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1F.I. Proctor Foundation, University of California, San Francisco

2Department of Ophthalmology, University of California, San Francisco

3Department of Epidemiology and Biostatistics, University of California, San Francisco

Abstract

Purpose: To investigate time trade-off (TTO) utility values in patients with noninfectious uveitis 

and determine whether patient demographics and clinical characteristics are associated with utility 

scores.

Design: Time trade-off utility analysis.

Methods: Setting: A tertiary care uveitis center in San Francisco, CA.

Patient Population: 104 consecutive adults with noninfectious uveitis, enrolled between November 

2016 and February 2017.

Main Outcome and Measures: TTO utility values, as collected by an interviewer-guided survey. 

Information regarding general health, ocular symptoms, and religion was also collected and 

medical record review was conducted to record anatomic location of uveitis, disease activity, 

visual acuity, and treatments. Multivariable regression analysis with backwards selection was used 

to identify variables associated with TTO values.

Results: Median TTO score was 0.975 (IQR: 0.8–1.0), corresponding to trading a median 1.28 

years of remaining life for healthy eyes (IQR: 0–6.29). Regression analysis revealed that worse 

eye visual acuity, >6 months of oral corticosteroid use, and current antidepressant use were 

associated with lower TTO scores (P=0.008; P=0.006; P=0.008, respectively), controlling for age 

and sex. In particular, patients who had been taking oral corticosteroids for over 6 months, 

regardless of dose, were 10.5 times more likely to trade 20% or more years of remaining life 

(TTO≤0.8) than patients not taking oral corticosteroids (95% CI: 2.3, 48.1; P=0.002).

Conclusions: Patients with noninfectious uveitis had measurable, though modest, reductions in 

quality of life, as assessed by TTO, and these decreases were significantly associated with visual 

acuity in the worse eye and long-term oral corticosteroid use.
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INTRODUCTION

Uveitis can cause significant visual impairment and is responsible for an estimated 10% of 

all cases of blindness in the United States.1,2 Patients with noninfectious uveitis can have 

chronic inflammation and require ongoing immunosuppressive therapy, which may be 

associated with negative systemic side effects. Because uveitis can affect patients of all ages 

and cause significant ocular morbidity, it is associated with substantial medical and work 

loss costs.3,4 Altogether, noninfectious uveitis has been shown to cause significant deficits in 

quality of life.5–9 While several studies have used quality of life questionnaires, such as the 

National Eye Institute Visual Function Questionnaire (NEI-VFQ), Medical Outcomes Study 

36-item Short Form Survey (SF-36), and EuroQol survey (EQ-5D), to assess quality of life 

with uveitis, there have been no studies that have used time trade-off utility values in patients 

with noninfectious uveitis.

Utility is a measure of quality of life that reflects the ability of a patient to function in 

activities of everyday living. Time trade-off (TTO) is a measure of utility that assesses how 

patients with a particular condition value their lives by asking how much time of remaining 

life they would trade for a described better health state. A score is then calculated on a scale 

from 0 (equivalent to death) to 1 (equivalent to the described better health state). Utility 

measures have advantages over other quality of life instruments by taking into account all 

aspects of a disease’s impact on life in a single score that is comparable between disease 

states.10 TTO can also be used in the calculation of quality-adjusted life-years and in cost 

effectiveness analyses, providing a way to quantify burden of disease.11

TTO analysis has been used to analyze the impact of several visual conditions, including 

macular degeneration, diabetic retinopathy, and glaucoma, on quality of life.12–15 In these 

studies, better visual acuity is correlated with higher quality of life as measured by TTO, 

while ocular symptoms, such as persistent vitreous floaters, have been associated with 

decreased utility scores.14,16–18 Patients with noninfectious uveitis not only experience 

visual symptoms, such as reduced acuity and floaters, but may also endure ocular and 

systemic side effects of immunosuppressive treatment. TTO analysis offers the opportunity 

to obtain a global view of how patients with noninfectious uveitis value their life.

The purpose of this study was to evaluate the quality of life in patients with noninfectious 

uveitis using TTO utility values and to determine how patient and disease characteristics and 

treatment correlate with these scores. As TTO has never been used in this population, test-

retest reliability was also assessed.

