about
ne-third of the eyes with presumed PSS and FHI that
ere tapped (37.5% and 31.3%, respectively). It is impor-

ant to distinguish an anterior uveitis attributable to a viral
nfection from a nonviral cause as treatment with steroids
lone without appropriate antiviral therapy could poten-
ially worsen the infection, thereby increasing the risk of
orneal endotheliitis.7

However, until now, in order to make the diagnosis of
MV anterior uveitis, PCR analysis or intraocular anti-
ody assay is required. These tests are costly and may not
e available to all patients. In this article, we compared the
linical features of CMV-positive eyes and negative eyes in
atients with presumed PSS and FHI to determine if there
ere any signs that could enable the clinician to distin-
uish between them without having to resort to aqueous
ampling.

METHODS

HIS WAS A RETROSPECTIVE REVIEW OF ALL CONSECUTIVE

atients with presumed PSS or FHI who were seen at the
veitis clinic of the Singapore National Eye Centre
SNEC) from January 1, 2004 to December 31, 2006, who
ad their aqueous analyzed for viral DNA following

nformed consent. All eyes with hypertensive anterior

veitis that were seen in the uveitis clinic were managed
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ccording to a standard protocol where all new cases, eyes
ith presumed PSS presenting during an attack, and all
yes with presumed FHI were offered aqueous analysis as
art of their uveitis examination. The presumed PSS eyes
ere tapped when they presented with a new episode of
ypertensive uveitis, prior to starting topical steroids or
ntiviral medications.

Where indicated, they also had their full blood count,
rythrocyte sedimentation rate, chest x-ray, Mantoux test,
uman immunodeficiency virus (HIV) status, syphilis and
uman leukocyte antigen (HLA)-B27 serology, aqueous
nalysis for other infective organisms, and urine micros-
opy performed to rule out other causes of anterior uveitis.
hey were also referred to the internal medicine physicians

or further evaluation when needed.
One uveitis specialist (S.-P.C.) assessed all the eyes prior

o the tap. The anterior chamber (AC) taps were per-
ormed under aseptic conditions at the slit-lamp and the
queous samples were analyzed for herpes simplex virus
HSV), varicella zoster virus (VZV), CMV, and Toxo-
lasma gondii (T. gondii) DNA by nested multiplex PCR,9

eal-time PCR (RT PCR) modified from Boeckh,10 and/or
ucliSens (bioMérieux bv, Boxtel, The Netherlands)
MV (pp67) mRNA assay.11

Twelve normal eyes undergoing routine cataract surgery
uring this period also had their aqueous analyzed by the
ested multiplex PCR, which formed the normal control
roup. The uveitis control group consisted of 27 eyes with
veitic glaucoma of unknown cause.
The patient records were reviewed for demographic data

ncluding age at diagnosis, maximum recorded IOP, central
ornea endothelial cell counts, clinical appearance of the
ris, pattern of distribution and appearance of any endo-
helial lesions, presence of uveitic cataract and/or glau-
oma, and the presence or absence of CMV DNA in

IGURE 1. Patient with cytomegalovirus (CMV)-positive pre
howing nodular endothelial lesions. Note the halo around ea
onfirming the nodular appearance of the endothelial lesions.
queous by PCR. Patients whose aqueous was positive for I

AMERICAN JOURNAL OF84
MV DNA were tested for serum CMV antigen (pp65)
nd antibodies (IgG and IgM) as well as HIV antibodies.

The central cornea endothelial cell count was measured
sing a Konan Noncon RoBo, CA (Konan Medical Inc,
yogo, Japan) specular microscope within three months of

he AC tap. The relative endothelial cell loss was defined
s the difference in endothelial cell count between the
onattack eye and the attack eye. Cataracts were attrib-
ted to the uveitis if they were of the posterior subcapsular
ype. The diagnosis of glaucoma was made based on a
ombination of optic disc and visual field changes.12–16

tatistical analysis was performed using SPSS 13.0 (SPSS

d Posner-Schlossman syndrome. (Left) Slit-lamp photograph
sion. (Right) Optical coherence tomography of the same eye

