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ORIGINAL ARTICLE
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ABSTRACT
Purpose: To report uveitis’ spectrum in a private practice cohort in the city of Buenos Aires, Argentina.
Methods: Retrospective review at Instituto de la Visión (November 2011-October 2015). Standard demo-
graphics, ethnicity and Native American aboriginal ancestry were recorded.
Results: Among 212 patients, median age 45 (6-97), 10% pediatric, 35% bilateral, 72% non-idiopathic, 
36% infectious. Anterior uveitis presented in 50%, followed by posterior (32%), intermediate (9%) and 
panuveitis (8%). Frequent visits (≥ 6 per year) needed by 29%: posterior, non-idiopathic disease with 79% 
systemic immunosuppression requirement was their main presentation. Native American aboriginal 
ancestry was reported by 22.64% of the whole cohort and 37% of frequent visits’ subgroup.
Conclusions: Unilateral, non-idiopathic, non-infectious anterior uveitis was the most frequent presenta-
tion, in agreement with reports coming from western developed cities. The multi-racial Argentinian 
population with specific Native American aboriginal ancestry might contribute to certain forms of poster-
ior uveitis and their response to treatment.
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Under the designation of uveitis are regrouped a variety of 
inflammatory (infectious or autoimmune) ocular diseases, 
which when poorly treated, can potentially lead to blind-
ness (uveitis is responsible for 5–10% of visual impairment 
worldwide).1 The prevalence and phenotypic expression of 
uveitis vary with age, sex, diet and social habits but is also 
influenced by geographic location and ethnicity.2

Important differences arise as well between rural and 
urban settings.3

Some uveitic entities by nature have a guarded prognosis. In 
most cases however, response to therapy can be anticipated, 
though the nature of this response will vary from case to case 
and from individual to individual. Therefore, it is difficult to 
establish universal criteria for severity and treatment response, 
though such criteria would be useful to judge response in 
different settings.4–6

The present study is aimed at describing the epidemiological 
and clinical features of patients referred and managed in 
a private uveitis practice in the city of Buenos Aires, 
Argentina. The city of Buenos Aires is an autonomous district 
and the largest urban conglomerate in Argentina, with 
a permanent population of about 3 million people and a local 
catchment area of 13.5 million.7 The Instituto de la Visión is 
a private specialized ophthalmology clinic in which a uveitis 
department was created as a separate division in 2011. The 
clinic is considered a referral center for patients with complex 
eye diseases, but it is not part of the Argentinean Public Health 
System. Hence, patients treated there have health insurance or 
can pay for care out of pocket.

The study reports on the incidence of both non-infectious 
and infectious uveitis over a period of 4 years (2011–2015) and 
describes the clinical features of this particular patient’s 
population.

Materials and methods

This is a retrospective review study of all clinical files of 
patients referred to the Uveitis Clinic at the Instituto de la 
Visión in Buenos Aires, Argentina, from November 2011 to 
October 2015. The study followed the tenets of the Declaration 
of Helsinski for epidemiological studies and was approved and 
monitored by the Instituto de la Visión Ethics Committee for 
human trials. Charts of individual patients were reviewed only 
after obtaining informed consent.

Patients with infectious and non-infectious uveitis were 
retained in this analysis. Excluded were patients with 
a masquerade syndrome (either benign or malignant) and 
those with the eye involved in a surgical or traumatic injury 
without contralateral inflammatory eye disease. Patients with 
scleritis and episcleritis were also excluded.

At the initial visit, demographic data, age of onset, disease 
anatomic location, clinical course and systemic medical history 
were collected. Each patient was asked about their ancestry, 
with specific questioning regarding Native American ethnicity. 
Patients were classified as suffering from adult-onset disease if 
uveitis was first observed after 16 years of age and of pediatric 
origin if it had started prior to that age. At each visit, 
a complete ophthalmic evaluation was systematically 
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performed (Snellen best corrected visual acuity, slit lamp bio-
microscopy, applanation tonometry and dilated fundus exam-
ination). Ancillary ophthalmic tests (visual field, fundus 
autofluorescence, fluorescein angiography, indocyanine green 
angiography, optical coherence tomography, ultrasound bio-
microscopy) were obtained as required on a case-by-case basis. 
Similarly, systemic investigations (blood tests, tomographic 
scans, magnetic resonance images, pet scans and biopsies) 
were ordered after analyzing preliminary clinical and ocular 
findings in a specific tailored approach. Ocular fluid samples 
were obtained when required during the patient’s initial visit or 
follow-up, based on clinical picture and diagnosis’ suspicion. 
Once obtained, the sample (aqueous humor and/or vitreous) 
was processed as per etiological hypothesis in a particular case 
(polymerase chain reaction when infectious etiology was sus-
pected; cytokine analyses, flow cytometry and cytology when-
ever masquerade syndrome was considered).