METHODS

Study Design

A cross-sectional survey and medical record review was performed at the Francis I. Proctor 

Foundation, a tertiary care referral center at the University of California, San Francisco. The 

study received expedited approval through the Institutional Review Board at the University 

of California, San Francisco. All patients provided written informed consent. 131 

consecutive patients seen between November 31, 2016 and February 21, 2017 were invited 
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to participate in this study until the target number of patients was achieved. Patients were 

considered eligible if they were at least 18 years of age, able to read and converse in English, 

and diagnosed with noninfectious uveitis by a uveitis specialist.

Quality of Life Survey

Participants were interviewed by a study coordinator (KN) and completed a quality of life 

survey using the internet survey system Google Forms (Google Inc., Mountain View, CA). 

The survey consisted of basic demographics questions, linear rating scales, and the TTO 

activity (described below). Factors such as religious affiliation and religious beliefs were 

also assessed, as these may influence TTO utility values.19

Time Trade-Off Activity

TTO utility values were obtained by structured interview-assisted questions during the 

quality of life survey. The protocol was adapted from the EuroQol protocol for TTO 

valuation and guided by previous studies regarding this technique.20,21 The study 

coordinator described a state of permanently “healthy eyes” without uveitis, uveitis-related 

complications, or medications used for uveitis, but with no other changes to the patient’s 

health. This was followed by a series of questions to determine how much time of remaining 

life, if any, patients were willing to trade for this described health state. Using visual aids, 

patients were asked to choose between x years with healthy eyes and 10 years in their 

current state of eye health. Using a 10 year horizon reduces the bias associated with 

temporal discounting and avoids the lower TTO values that are seen when using additional 

life expectancy. The value x ping-ponged from high to low values until an indifference point 

was reached. The ping-ponging method was chosen so that responses did not suffer from 

anchoring bias, which can be seen when titrating from a starting value. The smallest tradable 

unit was 0.5 years. Utility values were then calculated by dividing the x at which patients 

were indifferent by 10.

To calculate the total amount of time a patient was willing to trade, remaining life 

expectancy was estimated using mortality and population data from the California 

Department of Public Health and the U.S. Census Bureau, 2010–2012, stratified by sex and 

race.22 This was then multiplied by the percentage of time a patient was willing to trade (1-

TTO) to estimate how many years of remaining life a patient would trade for healthy eyes.

Medical Record Review

Medical records were reviewed for each patient to gather information on the anatomical 

location of uveitis, chronicity, and associated systemic diseases. Clinical characteristics 

collected from the visit included: visual acuity, anterior chamber cell, anterior vitreous cell, 

vitreous haze, retinal/choroidal lesions, and macular edema. Current and past 

immunosuppressive treatments were recorded, as were all comorbidities and prescribed 

medications. Medical record review was conducted using Research Electronic Database 

Capture (REDCap, Nashville, TN).

Activity, location of inflammation, and chronicity of ocular disease were described and 

recorded as outlined by the Standardization of Uveitis Nomenclature (SUN) criteria.23 
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Better eye (BEVA) and worse eye visual acuity (WEVA) were collected using the best 

recorded acuity at the date of interview. For analysis, visual acuity was converted from a 

Snellen measurement into a logarithm of the minimum angle of resolution (logMAR) value.

Retesting

Patients were eligible for retesting if no changes were made to their medication regimen at 

the visit when the interview was conducted. Retests were emailed to patients within a week 

of their interview and contained the same TTO activity that was completed during the 

primary survey.

Statistical Analysis

This study was powered to detect differences in TTO between patients with anterior uveitis 

and posterior segment inflammation (intermediate, posterior, and panuveitis), due to 

differences in treatment and outcomes between anterior uveitis and posterior segment 

inflammation.24 A sample size of 104 patients, stratified to include 52 patients with anterior 

uveitis and 52 patients with posterior segment inflammation, was chosen to detect a 10% 

difference in TTO value between these groups with a two-sided α=0.05 and power=80%.

Nonparametric testing (Wilcoxon ranksum, Kruskal-Wallis) was used to summarize results, 

as the distribution of quality of life scores was non-normal. Multivariable linear regression 

modeling with backwards stepwise selection was used to assess the association of TTO 

scores with other variables collected, adjusting for age and sex. Because linear models did 

not meet normality assumptions, permutation testing was performed for these models. 

Logistic regression modeling was used for dichotomous classifications of TTO scores, using 

backwards stepwise selection, adjusting for age and sex. Test-retest reliability was assessed 

with intraclass correlation coefficients (ICC). Data were analyzed using Stata 14 (StataCorp 

LP, College Station, TX).

