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Classification of Uveitis: Current Guidelines Explained

Uveitis, an inflammation of the uveal tract, is a leading cause of visual impairment worldwide. Despite its
prevalence, the disease presents a diagnostic challenge due to its diverse etiologies, varied clinical manifestations,
and overlapping features with other ocular conditions. Accurate classification is essential for guiding appropriate
management, predicting prognosis, and facilitating research. This article delves into the current guidelines for
classifying uveitis, exploring the evolution of classification systems, key diagnostic criteria, and practical
applications for clinicians.

Why Classification Matters in Uveitis Care

Proper classification of uveitis serves several critical purposes:

< Diagnostic Clarity: Differentiating between anterior, intermediate, posterior, and panuveitis informs the likely
underlying cause.

e Therapeutic Decision-Making: Treatment intensity and choice of immunosuppressive agents vary by uveitis
type and systemic associations.

¢ Prognostication: Some forms, such as posterior uveitis, carry a higher risk of complications like retinal
detachment.

¢ Research & Epidemiology: Standardized classification allows for meaningful comparison across studies and
populations.

Given these stakes, contemporary guidelines emphasize a systematic, evidence-based approach to classification.
Below we examine the most widely adopted frameworks and how they integrate clinical, imaging, and laboratory
data.

Historical Evolution of Uveitis Classification

The journey from a simple “inflammatory eye disease” to a nuanced, multi-dimensional classification reflects
advances in ophthalmic imaging, immunology, and genetics.

Early 20th Century —The Anterior vs. Posterior Divide

Initial attempts focused on the anatomical location of inflammation, distinguishing anterior uveitis (iritis) from
posterior uveitis (choroiditis). This dichotomy, while useful, lacked granularity for intermediate and panuveitis forms.

1970s-1980s — Introduction of the International Classification of Uveitis (ICU)

In 1974, the International Classification of Uveitis was proposed, adding intermediate and panuveitis categories. It
introduced grading scales for inflammation severity but still relied heavily on slit-lamp assessment.

1990s — Integration of Imaging and Systemic Associations

With the advent of fluorescein angiography and optical coherence tomography (OCT), clinicians could visualize
retinal and choroidal involvement more precisely. Concurrently, the discovery of systemic inflammatory diseases
(e.g., sarcoidosis, Behget's disease) highlighted the importance of systemic evaluation in uveitis classification.



2000s —The International Uveitis Study Group (IUSG) and AAO Guidelines

In 2005, the IUSG released a comprehensive classification that incorporated clinical findings, imaging, and
laboratory data. The American Academy of Ophthalmology (AAO) subsequently endorsed these guidelines,
providing detailed criteria for each uveitis subtype.

2010s — EULAR and International Ocular Inflammation Society (I0IS) Contributions

The European League Against Rheumatism (EULAR) and the I0IS refined classification to account for new
biomarkers and imaging modalities, such as enhanced depth imaging OCT and indocyanine green angiography.
These updates emphasized the role of systemic disease activity scores and multidisciplinary collaboration.

Current Classification Frameworks

Modern guidelines converge on a multi-tiered approach that evaluates anatomical location, severity, etiology, and
systemic associations. The most frequently cited frameworks include:

1. International Uveitis Study Group (IUSG) Classification
2. AAO Preferred Practice Pattern (PPP) Guidelines
3. EULAR/IOIS Consensus Criteria

While each framework shares core principles, subtle differences exist in terminology, grading scales, and
recommended investigations. Below we dissect each system and illustrate how they complement one another.

IUSG Classification: A Structured Approach

The IUSG system categorizes uveitis into four primary anatomical groups, each with subtypes:

e Anterior Uveitis (AU)

Classic iritis
e Peripheral anterior uveitis (PAU)
e Granulomatous AU

e Pars planitis
« Vitreous floaters

¢ Choroiditis

¢ Retinitis

* Retinal vasculitis

¢ Simultaneous inflammation of anterior chamber, vitreous, and retina/choroid

Each category is further graded based on inflammatory cell count, presence of complications (e.g., cataract,
macular edema), and visual acuity impact. The IUSG emphasizes the importance of documenting the presence of

”

“posterior synechiae,” “hypopyon,” or “pigment dispersion” as key diagnostic clues.