TABLE 1. Comparison of Clinical Features of
Cytomegalovirus-Positive and Negative Eyes

CMV-Positive

(50 eyes)

CMV-Negative

(53 eyes)

P

value

Mean age at diagnosis (yrs) 45.3 44.5 .78a

SD 17.1 13.3

Male gender, no. (%) 69.4 49.1 .045c

Mean of highest IOP (mm Hg) 45.9 41.2 .09a

SD 13.7 14.1

Mean of relative endothelial

cell loss (cells/mm2)b 673.4 528.9 .07a

SD 595.7 569.5

Eyes with nodular endothelial

lesions, no. (%) 18 (36.0) 9 (17.0) .04c

CMV � cytomegalovirus; IOP � intraocular pressure; SD �

standard deviation; yrs � years.
at test.
bDifference in endothelial cell count between the nonattack

eye and the attack eye.
c�2 test.
sume
ch le
nc, Chicago, Illinois, USA).
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DIAGNOSIS OF POSNER-SCHLOSSMAN SYNDROME

ND FUCHS HETEROCHROMIC IRIDOCYCLITIS: There
re no specific laboratory tests for these two entities and a
resumptive diagnosis was made based on clinical findings.

presumptive diagnosis of PSS was made based on the
ollowing findings: recurrent episodes of mild iritis, associ-
ted with elevated IOPs and diffuse epithelial edema of the
ornea and a few fine keratic precipitates (KPs). The IOP
s normal in between attacks and the angles are open.

Fuchs heterochromic iridocyclitis was diagnosed if there
as chronic, asymptomatic mild inflammation with diffuse
haracteristic stellate KPs and no posterior synechiae.
here may also be diffuse iris atrophy and vitreous cells.

RESULTS

URING THIS PERIOD, 103 EYES OF 102 PATIENTS WERE

ligible for inclusion in the study and all consented to
queous sampling for CMV DNA. Sixty-seven eyes had
eatures consistent with PSS (presumed PSS) and 36 had
eatures consistent with FHI (presumed FHI). There were
nother seven eyes with presumed PSS seen at this time
ho were quiescent and hence were not included in the

tudy. All the presumed FHI eyes were recruited. Hence,
ll the eyes with presumed FHI and 90.5% of those with
resumed PSS were tapped. Of the eyes that were tapped,
5 eyes (52.2%) with presumed PSS and 15 eyes (41.7%)
ith presumed FHI were CMV-positive on PCR. All these
atients’ sera were negative for CMV antigen, CMV
mmunoglobulin M (IgM), and HIV antibody but were
ositive for CMV immunoglobulin G (IgG) antibody.
We noted the presence of white, medium-sized, nodular

eposits on the endothelium of some eyes, which we
ermed nodular endothelial lesions. These nodular endo-

TABLE 2. Comparison of Clinical Feature
Syndrome and Fuchs

Mean age at diagnosis (yrs)

SD

Male gender, no. (%)

Mean of highest IOP

SD

Eyes with iris atrophy, no. (%)

Eyes with cataract, no. (%)

Eyes with nodular endothelial lesions, no. (%)

CMV-positive eyes, no. (%)

CMV � cytomegalovirus; FHI � Fuchs hete

PSS � Posner-Schlossman syndrome; SD �
at test.
b�2 test.
helial lesions have a surrounding translucent halo and are .

IDENTIFICATION OF CMVOL. 146, NO. 6
ccasionally accompanied by a spot of brown pigment.
hey are usually found in the center of the cornea.
nterior segment optical coherence tomography (Visante;
odel 1000, Dublin, California, USA) confirmed the

odular appearance of these lesions (Figure 1).
Comparing CMV-positive vs negative cases in both

roups of uveitic eyes, male gender and nodular endothe-
ial lesions were significant on univariate analysis (P �

yes With Presumed Posner-Schlossman
ochromic Iridocyclitis

PSS

(67 eyes)

FHI

(36 eyes) P value

Uveitic

Controls

39.2 55.2 47.7

12.3 14.5 �.001a 11.9

0 (59.1) 21 (58.3) 1b 21 (77.7)

49.2 32.4 39.8

10.8 13.0 �.001a 9.6

6 (38.8) 24 (66.7) .008b 7 (25.9)

0 (14.9) 24 (75.0) �.001b 11 (40.7)

6 (23.9) 11 (30.6) .49b 0 (0.0)

5 (52.2) 15 (41.7) .41b 0 (0.0)

omic iridocyclitis; IOP � intraocular pressure;

ard deviation; yrs � years.