RESULTS

One hundred and four patients participated in the study, 52 patients with anterior uveitis and 

52 patients with posterior segment inflammation. Two patients were excluded from analysis 

post-hoc, due to a lack of understanding of the TTO activity, leaving 102 patients included in 

the analysis: 50 patients (49%) with anterior uveitis, 4 patients (4%) with anterior and 

intermediate uveitis, 7 patients (7%) with intermediate uveitis, 10 patients (10%) with 

posterior uveitis, and 31 patients (30%) with panuveitis.

Demographic and Clinical Characteristics

Patient demographics and clinical characteristics can be found in Tables 1 and 2. Median age 

was 38 (IQR: 28–53) for the full cohort and 55 patients (54%) were female. Age, sex, race, 

and education did not differ between patients with anterior uveitis or posterior inflammation. 

More patients with posterior segment inflammation had bilateral disease (P=0.008) and 

chronic disease course (P<0.001) than patients with anterior uveitis. The majority of patients 

(58%) had either current or recent (within 2 months) inflammation at the time of interview. 

A higher percentage of patients with anterior uveitis were using topical corticosteroids 
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(P=0.03) and a lower percentage were using oral corticosteroids (P=0.04) or 

immunomodulatory therapy (P=0.05). Median visual acuity was 0.1 logMAR (Snellen 

equivalent 20/25; IQR: 0–0.176 logMAR) in the better eye and 0.176 (20/30; IQR: 0.1–1.0) 

in the worse eye.

Quality of Life

The distribution of TTO scores was non-normal (Shapiro-Wilk P<0.00001), with a mean 

score of 0.881 (SD=0.178) and median score of 0.975 (IQR: 0.8–1.0). Estimating life 

expectancy by race and sex, patients were willing to trade a median 1.28 years of remaining 

life (IQR: 0–6.29) for healthy eyes. The median TTO score for patients with anterior uveitis 

was 0.975 (IQR: 0.825–0.975) and the median TTO score for patients with posterior 

segment inflammation was 0.975 (IQR: 0.8–1.0; P=0.88).

Clinical characteristics associated with TTO scores

The backwards stepwise linear regression model, adjusted for age and sex, included the 

following variables: worse eye visual acuity (WEVA), months on oral corticosteroids, and 

current use of antidepressants (Table 3). TTO scores decreased with low visual acuity in the 

worse eye, being on oral corticosteroids for >6 months regardless of dose, and 

antidepressant use. Clinical characteristics that did not meet significance requirements for 

inclusion in the multivariable model included: better eye visual acuity, inflammatory activity, 

ocular symptoms, oral corticosteroid dose, current use of immunomodulatory therapy, length 

of time since diagnosis, or any past treatments.

Patients who were legally blind in at least one eye (WEVA of ≥1.0 logMAR, Snellen 

equivalent 20/200 or worse) had a median TTO score of 0.8 (IQR: 0.96–1.0) and were 

willing to trade a median of 4.30 years of remaining life (IQR: 0–11.17). Patients who were 

not legally blind had significantly higher scores, median 0.975 (IQR: 0.9–1.0; P=0.008), and 

traded significantly less time (median 1.07 years, IQR: 0–3.80), P=0.01. Worse eye visual 

acuity (WEVA) was also associated with how often a patient worries about his or her 

eyesight (P=0.01), while better eye visual acuity (BEVA) was not (P=0.15). Patients who 

were legally blind in at least one eye were 3.56-fold more likely to say that they worry about 

their eyesight most or all of the time, adjusting for age and sex (95% CI: 1.38, 9.16; 

P=0.008).

Median TTO score was 0.738 (IQR: 0.6–0.925) for patients taking oral corticosteroids >6 

months, 0.95 (IQR: 0.85–1.0) for patients taking oral corticosteroids ≤6 months, and 0.975 

