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ABSTRACT
To facilitate the integration of eye care into universal health 
coverage, the WHO is developing a Package of Eye Care 
Interventions (PECI). Development of the PECI involves 
the identification of evidence- based interventions from 
relevant clinical practice guidelines (CPGs) for uveitis.
A systematic review of CPGs published on uveitis between 
2010 and March 2020 was conducted. CPGs passing title 
and abstract and full- text screening were evaluated using 
the Appraisal of Guidelines for Research and Evaluation II 
(AGREE II) tool and data on recommended interventions 
extracted using a standard data extraction sheet.
Of 56 CPGs identified as potentially relevant from the 
systematic literature search, 3 CPGs underwent data 
extraction following the screening stages and appraisal 
with the AGREE II tool. These CPGs covered screening 
for, monitoring and treating juvenile idiopathic arthritis 
(JIA)- associated uveitis, the use of adalimumab and 
dexamethasone in treating non- infectious uveitis, and a 
top- level summary of assessment, differential diagnosis 
and referral recommendations for uveitis, aimed at primary 
care practitioners. Many of the recommendations were 
based on expert opinion, though some incorporated clinical 
study and randomised controlled trial data.
There is currently sparse coverage of the spectrum of 
disease caused by uveitis within CPGs. This may partially 
be due to the large number of conditions with diverse 
causes and clinical presentations covered by the umbrella 
term uveitis, which makes numerous sets of guidelines 
necessary. The limited pool of CPGs to select from has 
implications for clinicians seeking guidance on clinical care 
strategies for uveitis.

INTRODUCTION
A key recommendation of the WHO’s 2019 
World report on vision1 was to embed eye 
care within universal health coverage (UHC) 
in order to address inequities in access to eye 
care services and contribute to Sustainable 
Development Goals.2 To enable countries 
to plan, budget and integrate eye care into 
UHC, WHO is developing a priority package 
of eye care interventions (PECI), in collabo-
ration with Cochrane Eyes and Vision (CEV).3 
A crucial step in the development of the PECI 
is the systematic identification of evidence- 
based eye care interventions for selected 
priority eye conditions using high- quality clin-
ical practice guidelines (CPGs) and, where 

needed, systematic reviews. Uveitis has been 
identified as 1 of 15 priority eye conditions 
for inclusion in the PECI.

Uveitis is a common, sight- threatening 
group of disorders, all of which are charac-
terised by inflammation of the uveal tract 
of the eye (iris, ciliary body and choroid). 
Population- based studies have suggested an 
overall incidence of 17–52 people in 100 000 
each year, and that uveitis causes 9%–15% of 
blindness in the Western World.4 Classifying 
this heterogeneous disease spectrum, which 
spans numerous infectious and autoimmune 
diseases, has been a unique challenge for 
ophthalmic clinicians. The standardisation 
of uveitis nomenclature (SUN) group sought 
to standardise the descriptions of the diseases 
and syndromes,5 mapping at least 28 uveitis 
diseases in 2005. This variability in disease 
features, both across and within distinct 
disease groups, has impacted clinical trials in 
uveitis.

Nevertheless, interventions for uveitis are 
continually emerging. These have included 
medications applied to the eye such as 
topical steroid6 and non- steroidal eye- 
drops, local injection treatments to the eye 
and intraocular steroid implants,7 systemic 
immunosuppressants8 and immunomodula-
tory therapies which include newer biologic 
treatments.9 The purpose of this paper is 
to present the results, including the quality 
and current state of evidence, of a systematic 
review of CPGs for uveitis.

METHODS
This systematic review of CPGs was conducted 
in compliance with the methodology 
presented in the introductory PECI paper.3 
Exclusion criteria for each stage of screening 
below are provided in table 1. The stages in 
the review are as follows:

Systematic literature search
A single, systematic literature search of 
selected academic (MEDLINE, Embase, 
CINAHL, Global Health, Global Index 
Medicus) and guideline databases (online 
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supplemental Appendix 1) was carried out by a CEV 
information specialist in March 2020. MeSH terms 
were used where applicable. In addition, the websites of 
professional ophthalmology and optometry associations’ 
were searched for relevant guidelines (online supple-
mental Appendix 1). All searches were limited to the last 
10 years, to ensure evidence was current, and to English 
language, to ensure timely completion of the PECI. The 
search strategy for academic databases can be found in 
online supplemental Appendix 2.

