Downloaded from bjo.bmj.com on May 24, 2012 - Published by group.bmj.com

British Journal of Ophthalmology, 1984, 68, 595-597

Acute anterior uveitis and hepatitis B virus infection
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summary The aetiology of acute anterior uveitis (AAU) in the great majority of cases is unclear.
Various infective agents have been postulated, however, as playing a direct or indirect part in the
disease process, possibly via an immune-complex vasculitis. In an earlier study we concluded that,
contrary to a previous report, hepatitis B virus (HBV) played only a small role, if any, in the
pathogenesis of uveitis in Great Britain. Since we did not look for other markers of HBV infection
other than hepatitis B surface antigen (HBsAg), it is possible that some cases of recent HBV
infection may have been missed. In the present study 49 patients with AAU were tested for
markers of hepatitis B infection. Sera from all patients tested were found to be negative for HBsAg
and for antibody to the HBV core (anti-HBc), excluding HBV as a significant cause of AAU in this
country. Since the quest for an infective agent in AAU may remain unproductive, future research
on the aetiopathogenesis of AAU should include the study of tissue ‘vulnerability” and the local and

systemic immunoregulatory factors which modulate inflammatory responses.

Acute anterior uveitis (AAU) is a painful, ill-
understood eye condition. Many infective agents have
been postulated in its pathogenesis. They include
chlamydia,' klebsiella,? and other bacteria and herpes
simplex and varicella-zoster viruses.”

Infection with hepatitis B virus (HBV) has been
implicated in the development of certain forms of
glomerulonephritis* and polyarteritis nodosa.® These
are thought to be due to the deposition in the vascular
tree of circulating immune complexes comprising
HBV antigenic components and their respective
antibodies. It is conceivable, therefore, that HBV
could cause an immune-complex vasculitis in the eye
leading to uveitis.

Evidence for this comes from two previous studies.
Firstly, a Swiss study® showed that sera from 13% of
patients with various types of uveitis were positive for
hepatitis B surface antigen (HBsAg) and that 23%
were positive for antibody to HBsAg (anti-HBs).
This was taken to indicate previous HBV infection.
Secondly, a random survey showed that 2% of
patients with uveitis in Great Britain had HBsAg in
their serum.” This prevalence was 10 times higher
than expected. No markers other than HBsAg were
looked for.

It was decided, therefore, to investigate a group of
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patients with AAU, not only to screen for HBsAg but
also to test for areliable marker of past HBV infection
which also would identify patients with recent infec-
tion who were negative for HBsAg. Antibody to the
HBV core (anti-HBc) was used to investigate the
prevalence of past HBV infection, as this antibody
probably persists for life.

Materials and methods

Forty-nine patients with acute anterior uveitis who
presented to the Casualty Department, Moorfields
Eye Hospital, City Road, within two weeks of the
onset of symptoms were included in the study.
Patients with only a few cells in the anterior vitreous
were also included, but any more significant vitreous
activity or evidence of posterior segment inflamma-
tion excluded them from the study.

Venous blood was collected at the first attendance
of the patient. Blood was allowed to clot, and the
serum was separated and stored at —20°C prior to
use. Sera were tested for HBsAg and anti-HBc by
solid-phase radioimmunoassay.”

Results

Of the 49 patients tested 33 were male and 16 female.
In three patients the disease was bilateral and in the
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rest unilateral. Three patients had associated
ankylosing spondylitis (New York criteria), and only
four had suffered previous attacks of AAU. Their
ages ranged from 19 to 69 years (mean 35 years).
Forty-two were British Caucasian, 3 Asian, 3 West
Indian, and 1 Chinese.

All sera tested were negative for HBsAg and
anti-HBc.

Discussion

The role of immune complexes in inflammatory eye
disease was first suspected by Levine and Ward.”
Char et al.® showed increased levels of immune
complexes in chronic uveitis. In studies reported from
our department'' '? low levels of C3 were observed in
pars planitis, and raised levels of Clq bindingimmune
complexes were found in recurrent anterior uveitis,
Behget’s syndrome, and pars planitis with retinal
vasculitis. A case of acute uveitis developing in the
course of arthritis with systemic vasculitis due to
immune-complex deposition hasbeen reported,'*and
Dernouchamps et al.'* have demonstrated immune
complexes in the aqueous of patients with hetero-
chromic cyclitis. Recently experimental evidence
from rabbits showed that immune complexes could
be demonstrated in the aqueous during times of
clinically evident inflammation in immunogenic
uveitis.'* It is possible, therefore, that HBV infection
could itself be a trigger for an immune-complex-
mediated AAU, since HBV has been linked pre-
viously to various systemic diseases such as glomeru-
lonephritis* and polyarteritis nodosa® where an
immune-complex vasculitis is central to the organ
damage.