(IQR: 0.825–1.0) for patients not taking oral corticosteroids (P=0.01). This corresponds to 

trading 7.94 (IQR: 3.35–11.66), 2.14 (IQR: 0–6.29), and 1.09 (IQR: 0–3.99) years of 

remaining life, respectively (P=0.02). Of the 26 (25%) patients on oral corticosteroids, the 

median dose was 18.8 mg/day (IQR: 5–50): 42.5 mg/day (IQR: 20–60) for patients on 

corticosteroids ≤6 months and 5 mg/day (IQR: 4–7.5) for patients on corticosteroids >6 

months. Although a higher proportion of patients on oral corticosteroids >6 months had 

experienced a negative side effect associated with immunosuppressive medication compared 

to the rest of the cohort, this did not reach statistical significance (92% vs 67%; P=0.10).
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There were 4 patients (4%) who were taking antidepressants at the time of interview. These 

patients had significantly lower TTO scores, median 0.488 (IQR: 0.35–0.663), than the rest 

of the cohort, median 0.975 (0.825–1.0; P=0.002). Using life expectancy data, this translated 

to trading a median of 10.92 years of remaining life (IQR: 10.19–17.39) for healthy eyes, 

compared to 1.26 years (IQR: 0–5.43) traded by the rest of the cohort (P=0.004).

Predictors of low time trade-off scores

Twenty-seven patients (26%) were in the bottom quartile of TTO scores, with utility values 

≤0.8, meaning they were willing to trade ≥20% of remaining years of life for healthy eyes. 

Using a backwards stepwise multivariable logistic regression model, controlling for age and 

sex, the following variables were significant predictors of being in the bottom quartile: 

WEVA (OR=3.61; 95% CI: 1.60, 8.16; P=0.002) and being on oral corticosteroids for > 6 

months (OR=10.51; 95% CI: 2.30, 48.13; P=0.002). Patients with a TTO score ≤0.8 had 

significantly lower WEVA, median 1.0 logMAR (Snellen equivalent 20/200; IQR: 0.1–1.8 

logMAR) than patients with higher scores, median 0.176 (20/30; IQR: 0.05–0.6; P=0.004). 

The months on oral corticosteroids and current dose of oral corticosteroids can be seen by 

TTO score in Figure 1. Eight patients (31%) in the bottom quartile were on oral 

corticosteroids for >6 months, compared to 4 patients (5%) who were not in the bottom 

quartile (P=0.005). All patients that were on antidepressants had TTO scores ≤0.8.

Predictors of trading behavior

Seventy-four patients (73%) were willing to trade time of remaining life for healthy eyes, 

while 28 patients (27%) did not trade any time (TTO=1.0). Using a backwards stepwise 

multivariable logistic regression model, adjusting for age and sex, the following variables 

were significant predictors for trading time: college education (OR=5.12; 95% CI: 1.54, 

17.05; P=0.008) and Catholic religion (OR=0.27, 95% CI: 0.08, 0.89; P=0.03). Ten patients 

(36%) who did not trade any time had no college education, compared to 6 patients (8%) 

who traded time (P=0.001). Nine patients (32%) who did not trade any time identified as 

Catholic, compared to 7 patients (9%) who traded time (P=0.01). Belief in God or a 

Supreme Being, belief in the afterlife, belief in reincarnation, and religiosity on a 0–10 scale 

were not predictive of trading behavior.

Test-retest reliability

Thirty-one patients were eligible to receive the retest and 21 patients (68%) responded 

within one week from the interview: 13 patients (62%) with anterior uveitis and 8 patients 

(38%) with posterior segment inflammation. The patients that completed the retest did not 

differ from the full cohort in age (P=0.96), gender (P=1.00), anatomic location (P=0.34), or 

TTO score (P=0.87). No patients reported a change in vision or overall health since their 

initial interview. Median TTO score for the retested group was 0.975 (IQR: 0.925–0.975) 

during the initial interview and 0.975 (IQR: 0.925–0.975) in the follow-up survey (P=1.00). 

The ICC was 0.95 for all patients retested (95% CI: 0.89, 0.98; P<0.001): 0.96 for patients 

with anterior uveitis (95% CI: 0.88, 0.99; P<0.001), and 0.95 for patients with posterior 

segment inflammation (95% CI: 0.79, 0.99; P<0.001).
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DISCUSSION

The large majority of patients with noninfectious uveitis were willing to trade time of 

remaining life for healthy eyes. Specifically, patients were willing to trade a median 2.5% of 

remaining life, corresponding to a TTO score of 0.975. Using estimated life expectancy by 

race and sex, patients were willing to trade just over 1 year to live without the symptoms, 

damage, complications, and treatments they experience with noninfectious uveitis. TTO 

scores did not significantly differ by anatomical location as predicted. This indicates that 

rather than classification of disease, it is the treatment and clinical outcomes that more 

significantly influence quality of life.

