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 Case Report

Cidofovir-Induced Bilateral Uveitis, Hypotony and 
Choroidal Effusion: A Case Report
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Abstract

Cidofovir is an antiviral agent used in the treatment of viral infections but is associated with ocular toxicities. We report 
a case of a 71-year-old immunocompromised woman who developed bilateral anterior uveitis, marked hypotony, and cho-
roidal effusion following intravenous cidofovir treatment for refractory herpes simplex virus type 2 infection. Ophthalmic 
examination and multimodal imaging, including optical coherence tomography and ocular ultrasonography, confirmed 
bilateral choroidal folds and effusion. Extensive systemic evaluation excluded infectious, inflammatory, and autoimmune 
etiologies. The close temporal relationship between cidofovir administration and symptom onset supported a diagnosis 
of cidofovir-induced ocular toxicity. Discontinuation of cidofovir and initiation of intensive topical corticosteroid therapy 
resulted in clinical improvement. This case highlights the importance of early recognition of cidofovir-related ocular ad-
verse effects and the need for close ophthalmic monitoring during therapy.
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Introduction

Cidofovir is a nucleotide analog that inhibits the viral DNA 
synthesis by competitive inhibition of viral DNA polymerase 
(1). It has been widely used in the treatment of cytomega-
lovirus (CMV) retinitis and other refractory viral infections 
in immunocompromised patients (2,3). Although effective, 
both intravenous and intravitreal administration of cidofovir 
have been associated with anterior uveitis, unilateral or bi-
lateral, which may be accompanied by hypotony (4,5). These 
complications are believed to result from direct drug toxici-
ty, disruption of the blood–retinal barrier, and damage to the 
ciliary body (6,7).

Cidofovir is also associated with an incidence of hypoto-
ny of up to 22%, which may be complicated by maculopathy 
and choroidal effusion (5). While most cases of cidofovir-as-

sociated uveitis can be managed with topical corticosteroids 
and cycloplegic agents without discontinuation of therapy, 
severe or persistent inflammation and hypotony may neces-
sitate cessation of the drug (5). Although isolated cases of 
cidofovir-related uveitis or hypotony have been described, 
the simultaneous occurrence of bilateral uveitis, marked hy-
potony, and choroidal effusion with intravenous cidofovir, 
except for a report of recurrence with intravenous cidofovir 
(8), has not been previously reported. Herein, we present a 
case of cidofovir-induced bilateral uveitis complicated by hy-
potony and choroidal effusion, highlighting its clinical course, 
imaging findings, management, and outcome, and emphasiz-
ing the importance of close ophthalmic monitoring in pa-
tients receiving cidofovir therapy.
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Case Report
A 71-year-old woman was referred to our ophthalmology 
department from the infectious diseases clinic with com-
plaints of decreased vision and ocular redness in both eyes. 
Her medical history was significant for T-cell lymphoma, di-
agnosed in 2022. In March 2025, she was hospitalized due to 
facial rash and pain. A biopsy obtained from the facial lesion 
confirmed herpes simplex virus type 2 (HSV-2) infection, and 
she was treated with ganciclovir, valacyclovir, and foscarnet.

At presentation to our clinic, dermatological examina-
tion revealed active rashes involving the frontal and glabellar 
regions of the face. Best-corrected visual acuity, measured 
using the Snellen chart, was 4/20 in the right eye and 8/20 in 
the left eye. Slit-lamp examination of the anterior segment 
demonstrated Descemet’s membrane folds, extensive poste-
rior synechiae, and +2 anterior chamber cells in both eyes. 
Mild conjunctival hyperemia was present bilaterally. Intraoc-
ular pressure was 6 mmHg in the right eye and 8 mmHg in 
the left eye.

Dilated fundus examination revealed choroidal effusion 
involving the superior, temporal, and nasal quadrants in both 
eyes. The macula and optic discs appeared preserved. Ret-
inal folds were observed in the posterior pole (Fig. 1). Op-
tical coherence tomography clearly demonstrated bilateral 
choroidal folds (Fig. 2). Ocular ultrasonography further con-
firmed the presence of bilateral choroidal effusion (Fig. 3).

Systemic oral corticosteroid therapy was considered; 
however, due to the patient’s history of cytomegalovirus and 
HSV infections, the infectious diseases team advised against 
systemic steroid use. To investigate alternative etiologies, 
consultations with the rheumatology and pulmonology de-
partments were obtained, both of which revealed no un-
derlying systemic inflammatory or pulmonary pathology that 
could explain the ocular findings.