Title and abstract screening
Two members of the technical working group inde-
pendently screened the titles and abstracts of articles 
identified from the systematic literature searches. Title 
and abstracts were presented, and responses tracked, 
using Abstrackr, a semiautomated online citation 
screening programme.10 Citations were excluded if they 
were not in the English language, not a CPG or were not 
relevant to a priority eye condition. A secondary title and 
abstract screening was then conducted to identify CPGs 
potentially relevant to uveitis. All disagreements were 
resolved by discussion between a CEV representative and 
the WHO.

Full-text screening
Following title and abstract screening, independent 
full- text screening of the CPGs relevant to uveitis 
was conducted by two authors (NG and IRR). CPGs 
without author affiliations listed, or with undisclosed or 
unmanaged conflicts of interest, were excluded. Discrep-
ancies were resolved through discussion between the two 
authors or, in the event a consensus couldn’t be reached, 
by discussion with a third author.

Quality appraisal
The same two authors who conducted full- text screening 
went on to independently evaluate the quality of CPGs 
using the ‘Appraisal of Guidelines for Research and 
Evaluation’ (AGREE II) tool.11 Nine items (4, 7, 8, 10, 
12, 13, 15, 22 and 23) were specifically used for the 
appraisal of CPGs (online supplemental Appendix 3). 
These items were selected based on a consensus finding 
process among three researchers12 and in consultation 
with WHO Guideline Review Committee Secretariat. If 
the rating of an item differed by more than two points 
between the two researchers, the results were discussed 

between the two authors, and a representative of WHO 
or CEV, if necessary, to reach consensus.

Following evaluation with the AGREE II tool, guide-
lines were excluded if (1) the average score of the two 
researchers for items 4, 7, 8, 12 or 22 was below 3 or (2) 
the sum of the average score of the two researchers for all 
nine items is less than 45.

Data extraction
Data on recommendations were extracted from selected 
CPGs by one author using a standardised form that 
captured information on the recommendation (type of 
recommendation, dosage, target group, etc), the strength 
of recommendation and the quality of the evidence used 
to inform the recommendation. The data extraction 
was then independently checked by a second author. In 
the event of disagreement, a third author was involved 
and agreement reached by discussion. The process was 
repeated for all the CPGs until agreement on the recom-
mended eye care interventions was reached.

With respect to the published protocol, no changes 
were made. The quality check and the methodological 
support for this study have been provided by the WHO 
and CEV.

RESULTS
Title and abstract screening
The results of the selection process are summarised in 
figure 1. After combining all searches from academic 
and guideline databases and professional association 
webpages, 469 CPGs were identified and underwent 
independent title and abstract screening. Fifty- six of 
these were judged to be potentially relevant to uveitis 
after title and abstract screening, and went on to full- text 
screening.

Full-text screening and quality appraisal
Of the 56 potentially CPGs with potential relevance to 
uveitis, 47 CPGs were excluded. Forty were judged not 
relevant to uveitis. In a further two cases, exclusion was 
based on industry funding of the guideline, or because 
the presence or absence of possible conflicts of interest 
were not stated, as well as the author affiliations not 
being stated.13 14 A further four were excluded based on 
the potential conflict of interest criteria alone,15–18 and a 
final one because the author affiliations were not listed.19 

Table 1 Exclusion criteria for screening of clinical practice guidelines (CPGs)

Title and abstract screening Full- text screening Quality appraisal

1. The identified literature was not a CPG
2. The CPG was not published in the last 

10 years
3. The CPG was not in English
4. The CPG was not developed for the 

selected eye conditions

1. There was commercial funding or 
unmanaged conflicts of interest 
present

2. Absence of affiliation of authors

1. The average score of the two 
researchers for items 4, 7, 8, 12 or 22 is 
below 3

2. The sum of the average score of the two 
researchers for all nine items is less than 
45
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A total of nine CPGs were considered potentially rele-
vant and passed to the quality appraisal phase. Of these 
nine, there were no concerns over conflicts of interest, 
and author affiliations were unambiguous. Following 
quality appraisal with the AGREE II tool, six guidelines 
were excluded for the following reasons (figure 1): four 
because the average score of the two researchers for items 
4, 7, 8, 12 or 22 was less than 3,20–23 and two because the 
sum of the average score of the two researchers for all 
nine items was less than 4524 25 (table 2).