Lower TTO scores, meaning trading more time, were associated with lower visual acuity in 

the worse-seeing eye. While TTO studies regarding retinal diseases such as age-related 

macular edema and diabetic retinopathy have demonstrated significant associations between 

utility and BEVA,12,13,25–27 studies regarding glaucoma and vitreous floaters have more 

often found utility scores to be significantly associated with WEVA.15,17,28,29 This study 

falls into the latter category, finding that WEVA was significantly related to how much time 

of remaining life a patient would trade for healthy eyes, while BEVA was not. WEVA, and 

not BEVA, was also associated with how much a patient worries about his or her eyesight. In 

a large, population-based survey, the intensity and frequency of negative thoughts were 

found to be related to TTO scores.30 In particular, persistent negative thoughts were 

associated with trading significantly more time of remaining life. Decreased vision in just 

one eye, therefore, may cause a patient psychological distress that is reflected in their 

willingness to trade more time for healthy eyes.

Lower TTO scores were also associated with >6 months of oral corticosteroid use, 

irrespective of dose. Previous studies of patients with noninfectious uveitis have shown that 

corticosteroid use is associated with lower quality of life, although the effect of duration has 

not been shown.7,31,32 Other studies of autoimmune disorders, however, suggest that chronic 

use of corticosteroids can decrease quality of life, independent of disease severity.33 Using 

corticosteroids for extended periods of time increases the risk of adverse events, including 

weight gain, diabetes mellitus, osteoporotic fractures, cataracts, and glaucoma, and these 

corticosteroid-related toxicities are associated with trading more time of remaining life.34–37 

Nearly all patients who had been on oral corticosteroids for >6 months in this study 

experienced at least one side effect of immunosuppressive treatment. This may have 

contributed to the significantly higher amount of time of remaining life these patients were 

willing to trade for healthy eyes, compared to the rest of the cohort.

Another factor that was associated with significantly decreased TTO scores was the use of 

antidepressant medications. At the time of interview, there were 4 patients on 

antidepressants, though it is unclear from available data whether a psychiatric diagnosis 

preceded the diagnosis of uveitis. These patients were willing to trade almost 9 times the 

years of remaining life that patients who were not on antidepressants were. Being on 

antidepressant medications indicates the presence of a psychological disorder, most 

commonly depression.38 One study found that patients with depression rated a described 

health state worse than patients without depression, and that these lower utility scores were 
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associated with low levels of self-compassion and more dysfunctional attitudes.39 The 

dysfunctional thinking associated with depression, in addition to persistent negative thoughts 

as mentioned previously, may increase patient willingness to give up more time for better 

health.30,40 Because the prevalence of depression is higher in patients with noninfectious 

uveitis than the general population, depressive symptoms and dysfunctional attitudes should 

be monitored in these patients, as they can have a profound, negative effect on quality of life.
31,41–43

In regards to trading behavior in the TTO activity, education level was a significant predictor 

of whether or not patients would trade time for healthy eyes. Patients with any college 

education were about 5 times more likely to trade time than patients with no college 

education. Previous studies of the general public have similarly shown that patients with 

lower education are more likely to not trade time (TTO=1.0).44–46 Dolan et al. 1996 

hypothesized that this may be due to status quo bias, meaning patients with lower education 

may be more likely to be resistant to changing their health status and may weigh perceived 

losses greater than perceived gains.44 Patients with lower numerical literacy have since been 

shown to be more likely to want to keep the status quo when making health care decisions.47 

Patients with lower education, therefore, may be less willing to change their health status, 

making them more likely to not trade any time in the TTO activity.

This study also found that religion had a significant association with the decision to trade 

time for healthy eyes. Catholic patients were 73% less likely to trade any time of remaining 

life than patients of other religious affiliations. Because the TTO activity requires patients to 

forgo years of remaining life, religion and religious beliefs can influence responses. One 

study of TTO in a solely Catholic population found that patients with high measures of 

religiosity and a strong belief in life after death are significantly more likely to not trade any 

time (TTO=1.0).19 Outside of Christianity, however, the association of religious beliefs and 

TTO has not been well studied. Our results indicate that religious affiliation, specifically 

Catholicism, was indicative of trading behavior, while individual beliefs, such as the belief 

in God, an afterlife, or reincarnation, were not significantly associated with whether or not a 

patient would trade time.