The need and use of systemic, periocular and intraocular 
immunosuppressive drugs were recorded and correlated with 
the underlying etiology. Complications of particular interest in 
uveitis were also recorded as separate entities including retinal 
vasculitis in at least one complete retinal quadrant, retinitis, 
uveitis related macular edema requiring specific treatment 
(besides the treatment of uveitis itself), visual field damage in 
at least one eye, with a residual visual field of 20 degrees or less, 
retinal or choroidal neovascularization and phthisis bulbi 
related to uveitis.

For patients with more than 6 visits per year, a sub-analysis 
was carried out to determine the clinical characteristics leading 
them to require frequent visits.

Uveitis was classified anatomically according to the criteria 
of the Standardization of Uveitis Nomenclature Working 
Group (SUN)8 and the International Uveitis Study Group 
(IUSG).9

Granulomatous uveitis was defined by the presence of med-
ium to large size keratic precipitates, iris nodules (either 
Köeppe or Busacca type) and/or optic disc or choroidal gran-
ulomas; the absence of these findings defined the non- 
granulomatous nature of the disease. Specific clinical entities 
were defined upon established clinical criteria and supporting 
laboratory evidence as needed.

A diagnosis of herpetic anterior uveitis was based on the 
presence of unilateral granulomatous inflammation, elevated 
intraocular pressure, granulomatous keratic precipitates and 
sectoral iris atrophy. Posterior segment herpetic disease was 
classified as Acute Retinal Necrosis (ARN),10 Progressive Outer 
Retinal Necrosis (PORN)11 and cytomegalovirus (CMV) 
retinitis12 according to established criteria.

Acute Anterior Uveitis (AAU), associated or not with HLA 
B27 haplotype, was characterized by recurrent, unilateral, sud-
den onset and alternating nature, non-granulomatous inflam-
mation, with significant cellular and fibrinous anterior 
chamber reaction.13 HLA B27 – associated uveitis’ clinical 
picture could also be represented by panuveitis and/or retinal 
vasculitis, following exclusion of other possible diagnosis.14,15

Juvenile idiopathic arthritis (JIA) associated uveitis was 
defined as a chronic, anterior non-granulomatous uveitis 
(even granulomatous inflammation was also a rare but possible 
presentation), frequently associated with elevated flare and 

posterior synechiae and starting no later than 16 years old. 
Antinuclear antibodies (ANA) positivity was considered a risk 
factor for the development of complications but not required 
for the diagnosis.16–18

Fuchs’ uveitis was defined as a chronic, low grade anterior 
uveitis with or without anterior vitreous cells, characteristic 
fine, stellate granulomatous keratic precipitates, stromal iris 
atrophy, with or without heterochromia and absence of poster-
ior synechiae and macular edema. While most cases were 
unilateral, if the above criteria were met and other etiologies 
have been properly ruled out, bilaterally was allowed.19–21

Posner-Schlossman syndrome was characterized by recur-
rent attacks of acute, unilateral, mild anterior granulomatous 
uveitis with elevated intraocular pressure, in the presence of an 
open angle.22–24

Behçet’s disease (BD) was diagnosed according to the cri-
teria of the International Study Group for BD25; for Vogt- 
Koyanagi-Harada (VKH) disease, the 2001 revised diagnostic 
criteria were used.26

Ocular sarcoidosis was classified as definite, presumed, 
probable and possible according to the criteria proposed by 
the International Workshop on Ocular Sarcoidosis.27

White dot syndromes were defined based on the clinical 
criteria for each entity already described in literature.28,29 

Multimodal images were applied to each case within this 
group of retino-choroidal diseases.30,31

The diagnosis of tuberculous uveitis was based on the exclu-
sion of other etiologies, the presence of an evocative clinical 
picture, a positive Mantoux test and a positive response to 
tuberculostatic treatment.32

Toxoplasmic retinochoroiditis in the immunocompetent 
host was diagnosed on the basis of a focus of retinitis in the 
setting of mild granulomatous anterior segment inflammation, 
presence of retino-choroidal pigmented scar and positive IgG 
serology. In cases of primo infection, a scar was not present and 
both IgM and IgG had to test positive.33

Any focus of retinitis affecting the immunosuppressed host 
and/or elderly patient was diagnosed clinically and confirmed 
by aqueous humor analysis.34–36 Any case of retinitis judged as 
unusual to be clinically diagnosed was treated upon the result 
of ocular fluid analysis.

