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ABSTRACT

Uveitis in childhood poses a distinct challenge, mainly because of the insidious onset and
chronic course of intraocular inflammation in most cases, which may result in permanent visual
loss due to delayed diagnosis and treatment. Although anterior uveitis, frequently associated
with juvenile idiopathic arthritis, is the most common form of ocular involvement, idiopathic
intermediate uveitis (pars planitis) is also a common uveitic entity in childhood. Posterior or
panuveitis of a variety of noninfectious or infectious etfiologies may be seen as well. Pediatric
uveitis needs fo be closely monitored since serious ocular complications such as intraocular
pressure elevation, cataract, and macular edema may rapidly develop due to inadequately
controlled inflammation and/or the use of corticosteroids. Methotrexate is generally the first-
line corticosteroid-sparing agent, and adalimumab is the first-line biologic in refractory cases
of noninfectious uveitis. A multidisciplinary approach is essential to monitor systemic disease
associations, treatment response, and adverse events in children with uveitis.
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INTRODUCTION

Uveitis is an umbrella term that defines inflammation of the intraocular structures, including
the uveal tissues, iris, ciliary body, and choroid, as well as the nonuveal structures, retina,
and vitreous. Although uveitis is rare in children, comprising 5%-10% of all uveitis cases,'?
there are uveitic entities that are exclusively or more commonly seen in children, render-
ing childhood uveitis a special group in uveitis practice. There are also distinct challenges
in diagnosing and treating childhood uveitis, such as difficulties in the ocular examination
of young children, the mostly asymptomatic nature of uveitis causing a delayed diagnosis,
and the potential adverse effects of therapeutic agents on the growing child. Furthermore,
ocular complications such as band keratopathy, cataract, and glaucoma are more com-
mon in children than in adults with uveitis, and young children are also prone to the risk of
amblyopia.’-®

CLASSIFICATION OF UVEITIS

The Standardization of Uveitis Nomenclature (SUN) criteria are used for the classification
of uveitis based on the anatomical location of intraocular inflammation as well as the onset,
duration, and course of uveitis.® Anterior uveitis defines inflammation of the iris and ciliary
body; the primary site of inflammation is the eye's anterior chamber. In intermediate uve-
itis, the vitreous is the primary site of inflammation which mainly involves the pars plana
region of the ciliary body and the peripheral retina. Posterior uveitis defines retinal or cho-
roidal inflammation as focal, multifocal, or diffuse. In panuveitis, all intraocular structures
are affected. Clinical grading of inflammatory infiltration in the aqueous humor and vitreous
allows for determining the severity of uveitis and monitoring response to treatment.®
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The International Uveitis Study Group has published a clinical
categorization of uveitis based on etiological criteria, including
infectious uveitis, noninfectious uveitis with or without systemic
disease association, and masquerade conditions (mimickers of
uveitis) which can be neoplastic or nonneoplastic.’

EPIDEMIOLOGY AND ETIOLOGY OF PEDIATRIC
UVEITIS

The incidence of childhood uveitis is around 4 per 100 000,
and its prevalence is 28 per 100 000.' The efiological diag-
nosis of pediatric uveitis varies according to the geographic,
ethnic, and genetic factors as well as the referral patterns of
the population studied. While juvenile idiopathic arthritis (JIA)
is the leading identifiable association of uveitis in most series
reported from referral centers, the frequency of JIA-associated
uveitis shows a wide range. It has been reported in 61% of chil-
dren with uveitis in Finland,® 48% in Ireland,® 35% in the United
States,'® 25% in Israel,” 20% in Italy,'? 12% in Turkey,® 9% in Iran,”
and 6% in Egypt and Tunisia."** In the Far East, JIA uveitis com-
prised 15% of childhood uveitis in Korea™ and 8% in China,” but
was reported in only 1.7% in Thailand™ and none of the patients
in Japan.” Idiopathic uveitis without any identifiable cause or
systemic disease association is more common in children than
in adults,' comprising more than 50% of cases in series reported
from Israel, Korea, China, and Japan.™""® While the frequency
of infectious uveitis was 3.5% in a US series, it was 58% in a
series reported from Columbia, where toxoplasmosis was
the leading cause (76.8%), followed by toxocariasis (17.7%).2°
Toxoplasmosis is the most common infectious etiology in sev-
eral other countries as well, but the overall rates are much
lower, reported in 7-15% of all childhood uveitis cases.>'>'5%
On the other hand, tuberculosis is the leading cause of infec-
tious pediatric uveitis in India, accounting for more than 50% of
infectious cases.?