TABLE 3. Comparison of Clinical Features of
Cytomegalovirus-Positive and Negative Presumed

Posner-Schlossman Syndrome Eyes

CMV-Positive

(35 eyes)

CMV-Negative

(32 eyes)

P

value

Mean age at diagnosis (yrs) 37.0 41.5 .13a

SD 12.7 11.5

Male gender, no. (%) 22 (64.7) 17 (53.1) .47b

Chinese race, no. (%) 30 (85.7) 28 (87.5) .57b

Mean of highest IOP (mm Hg) 50.2 48.1 .42a

SD 11.1 10.5

Mean of relative endothelial

cell loss (cells/mm2)c 630.5 581.8 .17a

SD 532.7 578.7

Eyes with iris atrophy, no. (%) 15 (42.9) 11 (34.4) .62b

Eyes with glaucoma, no. (%) 8 (22.9) 8 (25.0) 1b

Eyes with cataract, no. (%) 8 (22.9) 2 (6.3) .09b

Eyes with nodular endothelial

lesions, no. (%) 9 (25.7) 7 (21.9) .78b

CMV � cytomegalovirus; IOP � intraocular pressure; SD �

standard deviation; yrs � years.
at test.
b�2 test.
cDifference in endothelial cell count between the nonattack

eye and the attack eye.
s of E
Heter

4

2

1

1

3

rochr

stand
045 and P � .04, respectively) (Table 1). On logistic
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egression, only nodular endothelial lesions remained sig-
ificant (odds ratio [OR], 2.6; 95% confidence interval

CI], 1.0 to 6.7; P � .046).
Comparison of the presumed PSS and FHI cases showed

hat the PSS patients were younger, their eyes had higher
OPs, and they were less likely to have iris atrophy or
ataracts (P � .001, P � .001, P � .008, and P � .001,
espectively) on univariate analysis (Table 2). Logistic
egression showed that presumed PSS and FHI eyes were
tatistically different in terms of highest IOP, with FHI
yes having a lower likelihood to have high IOPs (OR,
.9; 95% CI, 0.8 to 0.98; P � .001) and greater
robability of developing a cataract (OR, 47.0; 95% CI,
.4 to 346.3; P � .001).

PRESUMED POSNER-SCHLOSSMAN SYNDROME EYES:

ive eyes were positive only at second tap and one at third
ap (8.9% positive only on repeat tap). None of the
resumed PSS eyes had reticulate corneal deposits, but 16
yes had a few nodular endothelial lesions in addition to
he precipitates typically seen in PSS, as shown in Figure 1
Left). Mild diffuse iris atrophy was seen in 26 eyes
38.8%).

There was no significant difference in any of the clinical
eatures between CMV-positive and negative eyes (Table 3).
ive of the CMV-positive eyes and four of the CMV-
egative eyes had had previous intraocular surgery and
hen they were excluded from analysis, there was also no
ifference in the relative endothelial cell loss.