The usual sequel to infection with HBV is a mild,
often clinically inapparent, acute hepatitis which has
an incubation period of some three months. Most
infections will resolve completely with clearance of
viral antigens from the blood and their replacement
by specific antibodies. During this time the patient
may complain of urticaria and arthralgia, perhaps as
a result of deposition of circulating immune
complexes. These non-hepatic manifestations, if they
occur in the acute infection, are generally short-lived.

A proportion of infections do not resolve, and the
patient remains persistently infected with HBV and is
termedacarrier. Early in the carrier state the patient’s
serum will contain an additional antigen, called the e
antigen (HBeAg). At some later stage thisis replaced
by specific antibody (anti-HBe). At this time it is
possible for HBeAg and anti-HBe to coexist in the
serum. In addition a small proportion of carriers may
also have HBsAg and its antibody (anti-HBs) co-
existent in their serum. Thus, in carriers, these two
antigen systems may be related to the possible
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formation of circulatory immune complexes and
extrahepatic disease. Grob and associates® demon-
strated anti-HBs in the serum of 23% of patients with
uveitis. The seroconversion for anti-HBs in acute
infections is variable, and the absence of this antibody
cannot be taken to exclude recent HBV infection.
Therefore, in order to exclude precisely previous
infection, sera were tested for anti-HBc. Even though
some of our patients came from areas in the world
where there is a higher prevalence of carriers—for
example, 10-20% in Asia—sera from all 49 patients
tested were shown to be negative for HBsAg and
anti-HBc, that is, none had previously been infected
by HBV. Although we have not tested a larger
number of blood samples, the evidence suggests that
neither acute nor chronic HBV infection plays any
part in the pathogenesis of AAU in this country.

As the aetiology of AAU is largely unknown, it
was reasonable to search for a possible infective
agent, especially as various micro-organisms have
been implicated in its pathogenesis, particularly
viruses*—for example, herpes simplex, varicella-
zoster, and adenovirus. A number of Gram-negative
bacteria have also been associated with AAU and the
HLA-B27 histocompatibility antigen. Here the
inflammatory reaction may develop either due to
deposition of immune complex ' '” or through a type
I1 hypersensitivity reaction, because certain ocular
antigens seem to bind antibodies to Gram-negative
organisms such as klebsiella.> Since IgA levels are
raised in some patients with anterior uveitis,'* the
possibility of associated gastrointestinal infection by
Gram-negative organisms and eventual specific anti-
body production is a strong possibility.

A current theory' suggests that the infectious
agent binds to and/or alters the B27 antigen in such a
way that an aberrant immune response results.
Similarly it has been proposed that virus infection
may induce aberrant expression of HLA-DR on
target tissues, thus allowing them to activate T cells,
leading to autodestruction.* Chlamydia has also been
postulated as beinginvolved in the inductionof AAU,
and a recent study indicates a significant relationship
between the cell mediated immune response to
chlamydia group antigen and the HLA-B27 positive
subgroup of patients with AAU.!

Since the various agents implicated in AAU are
not uncommon pathogens, the susceptibility of the
individual must play a crucial role. This may represent
several underlying immunological defects in these
patients. Already various abnormalities have been
reported. Nussenblatt ef al.>' ** have found increased
suppressor T-lymphocyte numbers and activity in
patients with active posterior uveitis. Byrom et al.**
found a T lymphopenia in patients with HLA-B27
+veand —ve AAU, as did Wakefield er al.** but only
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in HLA-B27 +ve individuals (thereby postulating an
immune response to an infective agent), but we could
not confirm these results.?* We have found, however,
decreased numbers of suppressor T lymphocytes in a
case of acute lepromatous uveitis (in preparation),
indicating a possible (intraocular) manifestation of
erythema nodosum leprosum.

We have failed to confirm that HBV, at least in this
country, plays any part in the aetiology of AAU. Itis
hoped that developments in the field of immuno-
regulation will increase our understanding of this
puzzling condition.

We arc grateful to Miss K. Betts for her scerctarial assistance.
P.1.M. is the recipicent of the Friends of Moorficlds Rescarch Fellow-
ship Grant.

References

1 Wakeficld D, Penny R. Cell-mediated immunc response to
chlamydia in antcrior uveitis: role of HLA—B27. Clin Exp
Immunol 1983; 51: 191-6.

Welsh J, Avakian H, Ebringer A. Uveitis, vitrcous humour and
klebsiclla. 11. Cross-rcactivity studics with radioimmunoassay.
BrJ Ophthalmol 1981 65: 323-8.

Martenct A-C. Role of viruses in uvceitis. Trans Ophthalmol Soc
UK 1981; 101: 308-11.

Brzosko WJ, Krawczynski K, Nazarewicz T, Morzycka M, and
Nowoslawski A. Glomerulonephritis associated with hepatitis B
surface antigen immunc complexes in children. Lancer 1974 ii:
477-82.

Fyc KH, Becker MJ, Theofilopoulos AN, Moutsopoulos H,
Feldman J-L, Talal N. Immunc complexes in hepatitis B antigen
associated periarteritis nodosa. AmJ Med 1977 62: 783-91.
Grob PJ, Martenet A-C, Witmer R. Nonspecific immune
paramcters and hepatitis B antigens in paticnts with uveitis. Mod
Probl Ophthalmol 1976; 16: 254-8.