Anterior uveitis is the most common anatomic form of uve-
itis in children, mostly associated with JIA, especially in North
America and Northern Europe,® " but also can be idiopathic.
1922 Intermediate uveitis is almost always idiopathic in children
and is defined as “pars planitis.”®??* The most common sys-
temic associations of panuveitis include Behget disease and
Vogt-Koyanagi-Harada (VKH) disease in countries with a high
prevalence of these entities in the adult population as well.381

In a multicenter uveitis registry study in Turkey, pars planitis
was the most common diagnosis in children (22%), followed
by JIA (12%) and Behget disease (9%).* An infectious uveitis was
diagnosed in 15.6% of children, toxoplasmosis being the most
common etiology (8%) followed by herpetic anterior uveitis
(3%). Apart from 9% of cases where a diagnosis could not be
established, 17% were diagnosed as idiopathic uveitis, and 67%
of them had the anterior form.? Overall, the most common ana-
tomic form was anterior uveitis (39%), followed by infermediate
uveitis (29%).3

CLINICAL EVALUATION, MONITORING, AND
IMAGING OF UVEITIS IN CHILDREN

Slit-lamp examination is essential and can be performed even
in a very young child. Band keratopathy, corneal endothelial
deposits of inflammatory cells defined as keratic precipitates
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(KPs), cells and flare (protein) in the anterior chamber, pupil-
lary adhesions to the anterior lens capsule (posterior syn-
echiae), lens opacities, and vitreous cells and opacities can
best be detected at the slit-lamp examination. Indirect fun-
dus examination is also preferably performed at the slit-lamp
after pharmacologic dilation of the pupils. Intraocular pressure
(IOP) measurements should be obtained at each visit with a
method that is most acceptable to the child. The SUN grade
of intraocular inflammation should be recorded at each visit.
Slit-lamp photographs should be periodically taken to docu-
ment and follow complications such as band keratopathy and
posterior synechiae (Figure 1). Fundus photographs should be
taken to document retinochoroidal lesions.

Laser flare photometry (LFP) is a noninvasive, objective, and
quantitative method to measure flare in the anterior chamber
(protein content in the aqueous humor).?® Children who can coop-
erate at slit-lamp examination can also get their flare measured
by LFP. High LFP flare values have been found to be associated
with a higher risk of ocular complications, and a 50% or more
reduction of flare after treatment was shown to be associated
with a lower risk of complications at long-term follow-up.%-28

Optical coherence tomography (OCT) is also a noninvasive tool
that is routinely used to detect and monitor macular edema. It
allows both qualitative and quantitative evaluation of macu-
lar edema, which is the most frequent cause of visual loss in
patients with uveitis.?® Maculopathy could be detected by OCT
imaging in up to 84% of eyes with JIA uveitis.*

Anterior segment OCT is a relatively new method to quantify
cells in the anterior chamber and needs to be standardized for
routine use.®

Fundus fluorescein angiography (FFA) shows leakage from
inflamed retinal vasculature, retinal nonperfusion due to
occlusive vasculitis, and staining and leakage characteristics
of retinochoroidal lesions.* It is routinely performed by intra-
venous injection of fluorescein dye. In young children, oral
administration of fluorescein also allows the detection of sig-
nificant leakage and edema in the fundus®; however, subtle
leakage may be missed.** Subclinical-occult-retinal vas-
culitis can only be revealed by FFA.** Wide or ultrawide field
FFA is used to better visualize the peripheral retina in uveitis
patients.32-34

Figure 1. Slit-lamp photographs show band keratopathy and posterior
synechiae (adhesions of the pupil to the anterior surface of the lens) in the
right (A) and the left eye (B) of a girl with chronic anterior uveitis
associated with rheumatoid-factor-negative polyarticular juvenile

idiopathic arthritis.
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Indocyanine green angiography is the imaging method of
choice to visualize choroidal inflammation. Intravenous injec-
tion of the indocyanine dye is required. Indocyanine green
angiography is essential to detect subclinical choroidal inflam-
mation and monitor response to therapy.*

Optical coherence tomography-angiography is a relatively
new imaging system utilized for the noninvasive visualization of
the retinal and choroidal circulation, especially at the capillary
level ¢ As it does not show leakage, the most important marker
of vascular inflammation, its use is limited in pediatric uveitis.