Because TTO analysis provides a single score that encompasses all aspects of a disease, the 

utility value associated with noninfectious uveitis in this study can be compared to the utility 

values of other ocular disease states. In doing so, however, it is important to note that, 

although many studies cite a lack of normality associated with TTO scores, most studies 

report mean TTO scores, rather than using nonparametric measures.12,16,18,48–50 TTO utility 

values of retinal disease, such as age-related macular degeneration and diabetic retinopathy, 

have been cited to be as low as mean 0.48 in older patients with BEVA of 20/40 Snellen or 

worse, and as high as median 0.96, with most scores falling between 0.7 and 0.8.13,51–54 

Glaucoma, on the other hand, is typically associated with higher scores, ranging from 0.71 

in patients who are legally blind to 0.96 in a combined group of glaucoma patients and 

glaucoma suspects, with most scores falling between 0.75 and 0.9.15,48–50 Persistent vitreous 

floaters are associated with an average TTO score of 0.89 and uncorrected refractive error 

0.96.17,18,55
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The median TTO score of 0.975 and mean of 0.881 associated with noninfectious uveitis in 

this study aligns most closely with vitreous floaters, uncorrected refractive error, and the 

upper end of utility values found with glaucoma. One reason for the high scores in this study 

may be the high visual acuity of our patients. Literature regarding utility values in ocular 

disease has consistently shown an association with visual acuity, as described above. With a 

median BEVA of 20/25 and median WEVA of 20/30, high vision may account for the 

comparatively smaller amount of time traded by the cohort in this study. The patient 

population studied was also younger than studies of other ocular disease, as noninfectious 

uveitis can affect patients of all ages. Although no association of TTO scores and age was 

seen in this study, advanced age has been shown to decrease TTO scores, meaning older 

patients may be more willing to trade time.45,56

Finally, our study assessed the test-retest reliability of TTO analysis in patients with 

noninfectious uveitis. This utility measure was found to be highly reliable, with an ICC 

approaching 1. Other studies of TTO in ophthalmologic disease have also found high ICC 

values of this instrument, making it a reliable and useful tool to study quality of life in 

patients with ocular disease.17,53–55

Our study was the first to use TTO utility values in patients with noninfectious uveitis. 

Strengths include its prospective and structured, interview-assisted design. However, our 

study was limited in several ways. The relatively small sample size may have limited our 

power to detect differences in TTO scores between patient groups. Because it was not 

feasible to enroll patients with a single diagnosis, the patients enrolled in this study had a 

variety of uveitis etiologies. Different uveitic diagnoses and associated systemic conditions 

may influence patient-reported quality of life. As all patients were enrolled from a single 

tertiary clinic, results may be limited in their generalizability. For example, this population 

was very highly educated, with the percent of patients over 25 with an advanced degree 

approximately 3 times the national average.57

Our study may have also been limited in its study design. Although widely used, TTO 

methodology is not standardized and there are many methods of obtaining TTO utility 

values.21 While it is not clear which method of TTO administration is best, we tried to 

minimize bias in our population by choosing a 10-year life span and ping-ponging response 

options in our TTO activity. Also, because clinical characteristics were obtained through 

chart review, their accuracy was contingent upon the availability of this information in chart 

notes. This study was additionally limited by the use of multiple comparisons, which 

increases the chance of finding an association. Our results, therefore, should be seen as 

hypothesis-generating.

CONCLUSION

Patients with noninfectious uveitis have measurable, though modest, reductions in quality of 

life as assessed by TTO utility values. Lower TTO scores, corresponding to trading more 

time of remaining life for healthy eyes, were associated with worse eye visual acuity and 

long-term oral corticosteroid use. These results underscore the negative impact that long-

term oral corticosteroid use, even at low doses, can have on quality of life.
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Figure 1. 
Scatterplot of months on oral corticosteroid and oral corticosteroid dose, labeled by Time 

Trade Off (TTO) score.
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Table 1:

Patient demographic information

N (%)

Age

 Median (IQR) 38 (28–54)

Gender

 Female 55 (54%)

 Male 47 (46%)

Race

 Asian 14 (14%)

 Black 14 (14%)

 Caucasian 50 (49%)

 Hispanic 9 (9%)

 Middle eastern 1 (1%)

 Pacific Islander 2 (2%)

 Other/Mixed 11 (11%)

 Prefer not to say 1 (1%)

Highest Level of Education

 Middle school 2 (2%)

 High school 14 (14%)

 Some college 13 (13%)

 College (2 years) 6 (6%)

 College (4 years) 34 (33%)

 Graduate school 33 (32%)