Murray PI, Prasad J, Rahi AHS. Status of hepatitis B virus in the
actiology of uvcitis in Great Britain. BrJ Ophthalmol 1983 67:
685-7.

Tedder RS, Cameron CH, Wilson-Croome R, Howell DR,
Colgrove A, Barbara JAJ. Contrasting patterns and frequency of
antibodics to the surface. core and ¢ antigens of hepatitis B virus
in blood donors and in homoscxual paticnts. J Med Virol 1980; 6:
323-32.

]

‘)

&~

N

>

~

x

597

9 Levine RA, Ward PA. Experimental acute immunologic ocular
vasculitis. Am J Ophthalmol 1970, 69: 1023-31.

10 Char DH, Stcin P, Masi R, Christensen M. Immunc complexces
in uvcitis. Am J Ophthalmol 1979; 87: 678-81.

11 Rahi AHS, Holborow EJ. Perkins ES. Gugen YY, Dinning WJ.
Immunological investigations in uveitis. Trans Ophthalmol Soc
UK 1976;96: 113-22.

12 Rahi AHS, Holborow EJ. Pcrkins ES, Dinning WJ. What is
endogenous uveitis? In: Silverstecin AM, O’Connor GR cds.
Immunology and immunopathology of the Eye. New York:
Masson, 1979: 23-8.

13 Ryan LM, Kozin F, Eifecrman R. Immunc complex uveitis: a
casc. Ann'Intern Med 1978 88: 62-3.

14 DcrnouchampsJP, Vacrman JP, Michicls J, Masson PL. Immunc
complexces in the aqucous humour and serum. Am J Ophthalmol
1977. 84: 24-31.

15 Howes EL., Char DH, Christcnsen M. Aqucous immunc
complexes in immunogenic uveitis. Invest Ophthalmol Visual Sci
1982: 23: 715-8.

16 Rosenbaum JT, Theofilopoulos AN, McDevitt HO, Pereira AB,
Carson D, Calin A. Presence of circulating immunc complexes in
Rciter's syndrome and ankylosing spondylitis. Clin Immunol
Immunopathol 1981 18: 291-7.

17 Andrews BS. Mclntosh J, Petts V., Penny R. Circulating immunc
complexces in acute uveitis: a possible association with the histo-
compatibility complex locus antigen B27. Int Arch Allergy Appl
Immunol 1979; 58: 313-21.

18 Norn MS. Immunoglobulins in ¢ndogenous uveitis. BrJ Oph-
thalmol 1976; 60: 299-301.

19 Sncll GD. The H-2locus of the mouse: obscrvations and specula-
tions concerning its comparative genctics and its polymorphism.
Folia Biol (Praha) 1968; 14: 335-58.

20 Bottazzo GF, Pujol-Borrell R, Hanafusa T, Feldmann M. Role
of aberrant HLA-DR cexpression and antigen presentation in
induction of endocrine autoimmunity. Lancer 1983:ii: 1115-8.

21 Nusscnblatt RB. Cevario SJ. Gery 1. Altered suppressor-cell
activitics in uvceitis. Lancet 1980 ii: 722-4.

22 Nusscnblatt RB, Salinas-Carmona M. Lcake W, Scher 1. T
lymphocyte subscts in uvcitis. Am J Ophthalmol 1983; 95:
614-21.

23 ByromNA, Campbcll MA  Hobbs JR, eral. Tand B lymphocytes
in paticnts with acute anterior uveitis and ankylosing spondylitis.,
and in their houschold contacts. Lancet 1979 ii: 601-3.

24 Wakeficld D, Easter J. Robinson P, Penny R. Immunological
features of HLA-B27 antcerior uveitis. Aust J Ophthalmol 1983,
11: 15-9.

25 Murray P1. Rahi AHS. Dinning WJ. T-lymphocyte subpopula-
tions in acutc antcrior uveitis. Lancer 1983:i: 1167.



http://bjo.bmj.com/
http://group.bmj.com/

Downloaded from bjo.bmj.com on May 24, 2012 - Published by group.bmj.com

Acute anterior uveitis and hepatitis
B virus infection.

P | Murray, J Waite, A H Rahi, et al.

Br J Ophthalmol 1984 68: 595-597
doi: 10.1136/bjo.68.8.595

Updated information and services can be found at:
http://bjo.bmj.com/content/68/8/595

These include:

Email alerting  Receive free email alerts when new articles cite this article.
service Sign up in the box at the top right corner of the online
article.

Notes

To request permissions go to:
http://group.bmj.com/group/rights-licensing/permissions

To order reprints go to:
http://journals.bmj.com/cgi/reprintform

To subscribe to BMJ go to:
http://group.bmj.com/subscribe/


http://bjo.bmj.com/content/68/8/595
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://bjo.bmj.com/
http://group.bmj.com/