ANTERIOR UVEITIS

Chronic anterior uveitis is the most common form of uveitis in
children, and it is mostly asymptomatic until the development
of severe ocular complications causing profound loss of vision.
These children may also first present with a secondary squint.
The absence of red eyes, tearing or photophobia, preserved
visual acuity in the early stages of the disease, as well as prever-
bal age of the child are the main causes of delayed diagnosis.
In fact, children with idiopathic chronic anterior uveitis are more
likely to present with complications due to diagnostic delay than
those with JIA-associated chronic anterior uveitis, as the latter
group is routinely screened for eye involvement.?? The same is
true for children with the onset of uveitis prior to the onset of JIA.

Children with acute anterior uveitis typically present with red
eyes, photophobia, and tearing. They may be initially misdiag-
nosed as conjunctivitis unless a careful slit-lamp examination is
performed. There would be no response to initially prescribed
antibiotic drops, and symptoms would worsen without proper
treatment with topical steroids and cycloplegic agents.

Chronic or acute anterior uveitis may be granulomatous or
nongranulomatous. When there are large corneal endothe-
lial deposits of inflammatory cells (mutton-fat KPs) and/or iris
nodules, the clinical picture is defined as granulomatous. In
nongranulomatous anterior uveitis, corneal endothelial dusting
or fine KPs are seen. In all forms of anterior uveitis in children,
posterior synechiae may develop rapidly; therefore, proper
treatment should be promptly started.

While nongranulomatous chronic anterior uveitis is typically
seen in children with JIA, acute nongranulomatous anterior
uveitis is exclusively seen in enthesitis-related arthritis (ERA),
mostly associated with the HLA-B27 antigen. Psoriatic arthritis
is associated with chronic anterior uveitis in young children but
typically with acute anterior uveitis in older children and ado-
lescents.” In a Turkish multicenter retrospective cohort of 500
JIA patients, the most common JIA category was oligoarticu-
lar JIA (39%), followed by ERA (23%).*® Uveitis was diagnosed
in 6.8% of the whole cohort, being most common in oligoar-
ticular JIA (12.9%), followed by ERA (5.2%) and polyarticular
RF-negative JIA (3.8%). Uveitis developed within 2 years after
the diagnosis of JIA in 50%. Patients with extended oligoartic-
ular JIA and ANA-positive oligoarticular JIA had a higher risk
of uveitis than those with polyarticular JIA and ANA-negative
oligoarticular JIA, respectively.®® In a retrospective American
cohort of 287 JIA patients, uveitis was reported in 18%, who were
diagnosed with JIA at a mean age of 2.8 years and with uveitis

at 4.8 years.* Uveitis was diagnosed prior to JIA in 24% of them.
Patients with uveitis were younger at JIA diagnosis and likely
to have ANA-positive persistent oligoarticular JIA.* In both
cohorts, the majority of children had bilateral anterior uveitis.
There was at least one ocular complication in 50% of children
with uveitis in the American cohort.*® Surgical treatment for
uveitis-related complications was required in 15% of cases in
the Turkish cohort.?®

Kawasaki disease may be the cause of bilateral nongranu-
lomatous anterior uveitis in young children. Tubulointerstitial
nephritis and uveitis (TINU) syndrome is usually seen in older
children and adolescents, with a median age of 15 years.°
While bilateral symptomatic acute-onset nongranulomatous
anterior uveitis is the typical form in TINU, granulomatous
anterior uveitis may be seen as well, and involvement of the
posterior segment of the eye has been reported in up to 65%
of the cases.*' A chronic granulomatous anterior uveitis should
prompt a differential diagnosis including early-onset sarcoid-
osis or Blau syndrome and tuberculosis. In a child present-
ing with unilateral acute granulomatous anterior uveitis with
raised IOP, viral anterior uveitis should first be considered.

INTERMEDIATE UVEITIS

Children with idiopathic intermediate uveitis (pars planitis)
usually present with floaters due to vitreous cells and opaci-
ties. They may also present with a significant reduction in visual
acuity due to macular edema or vitreous opacification or even
bleeding into the vitreous from neovascularizations as a result
of long-standing intraocular inflammation. However, young
children with pars planitis are often asymptomatic until late in
the disease course because of the absence of red eyes, ocular
pain, photophobia, or tearing.