Given the nature of this study, only descriptive statistics 
were used (mean, median and range) and were computed 
using Microsoft Excel (Microsoft Corporation, Redmond, 
WA, USA).

Results

During the study period, 238 patients were referred to the 
Uveitis Clinic for evaluation and management; among them, 
26 did not have uveitis and were excluded from this analysis. 
The mean age of the remaining 212 patients was 45 years old 
(range 6–97), including 21 pediatric cases (10%). Male to 
female ratio was almost equal (107 to 105). Median follow up 
was 22,82 months.

Anterior uveitis was the most frequent anatomic presenta-
tion (107 cases, 50%), followed by posterior uveitis (68 cases, 
32%), intermediate uveitis (20 cases, 9%) and panuveitis (17 
cases, 8%). Disease was bilateral in 76 cases, being bilateral 
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involvement most commonly present in posterior uveitis (28 
patients). An etiology could be identified in 72% of cases, while 
an infectious etiology was present in 36% of individuals. 
Table 1 summarizes the main demographic features.

In patients with anterior uveitis, 30% were idiopathic cases 
(4 granulomatous uveitis, 29 non-granulomatous). Herpes 
uveitis was the most common infectious cause: anterior uveitis 
in 21 eyes and endotheliitis in 2. Among the remaining 
patients, HLA-B27 associated acute anterior uveitis (AAU 
HLAB27) was the most common diagnosis, followed by 
Fuchs’ uveitis.

Among intermediate uveitis patients, 14 were idiopathic in 
nature (Table 2). Both eyes were involved in all idiopathic 
cases, as well as in sarcoidosis and multiple sclerosis but not 
in other etiologies.

Idiopathic cases were less frequent in posterior uveitis (9 
patients, 13%) (Table 2). An infectious origin was present in 
43% of cases, being toxoplasmosis the most frequent etiology. 
Behçet disease was the most frequent non-infectious cause.

Panuveitis was diagnosed in 17 patients (28 eyes). Infectious 
etiology was present in 5 (7 eyes), of which 5 eyes (3 patients) 
were tuberculosis related uveitis. Non-infectious etiologies 
were found in 12 patients (21 eyes), with VKH the most 
frequent diagnosis in this group (5 patients, 10 eyes), followed 
by sarcoidosis (2 patients, 4 eyes) and Behçet disease (2 
patients, 3 eyes). Table 2 summarizes the distribution of differ-
ent etiologies among different anatomic locations.

During the follow-up, visually significant cataract in the 
setting of uveitis developed in 16 patients (20 eyes); inflamma-
tory glaucoma in 10 patients (11 eyes) and uveitis-related 
cystoid macular edema affected 20 patients (26 eyes).

Systemic immunosuppression was needed in 68 patients 
(32%); within this group, 8 received only oral prednisone; 31 
received a combination of steroids and immunosuppressants 
and 29 received immunosuppressants without steroids 
(Table 3).

A slow-release steroid implant was injected in the vitreous 
cavity of 6 patients (11 eyes); in all cases the dexamethasone 
one was administered.

Sub-tenon triamcinolone acetonide (40 mg/ml) injections 
were administered to 4 patients (7 eyes).

Intravitreal methotrexate (400 microgrames/0.1 ml) was 
given to 4 eyes of 3 patients. One eye suffered from chronic 
cystoid macular edema secondary to unilateral idiopathic 
non-granulomatous anterior uveitis and responded very well 
to this approach. The other 3 eyes (2 patients) suffered from 
white dots syndrome (1 case of multifocal choroiditis and 
panuveitis, MCPU, and the other one of serpiginous 
choroiditis).

Excluding cases of toxoplasmic retinochoroiditis, retinal 
vasculitis affecting at least one retinal quadrant was present 
in 20 patients (26 eyes) and retinitis in 6 (9 eyes) Tables 4 
and 5.

Five eyes presented with unilateral phthisis bulbi secondary 
to active persistent intraocular inflammation despite treatment. 
Their diagnosis is summarized in Table 6.