PRESUMED FUCHS HETEROCHROMIC IRIDOCYCLITIS

YES: One eye was positive only at a repeat tap. All the
yes had the typical stellate corneal deposits associated

IGURE 2. Patient with CMV-positive presumed Fuchs hetero-
hromic iridocyclitis (FHI). Slit-lamp photograph showing nodu-
ar endothelial lesions accompanied by brown pigmentation. Note
he presence of reticulate endothelial deposits, pigmented small
ndothelial deposits, and mild diffuse iris atrophy.
ith FHI. In addition, 11 eyes also had nodular endo- e

AMERICAN JOURNAL OF86
helial lesions (Figure 2). Diffuse iris atrophy was seen in
4 eyes (66.7%).
On univariate analysis, age at diagnosis, gender, and

odular endothelial lesions were found to be significantly
ifferent between the CMV-positive and negative eyes
P � .001, P � .04, and P � .002, respectively) (Table 4).
nly three of the CMV-positive and seven of the CMV-
egative eyes had not had previous intraocular surgery and
here was no difference in the relative endothelial cell loss
f these few eyes. On logistic regression, all three were
ound to be still significant: age at diagnosis (OR, 1.1; 95%
I, 1.0 to 1.2; P � .01), male gender (OR, 9.4; 95% CI, 1.0

o 88.6; P � .049), and nodular endothelial lesions (OR,
3.9; 95% CI, 1.5 to 132.7; P � .02).
The area under the receiver operating characteristic

ROC) curve for age was 0.83 (95% CI, 0.7 to 0.97)
Figure 3). With a cut-off age of 57, a sensitivity of 80%
specificity 81%) was obtained (OR, 16.2; 95% CI, 2.8 to
4.9).

CONTROLS: None of the normal or uveitis control

TABLE 4. Comparison of Clinical Features of
Cytomegalovirus-Positive and Negative Presumed Fuchs

Heterochromic Iridocyclitis Eyesc

CMV-Positive

(15 eyes)

CMV-Negative

(21 eyes) P value

Median age at

diagnosis (yrs)

65.3 49.3 .001a

Range 49 to 83 25 to 79

Male gender, no. (%) 12 (80.0) 9 (42.9) .04b

Chinese race, no. (%) 13 (86.6) 18 (85.7) 1b

Median of highest IOP

(mm Hg) 39 30.0 .34a

Range 18 to 64 14 to 64

Median of relative

endothelial cell loss

(cells/mm2)c 600 282 .21a

Range �100 to 2160 �574 to 1590

Eyes with iris atrophy,

no. (%) 9 (60.0) 15 (71.4) .5b

Eyes with glaucoma,

no. (%) 5 (35.7) 5 (25.0) .7b

Eyes with cataract,

no. (%) 9 (75.0) 15 (75.0) .0b

Eyes with nodular

endothelial lesions,

no. (%) 9 (60.0) 2 (9.5) .002b

CMV � cytomegalovirus; IOP � intraocular pressure; yrs �

years.
aMann–Whitney U test.
b�2 test.
cDifference in endothelial cell count between the nonattack

eye and the attack eye.
yes had any positive PCR results. The mean age of the

OPHTHALMOLOGY DECEMBER 2008
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veitis controls was 47.7 years (standard deviation [SD],
1.9), with a male preponderance (21 males, 77.7%).
he mean of their highest IOP was 39.8 mm Hg (SD,
.6). Iris atrophy was seen in seven eyes (25.9%) and
ataract in 11 eyes (40.7%) (Table 2). Some of the
ther features seen in these eyes included mutton fat
Ps (three eyes), posterior synechiae (four eyes), pe-

ipheral anterior synechiae (two eyes), and fibrin in the
C (one eye). Six eyes from this uveitis control group
ere subsequently diagnosed with other pathologies

ncluding tuberculosis (two eyes), syphilis (one eye),
LA-B27—associated anterior uveitis (one eye), post–

ataract surgery Propionebacterium acnes endophthalmi-
is (one eye), and Crohn disease (one eye). These eyes
ad a clinical presentation that was atypical of their
ventual diagnosis. Hence, aqueous analysis was per-
ormed as part of their uveitis examination.