Intermediate uveitis is bilateral in the majority of cases, but
there may be asymmetrical involvement in some patients, with
one eye showing more severe inflammation with a dense vit-
reous haze, snowball opacities in the vitreous, snowbank type
of inflammatory infiltrate in the inferior peripheral retina, and
optic disc and macular edema, while the other eye having
only vitreous cells without haze. When there is accompanying
severe anterior uveitis, as is the case, especially in childhood
pars planitis, it is defined as intermediate and anterior uve-
itis rather than panuveitis.® Figure 2 shows multimodal ocular
imaging in a young child with intermediate and anterior uveitis.
Visual prognosis is relatively favorable despite the high rate of
ocular complications.??

Intermediate uveitis in childhood is occasionally associated
with a systemic disease such as sarcoidosis, tuberculosis, mul-
tiple sclerosis, Lyme disease, TINU, or inflammatory bowel
disease; therefore, patients should be investigated for any
associated condition.*?

POSTERIOR UVEITIS

Focal, multifocal, or diffuse chorioretinal scars and pigmen-
tary changes are the most common manifestations of con-
genital infections caused by toxoplasma, cytomegalovirus
(CMV), herpes simplex virus (HSV), rubella virus, lymphocytic
choriomeningitis virus, and zika virus.**#* With perinatally
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Figure 2. Multimodal ocular imaging in a 7-year-old boy with pars planitis: Slit-lamp photographs show posterior synechiae in the right (A) and the left
eye (B); color fundus photographs show mild vitreous haze and optic disc edema in both eyes (C, D); fundus fluorescein angiography shows optic disc
hyperfluorescence, cystoid macular edema, and diffuse capillary leakage, more severe in the right (E) than in the left eye (F). Optical coherence
tomography imaging and automatic quantification show marked thickening of the retinal nerve fiber layer in both eyes (G); follow-up imaging of the
macula shows cystoid macular edema more severe in the right eye at presentation and its resolution after treatment (H).

acquired infection, infants may be seen with active severe
retinitis as well.

Toxoplasmic retinochoroiditis is the most common infectious
posterior uveitis due to the reactivation of congenital infec-
tion or associated with acquired infection later in childhood.*®
Bilateral macular scars are typically associated with congeni-
tal toxoplasmosis. Reactivations involving the posterior pole or
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the optic disc may cause significant loss of vision. Diagnosis is
based on clinical findings and the detection of anti-toxoplasma
IgG antibodies in the serum. Treatment is with anti-parasitic
agents coupled with corticosteroids. There is a lifetime risk
of reactivation of toxoplasmic retinochoroiditis due fo the
absence of effective treatment for dormant toxoplasma cysts
in the retina.*® Therefore, children with toxoplasmic retinocho-
roidal scars need to be followed.
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Ocular toxocariasis is more commonly seen in children than in
adults and may present in the form of unilateral posterior pole
or peripheral granuloma or endophthalmitis. Posterior pole
granuloma is the most common presentation in young children.
Diagnosis is based on clinical suspicion and serological tests.

While viral necrotizing retinitis caused by HSV or varicella-zos-
tervirus is rare in children, CMV retinitis may develop in children
with congenital immunodeficiencies or acquired immunocom-
promised states such as hematological malignancies or post-
chemotherapy.*” Definitive diagnosis of viral retinitis is based
on the detection of viral antigens in intraocular fluids. Subacute
sclerosing panencephalitis may first present with optic neuritis
or macular necrotizing retinitis. Its diagnosis is based on the
finding of elevated measles IgG antibodies in the cerebrospi-
nal fluid.*® Children may also rarely present with postinfectious
retinal vasculitis, usually accompanied by anterior uveitis fol-
lowing chickenpox or influenza.

Tuberculosis, brucellosis, and syphilis must be ruled out in all
children and adolescents who present with retinochoroidal
inflammatory lesions with or without accompanying anterior
uveitis. Sarcoidosis may be the systemic association of posterior
uveitis in older children, whereas, in younger children present-
ing with skin rash, arthritis, and bilateral multifocal choroiditis,
Blau syndrome should be considered. In children presenting
with bilateral exudative retinal detachment secondary to dif-
fuse choroiditis, acute VKH disease should first be considered
in the diagnosis.

PANUVEITIS

Since both anterior and posterior segments of the eye can be
severely inflamed in panuveitis, the risk of visual loss is higher
than in other forms of uveitis.