Nine patients (14 eyes) developed permanent severe visual 
field loss (defined as 20 or less degrees of visual field in at least 
one eye). Only 3 patients within this group suffered from 
uveitis-related glaucoma. In the remaining 11 ones, visual 
field loss was related to uveitic optic nerve damage (optic 
neuropathy in the setting of syphilitic uveitis, Behçet disease 
or herpetic posterior uveitis) Table 7.

Choroidal neovascularization occurred in 4 patients (6 eyes) 
while 1 developed bilateral retinal neovascularization in the 
setting of IRVAN syndrome (Idiopathic Retinal Vasculitis, 
Aneurysms and Neuroretinitis) Table 8.

Sixty-two patients (106 eyes) had 6 or more visits in one year. 
Median age in this group was 37.54 years old, distributed equally 
between men and women. Posterior involvement was most 
frequently observed (29 patients, 49%). Disease was idiopathic 
in 14 cases (23%). Patients with the following diagnosis were 
more likely to require frequent follow ups: Behçet’s disease 
(9 patients), VKH syndrome (5 patients), sarcoidosis (4 patients) 
and HLA B27 non-anterior uveitis (retinal vasculitis in 3 
patients and panuveitis in 1).

Table 1. Main demographic characteristics of the study population.

Age 45 years old (6–97)

Pediatric cases 21 patients (10%)
Gender 107 males – 105 females
Duration 28.41 months (1–72)
Laterality 65% unilateral – 35% bilateral
Inflammation pattern 64% non-infectious – 36% infectious
Etiology 72% non-idiopathic – 28% idiopathic

Table 2. Anatomic involvement. Main number indicates cases while number in 
brackets refers to eyes. Idiopathic posterior uveitis includes idiopathic retinitis (1 
patient, 1 eye) and idiopathic retinal vasculitis (8 patients, 8 eyes). HLA B27 related 
uveitis regroups acute anterior uveitis, intermediate, retinal vasculitis (posterior) 
and panuveitis cases.

Non-Infectious Uveitis Anterior Intermediate Posterior Panuveitis

APMPPE 1 (2)
Ampiginous choroiditis 2 (4)
Behçet’s disease 2 (4) 6 (11) 2 (3)
Birdshot chorioretinopathy 3 (6)
Fuchs’ uveitis 9 (9) 1 (1)
HLA B27 related uveitis 20 (24) 1 (1) 2 (3) 2 (3)
Idiopathic 33 (40) 14 (28) 9 (9) 1 (1)
IRVAN 1 (2)
Idiopathic Uveitis and RRD 1 (1)
JIA-uveitis 5 (10)
MCPU 4 (7)
Multiple Sclerosis 1 (2)
Sarcoidosis 1 (2) 2 (4) 6 (10) 2 (4)
Serpiginous choroiditis 4 (8)
Systemic Lupus Erythematosus 1 (2)
VKH syndrome 5 (10)

Infectious Uveitis Anterior Intermediate Posterior Panuveitis

Chronic endophthalmitis 2 (2) 1 (1)
Herpetic Uveitis 23 (23) 4 (7)
HIV vasculopathy related 

retinitis
1 (1)

Possner-Schlossman syndrome 7 (7)
Syphilis 1 (2) 3 (3)
Toxocariasis 4 (4) 1 (1)
Toxoplasmosis 17 (19) 1 (1)
Tuberculosis related uveitis 2 (3) 1 (1) 3 (5)

JIA: Juvenile Idiopathic Arthritis. APMPPE: Acute Posterior Multifocal Placoid 
Pigment Epitheliopathy. MCPU: Multifocal Choroiditis and Panuveitis. VKH: 
Vogt Koyanagi Harada. IRVAN: Idiopathic Retinal Vasculitis, Aneurysms and 
Neurorretinitis. RRD: Rhegmatogenous Retinal Detachment. HIV: Human 
Immunodeficiency Virus.
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Systemic immunosuppression was used in 49 cases. The 
remainder received one or more intravitreal dexamethasone 
implants, sub-tenon triamcinolone or intraocular immunosup-
pressants (13 patients, 20.96%).

Sixteen patients (25.80%) within this group of frequent 
visits presented retinal vasculitis not related to toxoplasmosis 
in at least 1 retinal quadrant and 3 (4.83%) presented retinitis. 

Permanent visual field damage in at least one eye affected 7 
patients (11.29%) while neovascularization (either choroidal or 
retinal) developed in 5 (8.06%).