REAL-TIME POLYMERASE CHAIN REACTION: RT PCR
as performed in 12 of the presumed FHI eyes and 26 of the
resumed PSS eyes. There was no difference in the positive
ate between the presumed FHI eyes (eight eyes, 66.7%) and
he presumed PSS eyes (15 eyes, 57.7%; P � 0.7, �2 test).
here was also no difference in the concentration of viral
NA between these two groups of eyes (median � 18,335;

ange, 1180 to 2,000,000 and median � 1400; range, 150 to
7,900 copies of viral DNA/ml of aqueous respectively, P �

IGURE 3. Receiver operating characteristic curve for age in
HI eyes. The area under the curve was 0.83 (95% confidence
nterval, 0.7 to 0.97).
1, Mann–Whitney U test). n

IDENTIFICATION OF CMVOL. 146, NO. 6
DISCUSSION

N THIS STUDY, WE FOUND THAT 35 (52.2%) OF PRESUMED

SS eyes were CMV-positive. However, there were no
linical features that enabled the clinician to differentiate
etween the CMV-positive and the CMV-negative eyes.
his could possibly be because presumed PSS is in fact a
MV uveitis, and our positive rate may in fact be an
nderestimation of the true ocular CMV infection rate.
ix (8.9%) of the PSS eyes were positive only on repeat
aps. The initial negative results could have been attrib-
table to the small volume of aqueous submitted for
esting. The rapid rise in IOP and self-limiting tendency of
he ocular inflammation suggest that the suppression of
ntraocular infection and elimination of viral DNA is also
airly rapid, again leading to a false-negative tap depending
n timing of the tap. Because of the retrospective nature of
ur data, we could not determine if the interval between
he onset of the symptoms and the tap was a possible
onfounding factor. Although we did not assay the aque-
us for CMV antibody production, it has not been found to
e a much more sensitive test for CMV in eyes with
nterior uveitis than PCR.3,4

In eyes with presumed FHI, 41.7% of the 36 eyes were
MV-positive. Age at diagnosis, male gender, and nodular

ndothelial lesions were found to be significantly different
etween CMV-positive and CMV-negative eyes on both
nivariate analysis and logistic regression.
Further analysis showed that presumed FHI patients who

ere age 57 years and older were 16 times more likely to be
MV-positive, whereas the median age at diagnosis of our
MV-negative FHI eyes is 49 years, which is comparable

o Birnbaum’s data.17 Hence, an older patient with pre-
umed FHI should be suspected to have a CMV infection.

Reticulate cornea deposits were found to have a very
igh positive predictive value as a sign of CMV retinitis in
IV patients.18 These deposits are very similar to those

ypically seen in FHI eyes. They are described as being fine,
tellate, filiform, or reticulate in appearance, and nonpig-
ented, diffusely dispersed over the entire endothelial

urface.19–21 These reticulate deposits were seen in all the
resumed FHI eyes but not in the presumed PSS eyes. On
he other hand, we observed the presence of abnormal
ndothelial lesions in some of our eyes, which were
odular, larger than the usual stellate precipitates, and

nitially translucent. Some developed a spot of brown
igment following ganciclovir therapy, but they did not
ecrease in size or disappear even when the inflammation
ad resolved.
Histopathology of CMV retinitis eyes20 and confocal
icroscopy22 of eyes with CMV endotheliitis have dem-

nstrated the presence of CMV inclusion bodies and
acrophages in the cornea. Hence, the nodular endothe-

ial lesions seen in our CMV-positive eyes probably repre-
ent CMV-infected endothelial cells. However, they were

ot useful as a screening tool as they were observed in only

ANTERIOR UVEITIS 887
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6.0% of the CMV-positive eyes (18 eyes) and also in
7.0% of the CMV-negative eyes (nine eyes). Other
orneal features of CMV infection that have been de-
cribed include linear KPs and coin-shaped lesions.6,7,22

Ocular CMV infection can manifest in a number of
ays, ranging in severity from an episodic anterior uveitis

esembling PSS, to sector iris atrophy with iritis, to a
hronic anterior uveitis similar to FHI, to corneal endo-
heliitis, and ultimately to retinitis. We hypothesize that
hese manifestations are dependent on the ocular immune
esponse and/or the viral load, with the anterior segment
ntities being the main mode of expression of infection in
relatively competent immune system and retinitis occur-

ing in immunocompromised eyes.23 A similar situation is
een with herpetic retinitis, which can manifest as acute
etinal necrosis and or multifocal posterior necrotizing
etinitis in immunocompetent patients, and as progressive
uter retinal necrosis in HIV patients.24