The CPGs identified for data extraction were as 
follows26–28:

 ► Adalimumab and dexamethasone for treating non- 
infectious uveitis, National Institute for Health and 
Care Excellence (NICE) (UK) Technology appraisal 
guidance, July 2017.

 ► 2019 American College of Rheumatology/Arthritis 
Foundation Guideline for the Screening, Moni-
toring and Treatment of Juvenile Idiopathic Arthritis- 
Associated Uveitis.21

 ► Uveitis Clinical Knowledge Summary, NICE (UK), 
November 2019.

The AGREE II ratings for the three selected CPGs are 
presented in table 2.

Data extraction
An overall view of the strength of recommendation and 
quality of evidence given in each selected guideline is 
reported in table 3. Specific recommendations extracted 
from each CPG are given in online supplemental table, 
along with the strength of the recommendation as 

Figure 1 Results of the screening process (diagram).AGREE II, Appraisal of Guidelines for Research and Evaluation II.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jophth.bm
j.com

/
B

M
J O

pen O
phth: first published as 10.1136/bm

jophth-2022-001091 on 5 January 2023. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bmjophth-2022-001091
http://bmjophth.bmj.com/


4 Ghadiri N, et al. BMJ Open Ophth 2023;8:e001091. doi:10.1136/bmjophth-2022-001091

Open access

assessed by the guideline writers, and the type of evidence 
used to make the recommendation.

The three selected guidelines covered various areas 
of clinical practice and types of uveitis. The 2019 Amer-
ican College of Rheumatology/Arthritis Foundation 
Guideline for the Screening, Monitoring and Treat-
ment of JIA- Associated Uveitis27 covered a specific type 
of uveitis which is associated with JIA. The document 
included recommendations for screening, monitoring 
and treatment of the condition as well as patient educa-
tion, which were drawn up by an expert panel using the 
Grading of Recommendations Assessment, Development 
and Evaluation (GRADE) methodology. General recom-
mendations of note in this guideline centre on tight 
monitoring of children with uveitis; the authors suggest 
every 3 months for stable, treated uveitis and monthly for 
patients tapering treatment. Specific treatment recom-
mendations include using prednisolone acetate 1% 
over alternative topical preparations, and using topical 
corticosteroids for short- term control of inflammation. 
Should systemic therapy be required, then subcutaneous 
methotrexate is recommended over oral methotrexate in 
the first instance. The large majority of the recommenda-
tions within this guideline are based on either the expert 
opinion of the panel or on clinical studies. The only 
randomised controlled trial data available to support a 
recommendation is on the use of antitumour necrosis 
factor (TNF) biological therapies, where the use of a 
monoclonal antibody biologic is advised over etanercept, 
which works by acting as a decoy receptor.

Adalimumab and Dexamethasone for Treating Non- 
Infectious Uveitis26 is a guideline produced by the UK 
NICE, which is most concerned with providing guidance 
for medical practitioners working within the UK National 
Health Service. It specifically deals with the use of the 
biological treatment adalimumab, and with dexameth-
asone intravitreal implants, in cases of posterior uveitis. 
Within this narrow scope, its recommendations are 
clear and concise and were decided on by an appraisal 
committee, which heard evidence from clinical experts 
and received evidence from pharmaceutical companies. 
Included in this were results from randomised controlled 
trials.29–31 The guidance advised the use of adalimumab 
in cases of non- infectious posterior uveitis unresponsive 
to corticosteroid therapy, and dexamethasone intrav-
itreal implant as an option if there is active posterior 
uveitis causing worsening vision with a risk of blindness. 
Expert opinion also advised that adalimumab therapy be 
halted if new choroidal or retinal inflammatory lesions 
developed, or if there was an increase in intraocular 
inflammation or a decrease in visual acuity by 3 or more 
lines or 15 letters while on treatment.

