
 

 

Case report  

Anterior and posterioruveitisrevealingLymedisease 

 

 

 

ABSTRACT : 

Lymedisease, a tick-borne spirochetal infection, oftenbeginswith a characteristic skin lesion, 
erythemachronicummigrans, whichmaybefollowed by neurologic, cardiac, ocularor joint 
abnormalities,ocular manifestations remain rare in Lymedisease. We report an original case 
of a 20-year-old female patient presentingwithbilateralanterior and 
posterioruveitiswithbilateral stage twopapilledemaassociatedwithinflammatoryarthralgias, 
in whom the etiologicalassessmentrevealedLymediseasethatrespondedwell to treatment. 
This observation highlights the importance of investigatingLymedisease in cases of 
unexplainedocularinvolvement to initiateantibiotictreatment in order to preventsevere and 
late manifestations of the disease 
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Introduction:  

Lymediseaseis an infectiousdiseasecaused by the spirocheteBorreliaburgdorferi sensu lato, 
transmitted by a tick bite, initiallymanifests as a skin rash (erythemamigrans) 
centeredaround the tick bite. If leftuntreated, itcanprogressthroughthree long-lasting stages, 
characterized by a greatdiversityaffectingseveralsystems and organs. It canpresent in joint, 
neurological, ocular, and cardiacforms, eitheracutely or chronically. Ocularinvolvementis 
rare, presenting as uveitis, primarilyanterior and posterioruveitis. We report the case of a 
young patient withbilateralanterior and posterioruveitiswithbilateral stage 
twopapilledemarevealingLymedisease. 

Case presentation :  

Observation:  



 

 

This is a 20-year-old young ladywithoutsignificantmedicalhistory, who reports 
chronicinflammatoryarthralgiasaffecting the knees and elbows, evolvingsince the age of 10, 
treatedwith non-steroidal anti-inflammatorydrugs.  

The patient wasadmitted for a progressive decrease in visualacuityassociatedwithheadaches, 
the acuitywas 8/10 in the right eye and 1/10 in the lefteye. The 
ophthalmologicalexaminationwith a slitlampshowed the presence of a Tyndall signwith 3 
crosses bilaterally in the anterior segment, intraocular pressure was normal bilaterally 14 
mmhg in the lefteye and 13 mmhg in the right eye,the vitreoushumorappeared normaland in 
the fundus, therewasbilateraloptic disc edema stage two.  

The clinicalexaminationat admission was normal, and infectiousworkupreturnednegative 
(serologies for HIV, Hepatitis B, Hepatitis C, Syphilis, herpes simplex virus, cytomegalovirus, 
and Epstein-Barr virus). The brain and spinal MRI was normal, and the analysis of the 
cerebrospinalfluidshowed the presence of transudate of serumimmunoglobulins G related to 
chronic inflammation. In terms of therapy, the patient received four boluses of 
methylprednisoloneat 1 mg/kg/dayspaced one monthapart, followed by oral 
corticosteroidtherapy and azathioprineat 100 mg with good improvement.  

The follow-up ophthalmologicalexaminationshowed the disappearance of the Tyndall sign 
and resolution of the optic disc edema, but one monthafter the last bolus, the patient 
experienced an ocular relapse. The ophthalmologicalexaminationshowed a visualacuity of 
1/10 in the right eye and countingfingers in the lefteye, with the presence of a Tyndall 
signwith 2 crosses bilaterally in the anterior segment and optic disc edema stage 1 in the 
fundus. An anteriorchambersamplewastaken, showing the presence of gram-positive cocci 
and Borreliaburgdorferi. Immunoglobulin M was positive, and the Enzyme-
LinkedImmunoassay and Western blot tests were positive withtwo bands 
indicatingBorreliaburgdorferi.  

Given the chronic joint involvement and positive serology for borreliosis, the diagnosis of 
Lymediseasewasretained. In terms of therapy, the patient wasplaced on oral 
corticosteroidsat 1 mg/kg/daywithdoxycyclineat 200 mg for 14 days, resulting in a good 
improvement in visualacuity and regression of the Tyndall sign andoptic disc edema. 

 



 

 

Fig 1 : optic disc edema stage 2 

 

Fig 2 : optic disc edema stage 2 

 

 

Discussion: 

The clinicalpicture of Lymediseaseishighlypolymorphic, withocularinvolvementbeing rare (1). 
The spectrum and variability of ocular manifestations observed in Lymedisease have been 
incompletelydefineduntilnow. Unfortunately, ourunderstanding of the ocular manifestations 
of the disease has not progressed as rapidly as for othersystemic manifestations of this 
infection(2). The frequency of oculardiseaseisverylikelyunderestimated,(3) due to difficulties 



 

 

in serologicalanalysis, but also to a poorunderstanding of the clinicalsymptomatology, 
whichisparticularlyvaried. Ocularinvolvementcanoccur at all stages of the disease (early and 
late). It isreported in nearly 1% of cases of systemicdisease(4) (5). All ocular structures 
canbeaffectedduring the different phases of the disease, uveitisoccurspredominantlyduring 
the late phase. This ismainly an 
anteriorinvolvementwithgranulomatousretrocornealprecipitates, iridocrystalineadhesions, 
iris nodules, but alsointermediateuveitiswithhyalitis (6). A Japanesestudywasconducted in 
patients withuveitis, in an area endemic for Lymedisease(7). Patients with inflammation of 
undeterminedoriginhad a positive serologyin 48% of cases. The frequency of positivity in the 
general population in this area was 5%(8)(9). The authorsconcludedthatLymediseasewas a 
cause of idiopathicuveitis, hence the interest in searching for Lymedisease in cases of 
unexplainedocularinvolvement. 

Conclusion: 

The clinicalspectrum of ocular manifestations 
associatedwithLymeborreliosisisparticularlybroadwhile the frequency of 
thisinvolvementremainslow. Most inflammatory conditions affecting the 
oculartunicsoccurduring the late phase of the disease, whichpartlyexplains the diagnostic 
and therapeuticdifficulties. The pathophysiology of the diseaseiscontroversial. Direct 
infection and hypersensitivityphenomenamaybeinvolvedduring the different phases of the 
infection. The ocular manifestations of Lymedisease are potentiallyserious but the 
evolutioncanbe favorable withantibiotictherapy. This justifies the prescription of serology in 
the presence of ocular inflammation without an obviousdiagnosis. 
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