Native American aboriginal ancestry was reported by 48 
patients within the whole cohort (22.64%) and 23 out of 62 
patients (37%) within the group of 6 or more visits.

During the median 23 months of follow-up,1–48 visual 
acuity improved in 99 patients (46.69%), remained stable in 
91 (42,92%) and worsened in 22 (10.37%).

Discussion

Here, we report the clinical characteristics of a cohort of 
uveitis patients from a single private practice in the city of 
Buenos Aires, Argentina. The anatomic and etiologic distri-
bution resembles that of any other community-based urban 
center from a developed country. Anterior, non-infectious, 
non-idiopathic uveitis make up the majority of cases, with 
HLA-B27 associated AAU the most frequent etiology. 
Similar findings were reported from tertiary referral centers 
in New Zealand and Australia (both countries located at 
a similar latitude but with different ethnicity and economic 
development).37,38

The ethnography of Argentina is highly diverse due to the 
massive immigration during the mid-19th and 20th centuries.39 

Waves of migrants arrived mostly from Europe but also from 
Syria and Lebanon as well as a significant influx of Jewish 
origin. Most Argentinians are the offspring of these immi-
grants with almost 97% of the urban population from 
European or partial European descent. This particular ethnic 
composition should suggest a uveitis’ spectrum very similar to 
those published in European series on uveitis. Indeed, in this 
urban cohort of patients, anterior, non-idiopathic, non- 
infectious uveitis was the most common presentation. 
A series from Barcelona, Spain, found a similar anatomic dis-
tribution, although panuveitis was more prevalent than 

Table 3. Distribution of systemic immunosuppressive treatment modalities 
among different etiologic diagnosis. Main number indicates cases while number 
in brackets refers to eyes.

Diagnosis Steroids Immunosuppressants

Combined treatment 
(steroids and 

immunosuppresants

VKH 3 (6) 2 (4)
Sarcoidosis 3 (6) 3 (6)
APMPPE 1 (2)
Behçet’s disease 10 (20)
Birdshot 3 (6)
Serpiginous Choroiditis 1 (1) 2 (4)
Ampiginous Choroiditis 2 (4)
MCPU 4 (6)
HLA B27 panuveitis 2 (3)
HLA B27 posterior uveitis 2 (3)
JIA associated uveitis 4 (8)
Idiopathic intermediate uveitis 4 (8) 7 (14) 2 (2)
Lupus related intermediate 

uveitis
1 (1)

Childhood sarcoidosis 1 (2)
Idiopathic Uveitis and RRD 1 (1)
Idiopathic retinitis 1 (1)
Idiopathic retinal vasculitis 5 (6) 3 (4)
IRVAN 1 (2)
Toxocariasis 1 (1) 1 (1)

VKH: Vogt Koyanagi Harada. APMPPE: Acute Posterior Multifocal Placoid Pigment 
Epitheliopathy. MCPU: Multifocal Choroiditis and PanUveitis. JIA: Juvenile 
Idiopathic Arthritis. RRD: Rhegmatogenous Retinal Detachment. IRVAN: 
Idiopathic Retinal Vasculitis, Aneurysms and Neurorretinitis.

Table 4. Vasculitis affecting at least one complete retinal quadrant (excluding 
toxoplasmic retinochoroiditis).

Diagnosis N* of Patients (N* of Eyes)

Behçet’s disease 8 (16)
Idiopathic retinal vasculitis 8 (10)
HLA-B27 associated retinal vasculitis 2 (3)
HLA-B27 associated panuveitis 1 (2)
IRVAN 1 (2)

IRVAN: Idiopathic Retinal Vasculitis, Aneurysms and Neuroretinitis.

Table 5. Retinitis affecting at least one complete retinal quadrant (excluding 
toxoplasmic retinochoroiditis).

Diagnosis N* of Patients (N* of Eyes) Host immune status

ARN 1 (1) Immunocompetent
ARN 1 (2) Immunosuppressed
CMV retinitis 2 (4) Immunosuppressed
Behcet’s disease 1 (1) Immunosuppressed
Idiopathic retinitis 1 (1) Immunosuppressed

ARN: Acute Retinal Necrosis. CMV: Cytomegalovirus.

Table 6. Phthisis bulbi related to active persistent inflammation despite 
treatment.