The Clinical Knowledge Summary on Uveitis28 
produced by the NICE provides general recommenda-
tions on uveitis covering clinical assessment, differential 
diagnosis and referral. It is explicitly meant to support 
practitioners in primary care, and recommendations Ta

b
le

 2
 

G
ui

d
el

in
es

 fo
un

d
 a

nd
 s

el
ec

te
d

, a
nd

 t
he

ir 
sc

or
e 

in
 r

es
p

ec
t 

of
 t

he
 c

rit
er

ia
 u

se
d

 t
o 

re
ac

h 
th

e 
fin

al
 c

ho
ic

e

G
ui

d
el

in
e

A
G

R
E

E
 II

 r
at

in
g

s

To
p

ic
P

ub
lic

at
io

n
D

at
e

C
o

m
p

re
he

ns
iv

en
es

s 
(a

p
p

lic
ab

ili
ty

 t
o

 
d

iff
er

en
t 

se
tt

in
g

s)

A
ve

ra
g

e 
o

f 
ke

y 
it

em
s

4
7

8
12

22
4,

 7
, 8

, 1
0,

 1
2,

 1
3,

 1
5,

 2
2,

 2
3

N
IC

E
—

ad
al

im
um

ab
26

4
5

3.
5

6
4

45
.5

P
os

te
rio

r 
uv

ei
tis

20
17

Lo
w

A
C

R
—

JI
A

 u
ve

iti
s27

4
6.

5
5

3
4

45
JI

A
 u

ve
iti

s
20

19
H

ig
h

N
IC

E
—

uv
ei

tis
 C

K
S

28
3.

5
7

5.
5

6
4

46
.5

A
nt

er
io

r 
uv

ei
tis

20
19

H
ig

h

C
in

ci
nn

at
i C

hi
ld

re
n’

s 
H

os
p

ita
l M

ed
ic

al
 C

en
tr

e.
 B

E
S

t 
S

cr
ee

ni
ng

 fo
r 

U
ve

iti
s 

in
 C

hi
ld

re
n 

w
ith

 J
IA

20
3

6
2

5.
5

3.
5

–
JI

A
 u

ve
iti

s
20

21

C
hi

ld
ho

od
 A

rt
hr

iti
s 

an
d

 R
he

um
at

ol
og

y 
R

es
ea

rc
h 

A
lli

an
ce

 C
on

se
ns

us
 T

re
at

m
en

t 
P

la
ns

 fo
r 

JI
A

- 
A

ss
oc

ia
te

d
 a

nd
 Id

io
p

at
hi

c 
C

hr
on

ic
 A

nt
er

io
r 

U
ve

iti
s21

3
5

2
1.

5
3.

5
–

JI
A

 u
ve

iti
s

20
19

E
vi

d
en

ce
- b

as
ed

, i
nt

er
d

is
ci

p
lin

ar
y 

gu
id

el
in

es
 fo

r 
an

ti-
 in

fla
m

m
at

or
y 

tr
ea

tm
en

t 
of

 u
ve

iti
s 

as
so

ci
at

ed
 w

ith
 J

IA
.22

4
5

2
4.

5
4

–
JI

A
 u

ve
iti

s
20

12

C
ol

le
ge

 o
f O

p
to

m
et

ris
ts

 C
lin

ic
al

 M
an

ag
em

en
t 

G
ui

d
el

in
es

 U
ve

iti
s 

(A
nt

er
io

r)
23

3
1.

5
1

2
3

–
A

nt
er

io
r 

uv
ei

tis
20

20

D
oc

um
en

t 
of

 t
re

at
m

en
t 

re
co

m
m

en
d

at
io

ns
 fo

r 
no

n-
 in

fe
ct

io
us

 a
nt

er
io

r 
uv

ei
tis

.24
3

3.
5

5.
5

5.
5

4
43

A
nt

er
io

r 
uv

ei
tis

20
17

N
IC

E
—

flu
oc

in
ol

on
e 

ac
et

on
id

e 
in

tr
av

itr
ea

l i
m

p
la

nt
 fo

r 
tr

ea
tin

g 
re

cu
rr

en
t 

no
n-

 in
fe

ct
io

us
 u

ve
iti

s-
 

gu
id

an
ce

 (T
A

59
0)