Religious Affiliation

 Agnosticism 6 (6%)

 Atheism 8 (8%)

 Buddhism 5 (5%)

 Catholicism 16 (16%)

 Christianity (non-Catholic) 27 (26%)

 Islam 3 (3%)

 Judaism 6 (6%)

 Mixed 4 (4%)

 No religious affiliation 23 (23%)

 Prefer not to answer 4 (4%)

Abbreviations used: IQR, interquartile region
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Table 2:

Clinical characteristics by anatomic group

Anterior Uveitis Posterior Segment Inflammation P
value

N (%) N (%)

Total 50 (49%) 52 (51%)

Etiology

 Idiopathic 25 (50%) 23 (44%) <0.001

 Behcet’s Disease 2 (4%) 0 (0%)

 Birdshot chorioretinopathy 0 (0%) 7 (13%)

 HLA-B27 associated 11 (22%) 0 (0%)

 Juvenile idiopathic arthritis 2 (4%) 1 (2%)

 Multifocal choroiditis 0 (0%) 4 (8%)

 Multiple sclerosis 2 (4%) 2 (4%)

 Psoriatic arthritis 3 (6%) 1 (2%)

 Sarcoidosis 2 (4%) 5 (10%)

 Serpiginous choroiditis 0 (0%) 2 (4%)

 Sympathetic ophthalmia 0 (0%) 1 (2%)

 Vogt-Koyanagi-Harada Disease 0 (0%) 4 (8%)

 Other 3 (6%) 2 (4%)

Years since diagnosis

 Median (IQR) 7.3 (2.8–14.1) 5.8 (1.5–11.4) 0.22

Laterality

 Unilateral 16 (32%) 6 (12%) 0.04

 Bilateral 34 (68%) 46 (88%)

Chronicity

 Acute 5 (10%) 1 (2%) <0.001

 Recurrent 15 (30%) 1 (2%)

 Chronic 30 (60%) 50 (96%)

Activity

 Current inflammation 30 (60%) 19 (37%) 0.02

 Within 2 months 6 (12%) 4 (8%)

 No recent inflammation 14 (28%) 29 (56%)

Better Eye Visual Acuity

 logMAR (IQR) 0.1 (0–0.176) 0.1 (0–0.238) 0.50

 Snellen equivalent 20/25 (20/20 to 20/30) 20/25 (20/20 to 20/32)

Worse Eye Visual Acuity

 logMAR (IQR) 0.176 (0–0.6) 0.176 (0.1–1.0) 0.46

 Snellen equivalent 20/30 (20/20 to 20/80) 20/30 (20/25 to 20/200)

Topical Corticosteroid Use

 Yes 32 (64%) 22 (42%) 0.03

 No 18 (36%) 30 (58%)

Oral Corticosteroid Use
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Anterior Uveitis Posterior Segment Inflammation P
value

N (%) N (%)

 Yes 8 (16%) 18 (35%) 0.04

 No 42 (84%) 34 (65%)

Months on Oral Corticosteroids

 None 42 (84%) 34 (68%) 0.06

 ≤6 months 3 (6%) 11 (22%)

 >6 months 5 (10%) 7 (14%)

Immunomodulatory Therapy Use

 Yes 17 (34%) 28 (54%) 0.05

 No 33 (66%) 24 (46%)

Antidepressant Medication

 Yes 1 (2%) 3 (6%) 0.62

 No 49 (98%) 49 (94%)

Abbreviations used: IQR, interquartile range; logMAR, logarithm of the minimal angle of resolution
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Table 3:

Backwards stepwise multivariable linear regression model, predicting time trade-off score

Linear Model Permutation

Variable Coefficient (95% Cl) P value P value

Age −0.001 (−0.003, 0.001) 0.45 0.46

Sex (Male) −0.01 (−0.07, 0.05) 0.64 0.77

Worse eye visual acuity (logMAR) −0.08 (−0.13, −0.03) 0.002 0.008

Months on oral corticosteroids
a

 ≤6 months −0.01 (−0.09, 0.08) 0.86 0.89

 >6 months −0.16 (−0.25, −0.07) 0.001 0.006

Currently taking an antidepressant −0.29 (−0.45, −0.13) <0.001 0.008

Intercept 0.99 (0.90, 1.09) <0.001 0.02

Abbreviations used: CI, confidence interval; logMAR, logarithm of the minimal angle of resolution

a
Compared to no current oral corticosteroid use
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