Panuveitis and retinal vasculitis associated with Behget disease
is a potentially blinding disorder in children as in adults and
needs fo be aggressively treated.*® Onset of uveitis is in late
childhood, it is more common in males, and there is a high rate
of family history in pediatric Behget patients.***° Children may
first present with uveitis and fulfill the diagnostic/classification
criteria for Behget disease later in the disease course.® Clinical
ocular features are similar to the adult group, with bilateral
involvement, a relapsing and remitting course of nongranulo-
matous panuveitis, occlusive and leaky retinal vasculitis, and
retinal infiltrations in the majority of patients.

In children, VKH disease is usually diagnosed late in the disease
course when it presents with bilateral chronic recurrent granu-
lomatous panuveitis. Diagnosis of VKH disease at this stage is
based on clinical features, including bilateral granulomatous
anterior uveitis, choroidal atrophy, and diffuse pigmentary
changes in the fundus, as well as infegumentary signs of the
disease, including vitiligo, poliosis, and alopecia. These children
also require long-term immunomodulatory therapy to prevent
blinding complications of chronic intraocular inflammation.52%3

In an international case series of 50 patients with Blau syn-
drome-associated uveitis, none of the patients had isolated
eye disease, the mean age at onset of ocular involvement was
60 months, and 51% of the eyes had panuveitis, and the risk

of developing panuveitis increased with longer disease dura-
tion.** The most common fundus finding was multifocal cho-
rioretinal lesions (39%), followed by optic disc changes (29%).
Anterior segment complications such as band keratopathy,
posterior synechiae, and cataract were also frequently seen in
this patient group.®*

TREATMENT OF NONINFECTIOUS UVEITIS IN
CHILDREN

Corticosteroids are generally used as the first line for treat-
ing active intraocular inflammation. Topical, periocular, intra-
vitreal, or systemic administration of corticosteroids may be
chosen, singly or in combination, according to the anatomic
location, laterality, and severity of intraocular inflammation.
It is of utmost importance to keep in mind that children are
especially prone to the complications of corticosteroid ther-
apy, including ocular complications, cataract, and elevated
IOP leading to steroid-induced glaucoma, as well as systemic
complications, especially weight gain, growth retardation, and
adrenal suppression in the long-term. In children, use of topical
corticosteroids more than 2 drops daily for an extended period
is associated with the risk of cataract development.** In a ran-
domized controlled trial, IOP elevation was recorded in 71%
of children who received dexamethasone 0.1% drops 4 times
daily and 59% of those on twice daily for 4 weeks.*® Intraocular
pressure rise was earlier and higher in children younger than 6
years of age. Periocular and intravitreal depot corticosteroid
injections and intravitreal corticosteroid implants are admin-
istered only as a last resort, mainly for the treatment of persis-
tent macular edema, because of the higher risk of glaucoma
and cataract development and also because of the need for
general anesthesia for such procedures especially in young
children.

In children who present with bilateral severe intraocular
inflammation, especially in those who present with interme-
diate, posterior, or panuveitis, high-dose short-term systemic
corticosteroids can be safely used in order to rapidly suppress
the intraocular inflammation and regain potential visual acu-
ity. It can be started with intravenous methylprednisolone up
to 30 mg/kg per infusion and continued with oral prednisolone
1-2 mg/kg with subsequent tapering. Long-term oral cortico-
steroid therapy even at a low dose should be avoided in chil-
dren. Therefore, early administration of corticosteroid-sparing
disease-modifying antirheumatic drugs (DMARDs) is required
in children with chronic uveitis.

Among conventional DMARDs, methotrexate, an antime-
tabolite, is usually the first drug of choice because of its long
track record for safety and efficacy in children with uveitis.
Subcutaneous weekly injections of methotrexate are better
tolerated and provide higher bioavailability than a weekly
oral regimen.' Its slow onset of action, taking 3-4 months for
its full effect, and the development of aversion to the drug in
the long term are the major drawbacks of methotrexate ther-
apy. A folic acid supplement is given to prevent side effects,
including bone marrow, hepatic, and gastrointestinal toxicity.
Longer than 3 years of methotrexate therapy and longer than
2 years of inactivity of uveitis before methotrexate discontinua-
tion are associated with higher chances of drug-free remission
in children with JIA-associated uveitis.*” In children who do not
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tolerate methotrexate, the other antimetabolites, azathioprine
or mycophenolate, may be tried, with moderate efficacy.