.25
4

5
3

6
4

44
.5

N
on

- i
nf

ec
tio

us
 

uv
ei

tis
20

19

.A
C

R
, A

m
er

ic
an

 C
ol

le
ge

 o
f R

he
um

at
ol

og
y;

 A
G

R
E

E
 II

, A
p

p
ra

is
al

 o
f G

ui
d

el
in

es
 fo

r 
R

es
ea

rc
h 

an
d

 E
va

lu
at

io
n 

II;
 C

K
S

, c
lin

ic
al

 k
no

w
le

d
ge

 s
um

m
ar

y;
 J

IA
, J

uv
en

ile
 Id

io
p

at
hi

c 
A

rt
hr

iti
s;

 N
IC

E
, N

at
io

na
l I

ns
tit

ut
e 

fo
r 

H
ea

lth
 a

nd
 C

ar
e 

E
xc

el
le

nc
e.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jophth.bm
j.com

/
B

M
J O

pen O
phth: first published as 10.1136/bm

jophth-2022-001091 on 5 January 2023. D
ow

nloaded from
 

http://bmjophth.bmj.com/


5Ghadiri N, et al. BMJ Open Ophth 2023;8:e001091. doi:10.1136/bmjophth-2022-001091

Open access

were largely drawn from review articles and medical text-
books.

DISCUSSION
The CPGs available to help inform the WHO PECI 
for uveitis formed a relatively small pool. Of 496 CPGs 
identified by literature search, and 56 passing title and 
abstract screening, the large majority were not relevant 
to uveitis on full- text screening. Of those identified to 
be of relevance to uveitis, only three guidelines were of 
sufficient quality (based on key AGREE II item scores) 
to merit inclusion. This highlights an important and 
concerning deficiency in high- quality CPGs in the field 
of uveitis and may reflect the heterogeneity of the uveitis 
disease spectrum and the fact that most individual uveit-
ides are relatively uncommon. Some guidelines15–18 
were excluded at the screening stage owing to possible 
conflicts of interest as they were funded by industry part-
ners. Industry funding of research is a common and 
necessary practice, but, given the intended large reach 
of the PECI particularly among developing nations, it 
was crucial to avoid any actual or potential commercial 
bias towards particular interventions. At the point of 
AGREE II scoring, the most common item for a guide-
line to fall short on was item 8—‘The criteria for selecting 
the evidence are clearly described’. Four guidelines had 
an average score of less than three on this point, which 
excluded them from inclusion (table 2). This highlights 
the importance of clarity on how clinical guidelines select 
the evidence which informs their guidance.

The diverse spectrum of disease under the umbrella of 
uveitis means that a single, or even a handful, of guide-
lines cannot comprehensively cover all disease subtypes. 
Although the most recent SUN working group continue 
to systematise the approach to disease diagnosis, classi-
fication and outcomes,26 there remain significant gaps 
in terms of guidelines for investigation and treatment of 
uveitis, particularly in adult patients. Paediatric uveitis 
is commonly associated with JIA and this spectrum of 
disease is well covered by one guideline.27 Cases of paedi-
atric uveitis occurring without a background of JIA are, 
however, not covered.

Owing to the relative paucity of guidelines for uveitis, 
there can be little cross- checking between guide-
lines from different sources to assess concordance in 

recommendations. However, one consistent theme 
of two of the three included guidelines is that treat-
ment with biologic anti- TNF agents (eg, adalimumab) 
is appropriate in cases with a high risk of ‘blindness’26 
or ‘sight- threatening complications’.27 This guidance 
is largely based on expert opinion, though there are 
randomised controlled trials comparing Adalimumab 
to placebo in adult patients (VISUAL I and VISUAL II 
trials),30 31 which showed beneficial results. These trials 
did not, however, compare adalimumab to any conven-
tional immunosuppressive therapy. The SYCAMORE 
trial32 did provide this comparison for paediatric uveitis 
associated with JIA, demonstrating a significantly lower 
treatment failure rate in the methotrexate plus adali-
mumab group compared with the methotrexate plus 
placebo group. This is reflected in the JIA- associated 
uveitis guideline chosen for inclusion here, which recom-
mends starting methotrexate and a monoclonal antibody 
TNF inhibitor immediately over methotrexate as mono-
therapy for severe active uveitis with sight threatening 
complications.27