AAO Preferred Practice Pattern (PPP) Guidelines

The AAO PPP expands on anatomical classification by integrating etiological factors. It introduces a “etiology”
column in the diagnostic worksheet, prompting clinicians to consider:

« ldiopathic

¢ Infectious (viral, bacterial, fungal, parasitic)

¢ Autoimmune (e.g., sarcoidosis, Behget's, Vogt-Koyanagi-Harada)
e Traumatic



e Drug-induced
* Neoplastic

Additionally, the AAO PPP recommends a “systemic workup” checklist that includes:

Complete blood count (CBC) and ESR/CRP

Serologic tests (HLA-B27, ANA, RF, anti-CCP)

Chest X-ray or high-resolution CT for sarcoidosis

Immunologic panels for infectious etiologies (e.g., syphilis, tuberculosis)
Autoimmune panels for systemic vasculitis

ok ownNE

These guidelines also incorporate imaging criteria such as OCT biomarkers (e.g., cystoid macular edema,
subretinal fluid) and fluorescein angiography patterns (e.g., leakage, staining). The PPP’s structured worksheet
facilitates uniform documentation across practices.

EULAR/IOIS Consensus Criteria

Recognizing the need for a harmonized European approach, EULAR and IOIS developed consensus criteria that
align with the IUSG but introduce additional parameters for systemic disease activity. Key features include:

* Use of the Birmingham Vasculitis Activity Score (BVAS) for systemic vasculitis patients

« Integration of high-sensitivity C-reactive protein (hs-CRP) and interleukin-6 (IL-6) as biomarkers

e Standardization of imaging protocols, such as enhanced depth imaging OCT (EDI-OCT) for choroidal
thickness measurement

« Inclusion of patient-reported outcome measures (PROMS) to assess quality of life impacts

These criteria are particularly valuable in rheumatology settings, where uveitis may represent the first manifestation
of systemic autoimmune disease. The EULAR/IOIS framework underscores the importance of multidisciplinary
collaboration between ophthalmologists and rheumatologists.

Key Components of Modern Uveitis Classification

Regardless of the chosen framework, contemporary classification relies on a combination of the following elements:

1. Anatomical Location

Location dictates initial suspicion of etiology and informs imaging choices. For instance:
e Anterior uveitis often presents with pain, photophobia, and a red eye.
« Intermediate uveitis may manifest as floaters and mild visual blurring.
 Posterior uveitis can cause sudden vision loss or peripheral visual field defects.
¢ Panuveitis combines features of all three and is typically more severe.

2. Severity Grading

Severity is assessed through:
¢ Cell count in the anterior chamber (e.g., 0.5+ to 4+ cells)
« Vitreous haze grading (e.g., O to 4+)
¢ Presence of complications such as cystoid macular edema (CME) or synechiae
e Best-corrected visual acuity (BCVA) changes over time

3. Etiologic Suspicion

Etiology drives treatment. Clinicians should consider:



HLA-B27 positivity indicating spondyloarthropathy-associated uveitis.
Positive QuantiFERON-TB Gold suggesting ocular tuberculosis.
Elevated ACE levels pointing toward sarcoidosis.

 Positive syphilis serology for ocular syphilis.

4.lmaging Findings

Modern imaging modalities provide objective evidence of inflammation:

e OCT reveals macular edema, retinal thickening, or subretinal fluid.

¢ Fluorescein angiography (FA) shows leakage patterns indicative of vasculitis.
 Indocyanine green angiography (ICGA) highlights choroidal lesions.

* EDI-OCT measures choroidal thickness, useful in conditions like VKH.

5. Laboratory and Systemic Evaluation

Guidelines recommend a stepwise laboratory workup based on clinical suspicion. Key tests include:

e Complete blood count with differential.

ESR and CRP or hs-CRP.

Autoantibody panels (ANA, RF, anti-CCP).

* HLA typing (B27, DR15).

¢ Infectious disease screening (VDRL/RPR, FTA-ABS, HIV, TB tests).
e Imaging (chest X-ray, CT, MRI) for systemic involvement.

Step-by-Step Application of Current Guidelines

Below is a practical algorithm for clinicians to apply current classification guidelines effectively
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