Further evaluation of the patient’s medication history 
revealed that she had previously received three doses of in-
travenous cidofovir for refractory HSV-2 infection. The first 
dose had been administered 30 days before presentation, the 
second 25 days before, and the third 10 days before. Based 
on the temporal relationship between cidofovir administra-
tion and the onset of bilateral anterior uveitis, hypotony, and 
choroidal effusion, these findings were attributed to cidofo-
vir-induced ocular toxicity.

Discontinuation of cidofovir therapy was recommended. 
The patient was started on hourly topical prednisolone ace-
tate eye drops. One week after this treatment, the signs of 
anterior uveitis completely resolved. However, no significant 
improvement in hypotonia and choroidal effusion findings 
was observed during the patient’s three-month follow-up. 
Due to the patient’s discontinuation of follow-up, changes in 
long-term findings could not be observed. The patient con-
sented to the publication of clinical information and images 
on the condition of anonymity.

Discussion

This report presents a rare case of cidofovir-induced bilat-
eral ocular involvement characterized by the simultaneous 
occurrence of uveitis, hypotony and choroidal effusion. The 
close temporal association between cidofovir administration 
and symptom onset, together with the exclusion of alterna-
tive etiologies, strongly supports a diagnosis of cidofovir-in-
duced ocular toxicity. Although a recurrence of bilateral uve-
itis and hypotony following intravenous cidofovir therapy has 
previously been reported (8), to our knowledge, the primary 
occurrence of this combination of bilateral findings associat-
ed with intravenous cidofovir has not been described.

The mechanism of cidofovir-induced uveitis is thought to 
be direct drug toxicity resulting from cumulative accumula-

Figure 1. Fundus photographs of the right (a) and left (b) eyes. Choroidal effusion is observed in 
the superior, nasal, and temporal quadrants of both eyes. The macula and optic disc appear preserved. 
Retinal folds are noted in the posterior pole.
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tion of the agent and the disruption of blood-retinal barrier; 
and the hypotony is attributed to drug-related damage to cil-
iary body and atrophy of the ciliary body, leading to reduced 
aqueous humor production (6,7). Cidofovir-associated hypo-
tony may further be complicated by maculopathy and cho-
roidal effusion (5). The bilateral and symmetric presentation 
observed in our patient is consistent with a systemic toxic 
effect rather than a localized inflammatory process.

In differential diagnosis, infectious etiologies, paraneo-
plastic causes, systemic or autoimmune diseases, and mas-

querade syndromes must be carefully considered. In the 
present case, the absence of active intraocular infection, lack 
of supportive systemic findings, and negative rheumatolog-
ic and pulmonary evaluations by corresponding specialists 
made these diagnoses unlikely. Furthermore, the close tem-
poral relationship between cidofovir exposure and symptom 
development favored a drug-induced etiology.

Although the management of cidofovir-induced uveitis does 
not necessitate discontinuation of the agent and topical corti-
costeroids combined with cycloplegic agents are generally suf-

Figure 2. Optical coherence tomography scans of the right (a) and left (b) eyes. Foveal cross-sectional 
images demonstrate choroidal folds in both eyes.

Figure 3. Ocular ultrasonography images of the right (a) and left (b) eyes. Findings consistent with 
choroidal effusion are observed in both eyes.
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ficient, cidofovir should be ceased in case severe uncontrolled 
uveitis or persistent severe hypotony (5). Probenecid has also 
been reported to reduce the risk of cidofovir-induced uveitis by 
inhibiting intraocular secretion of the agent through compet-
itive inhibition (9). In this case, concomitant oral probenecid 
prophylaxis was administered with cidofovir. The development 
of uveitis despite appropriate oral probenecid prophylaxis may 
be partially explained by increased systemic exposure related 
to cumulative dosing and potential alterations in renal clear-
ance.  In the present case, systemic corticosteroid therapy was 
avoided due to the patient’s history of recurrent viral infections. 
Discontinuation of cidofovir and initiation of intensive topical 
corticosteroid therapy were deemed appropriate.

Conclusion

Cidofovir may cause severe bilateral ocular toxicity, including 
uveitis, hypotony, and choroidal effusion, even after a limited 
number of intravenous doses. This case highlights the impor-
tance of considering cidofovir-induced ocular adverse effects 
in the differential diagnosis of bilateral uveitis with hypotony, 
particularly in immunocompromised patients. Early recogni-
tion, prompt discontinuation of the agent, and appropriate 
topical anti-inflammatory treatment are essential to prevent 
irreversible visual morbidity. Close interdisciplinary collabo-
ration and routine ophthalmic monitoring should be consid-
ered for patients receiving cidofovir therapy.
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