Diagnosis N* of Patients (N* of Eyes)

Behcet’s disease 2 (2)
Idiopathic intermediate uveitis 1 (1)
HLA B27 associated panuveitis 1 (1)
Congenital toxoplasmosis 1 (1)

Table 7. Permanent visual field damage related to uveitis (remnant visual field 
less than 20 degrees).

Diagnosis N* of Patients (N* of Eyes) Uveitic glaucoma

CMV retinitis 2 (4) No
Acute Retinal Necrosis 2 (3) No
Fuchs’ uveitis 2 (2) Yes
Behçet’s disease 1 (2) No
Tuberculosis related uveitis 1 (1) Yes
Syphillis 1 (1) No

CMV: cytomegalovirus

Table 8. Uveitis’ related neovascularization.

Diagnosis

N* of 
patients 

(N* of eyes)
Choroidal 

neovascularization
Retinal 

neovascularization

Serpiginous 
choroiditis

2 (3) Yes No

MCPU 1 (2) Yes No
Sarcoidosis 

probable
1 (1) Yes No

IRVAN 1 (2) No Yes

MCPU: Multifocal Choroiditis and PanUveitis. IRVAN: Idiopathic Retinal Vasculitis, 
Aneurysms and Neuroretinitis.
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intermediate uveitis in their cohort.40 Interestingly, they report 
22% of patients being non-Spanish in origin; among this sub-
group, 47% of VKH and 36% of toxoplasmosis occurred in 
those from South America. In South America, a series from 
Santiago de Chile41 also found anterior uveitis as the most 
common anatomic presentation while another one from Sao 
Paulo, Brazil, reported posterior uveitis related to toxoplasmo-
sis as the most frequent diagnosis.42 Table 9 summarizes our 
own results and those from these epidemiologic studies con-
ducted elsewhere.

While a European ancestry is frequent, a unique and impor-
tant ethnic segment of the Argentinian population has 
Indigenous American Indian ancestry. At a maternal chromoso-
mic level, 56% of Argentinians have some Native American 
ethnicity, particularly in non-urban settings.43 The occurrence 
of VKH disease in the Argentinian population, the most frequent 
etiology of panuveitis in our series, is probably related to this 
particular ethnic background, as it was also reported in other 
parts of the Americas, including Mexico, Canada and Alaska.44–46

In our cohort, Behçet’s disease represented 15% and 16% 
of all non-infectious posterior uveitis and panuveitis respec-
tively. These figures are relatively high considering the geo-
graphical location of Argentina, far away from the Silk 
Road.47 HLA-B51 is highly prevalent in certain Indigenous 
Amerindians populations and may explain this high 
prevalence.47 The disease was traditionally considered almost 
non-existent in the Americas48 but could have easily been 
overlooked if not properly assessed.

As we analyzed our data, we noticed the presence of 
a particular subgroup of individuals characterized by frequent 
visits (defined for the purpose of this study as 6 or more in 
a year). Patients falling into this category suffered from non- 
infectious, non-idiopathic posterior uveitis, and required sys-
temic immunosuppression and/or frequently intraocular 
treatment. Retinal vasculitis, retinitis and retinal or choroidal 
neovascularization were more often observed, and they were 
more prone to severe visual field loss, glaucoma or hypotony 
and phthisis bulbi development. The prevalence of patients 
reporting Native American aboriginal ancestry among them 
was 37%. There did not appear to be a bias based on access to 
care. The observed severity in this group might be related to 
their genetic background, a subject that will require further 
study.

Our study does have biases: it is limited to one private 
practice setting, in one urban center in Argentina. Social 
inequality is a well-known phenomenon in South America 
and Argentina is no stranger to this situation. Our study was 

performed in a private tertiary referral center located in the city 
of Buenos Aires, the richest one in the country. Even though 
our population is highly representative of the urban 
Argentinian middle class, given a possible difference in access 
to care, we are not able to assimilate our results to the whole 
Argentinian population. A study involving patients from pri-
vate and public hospitals and multiple urban and rural settings 
would be needed to provide a more comprehensive view of 
uveitis in Argentina. These could be linked to populations 
studies looking at the genetic makeup of patients which could 
help to further elucidate links between genetics and uveitis.

In summary, we report on the spectrum of uveitis in an 
urban cohort of Argentinian patients. While our results are 
comparable to published series from the western world, there is 
a particular tendency for certain form of uveitis to be present 
more frequently in the Argentinian population. There mani-
festations may also depend on the genetic make-up of the 
patients.
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