In 2 double-blind, randomized placebo-controlled trials, the
efficacy of subcutaneous adalimumab has been proven in chil-
dren with JIA-associated or idiopathic chronic anterior uveitis
who had active inflammation despite tfreatment with metho-
trexate.%®% In the SYCAMORE Trial, the addition of adalimumab
to methotrexate significantly delayed the time to treatment fail-
ure, and the rate of treatment failure was lower in the adali-
mumab group (27%) than in the placebo group (60%).% In the
ADJUVITE trial, at least a 30% reduction of LFP flare was achieved
in a significantly higher percentage of patients in the adalim-
umab group than in the placebo group (64% versus 20% in the
per-protocol population).5® Based on these trials, adalimumab
has been approved and became the first-line biologic for the
treatment of refractory chronic anterior uveitis in children. The
standard dosing regimen is 20 mg in children weighing <30 kg
or 40 mg in children weighing 230 kg administered every other
week. In subsequent reports, weekly dosing was effective and
safe in children who did not respond to the standard dose.®®®
Adalimumab is effectively used in the treatment of other nonin-
fectious, non-JIA, anterior uveitis as well as intermediate, pos-
terior, or panuveitis in children with or without systemic disease
association.®% Peripheral retinal vascular leakage on FFA could
be alleviated by adalimumab treatment in children with chronic
anterior uveitis and retinal vascular leakage.®* In children with
intermediate uveitis, multiple sclerosis needs to be ruled out
first, and patients should also be followed by neurologists dur-
ing adalimumab therapy. A recent meta-analysis showed that
adalimumab has a significant corticosteroid-sparing effect and
a good long-term safety profile.®

In patients who fail adalimumab therapy, switching to other
anti-TNF agents may be considered, such as infliximab, goli-
mumab, or certolizumab. Infliximab infusions have also been
used as the initial line of treatment for immediate control of
severe intraocular inflammation in children.®® High-dose infu-
sions (10 mg/kg or more every 4 weeks) may be needed in chil-
dren with severe uveitis.®” While switching fo golimumab was
reported to be beneficial in case of loss of response to adali-
mumab in JIA-associated uveitis, the switch was not successful
in primary unresponsiveness to adalimumab.®® Alternative bio-
logic agents such as tocilizumab, abatacept, or rituximab may
be tried when anti-TNF agents are not successful.®’° Although
the primary endpoint was not met in a mulficenter, single-arm,
phase 2 trial of tocilizumab in patients with anti-TNF refractory
JIA-associated uveitis (APTITUDE Trial), 7 of 21 enrolled patients
responded to treatment, suggesting that tocilizumab may still
be an alternative biologic in case of anti-TNF failure.”

In children who achieve uveitis quiescence after treatment
with biological agents, the optimum duration of therapy is not
known. A high relapse rate has been reported after discon-
tinuation of anti-TNF treatment, irrespective of the duration of
treatment.”>” The international multicenter placebo-controlled
Adalimumab in Juvenile Idiopathic Arthritis-associated Uveitis
Stopping Trial (ADJUST Trial) will compare the time to uveitis
recurrence between patients who are maintained on adalim-
umab versus those given placebo after remission of JIA uveitis
is achieved with adalimumab therapy of at least 12 months.”
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There is an ongoing infernational, multicenter, open-label,
adalimumab active-controlled phase-lIll trial (JUVE-BRIGHT)
that will investigate the safety and efficacy of baricitinib, an
oral selective Janus kinase (JAK)1 and 2 inhibitor, in patients
with active JIA-associated or ANA-positive chronic uveitis who
have an inadequate response or intolerance to methotrexate.”

While guidelines or consensus treatment plans have been pub-
lished for idiopathic or JIA-associated chronic anterior uve-
itis,”’%7® there are currently no such consensus guidelines for the
treatment of nonanterior forms of uveitis in children.

CONCLUSIONS

While an infectious etiology has to be ruled out in all children
presenting with uveitis, the majority have chronic noninfectious
uveitis, which is a major burden on the growing children and
their families. Without prompt and adequate control of intra-
ocular inflammation, there is a high risk of visual loss due to
severe ocular complications, resulting in lifelong disability.
Close monitoring of uveitis activity by an experienced ophthal-
mologist, using also multimodal ocular imaging techniques,
will ensure timely interventions with more effective therapeutic
modalities. A multidisiciplinary approach is essential for a thor-
ough investigation of any underlying disease and for the long-
term management of children with uveitis, even those initially
diagnosed as idiopathic uveitis, because extraocular mani-
festations may develop later in the disease course, and most
importantly, the well-being of the child, growth rate, adher-
ence to treatment, drug dosing, toxicity, and adverse events
need to be closely monitored.
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