The signs seen in eyes with presumed PSS are probably
he result of an inflammatory response to the CMV
nfection as they respond to topical steroids alone and may
ven be self-limiting. On the other hand, the eyes that
resent with features of FHI may have a larger viral load
nd/or poorer immune response than the PSS eyes. Firstly,
hese eyes respond poorly to steroids. Secondly, reticulate
orneal deposits are seen in both HIV patients with CMV
etinitis18 and FHI eyes, and nodular endothelial lesions
ere more commonly observed in CMV-positive FHI eyes

nine eyes; 60%) than CMV-positive PSS eyes (nine eyes;
5.7%). Lastly, our CMV-positive FHI patients were older
han the PSS and CMV-negative FHI patients. There was
o statistically significant difference, however, in the viral
NA concentration on RT PCR between the FHI and
SS eyes. This is possibly because of the small sample size
nd the wide variation in the values. In eyes with corneal
ndotheliitis, the appearance of the corneal deposits are
gain different and in our series7 most of the cases occurred
ollowing systemic immunosuppression, further supporting
ur hypothesis of a differential immune response.
Sixty percent of the presumed FHI cases were CMV

egative. Rubella has been found in eyes with FHI.25,26

nfortunately, we are not able to determine if rubella is
he causative agent in these eyes, as PCR for rubella is

urrently not available in our laboratory. Thus, different p

95–96.

AMERICAN JOURNAL OF88
iruses may produce a similar clinical syndrome. The
redominant causative virus is likely to be determined by
ts seroprevalence in the population concerned. In Singa-
ore, the seroprevalence of CMV in the general popula-
ion is high;27 hence, it is not unexpected that the
revalence of CMV uveitis is also relatively high here.
We are unable to account for the male preponderance in

MV-positive eyes, especially in our presumed FHI eyes.
nterestingly, this trend was also seen in other case series.3,4

We also looked at the central cornea endothelial cell
ounts as a potential diagnostic factor for CMV infection,
s we had previously found significantly reduced cell
ensity in eyes with CMV endotheliitis.7 However, there
as a very wide variation in the endothelial cell counts
nd therefore no significant difference was seen in the
elative cell loss of the CMV-positive eyes even when eyes
ith previous intraocular surgery were excluded. This
ould possibly be a false-negative arising from the variabil-
ty in duration of disease at the time of tap.

In conclusion, there is a high prevalence of CMV
nfection in eyes presenting with PSS or FHI in our
opulation, which may warrant a more judicious use of
teroids until a viral etiology can be excluded. However,
e did not find any clinical features that could differentiate
etween CMV-infected and noninfected presumed PSS
yes. In eyes consistent with FHI, though, the presence of
odular endothelial lesions, especially in men over 57
ears, may be helpful in identifying CMV-infected eyes.

These results have a potentially significant impact on
he management of these eyes. Until now, eyes with
resumed PSS have been treated with only steroids and
laucoma medications. However, this repeated use of
teroids may be permissive to viral replication, leading to
ncreasingly frequent attacks and attendant glaucomatous
amage.28 Thus, topical nonsteroidal anti-inflammatory
rugs theoretically may be a safer option when PCR
nalysis of the aqueous is not possible. However, the role of
nti-CMV therapy in eyes with CMV anterior uveitis
emains unresolved. It may be indicated in eyes with
ecalcitrant uveitis and glaucoma. On the other hand, the
otential toxicity and cost of antiviral therapy often may
utweigh the benefits, as there is a high relapse rate despite

rolonged therapy.3,29
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onflict of interest. Involved in design of study (A.J., S.-P.C.); conduct of study (S.-P.C.); collection of data (A.J., S.-P.C.); management (S.-P.C.);
nalysis and interpretation of data (A.J., S.-P.C.); preparation of manuscript (A.J., S.-P.C.); and review or approval of the manuscript (S.-P.C.). The
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