Owing to the relative rarity of many forms of uveitis, a 
key challenge for the development of high- quality guide-
lines on the treatment of these conditions is to generate 
the primary research on which guidelines are built. 
This requires high- quality randomised controlled trials, 
which often need to be conducted across several coun-
tries in order to meet recruitment targets. Preceding 
any trials of therapeutics, consensus must be reached 
on the definition of the condition being treated. The 
recent SUN criteria are a vital development in this area.33 
Well- defined endpoints for trials are also needed, and 
standardisation of these would make cross- comparisons 
of new therapeutics being tested more straightforward. 
There is clear scope for improvement in the availability 
of clinical guidelines on uveitis diagnosis and manage-
ment and well as the number of uveitides which are 
covered by guidelines. It is also apparent that separate 
guidelines may be appropriate for different care settings. 
Many patients may present first to a primary care setting, 
where the practitioner may have very limited training in 
recognising and treating eye disease. It is necessary there-
fore to be aware of the target audience for guidelines.

Some weaknesses remain in the design of this system-
atic review; the initial literature search was restricted 

Table 3 Strength of recommendation and quality of the evidence of the retrieved CPGs

Guideline

Body of evidence Strength of recommendation

RCTs, systematic reviews or meta- analyses* Clinical studies Expert opinion Strong* Intermediate Weak

NICE—adalimumab26 Yes Yes Yes X

ACR—JIA uveitis27 Yes Yes Yes X

NICE—uveitis CKS28 No No Yes X

Since the reference scales adopted by each guideline are not directly comparable, we propose here the recommendations according to two 3- point Likert scales, as assessed by two 
authors (NG and IRR).
*At least one RCT or one systematic review are required to classify in this column.
ACR, American College of Rheumatology; CKS, clinical knowledge summary; CPGs, clinical practice guidelines; NICE, National Institute for Health and Care Excellence; RCT, 
randomised controlled trial.
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to English language guidelines and this does create an 
anglocentric bias to the selected guidelines. However, 
this search method does keep this review in line with 
others completed to inform the PECI. A further limita-
tion is that he initial search was focused on specific 
eye- related guidelines, which may have missed some 
guidelines on uveitis related to systemic inflammatory 
diseases (eg, the spondyloarthropathies) or infectious 
diseases (eg, tuberculosis and syphilis), though the 
search strategy did catch guidelines for uveitis associ-
ated with JIA.

CONCLUSION
Uveitis is an important clinical problem, with high prev-
alence worldwide,34 and with high visual morbidity.35 It is 
an umbrella term for a range of clinical entities, and the 
range of different aetiologies for uveitis, including infec-
tious, autoimmune and autoinflammatory, traumatic 
and ischaemic causes, means that single overarching 
guidelines are difficult to produce. Guidance exists on 
the use of newer treatments such as the monoclonal anti-
body anti- TNF treatment adalimumab and slow release 
dexamethasone intravitreal implants in non- infectious 
posterior uveitis,26 but this covers only a small proportion 
of cases of uveitis, and anti- TNF treatment is only recom-
mended for cases refractory to first line (corticosteroid) 
and second line (conventional immunosuppressive) ther-
apies. However, no guidance exists on when to initiate 
these first- and second- line treatments. There is also a 
marked lack of guidance on the more common presen-
tation of anterior uveitis; and on infectious uveitis, which 
can be devastating to vision.36

Designing specific guidelines for each subtype of 
uveitis is likely impractical, as is a single CPG to cover 
all uveitis. However, an achievable way of increasing 
coverage of uveitis by CPGs, to the benefit of patients 
worldwide, may be to aim for guidance on uveitides 
based on aetiology and/or anatomical location. Broad 
guidelines could cover diagnosis, treatment strategies 
and monitoring of several uveitis subtypes under this 
arrangement.

Regrettably, evidence derived from CPGs for uveitis 
to support the development of the WHO PECI form a 
small pool, and cover only a minority of the clinical 
presentations of uveitis in sufficient detail to help clinical 
decision making. Thus, there will be a greater reliance 
on Cochrane Systematic Reviews and expert opinion in 
deciding on interventions to include in the PECI. There 
is an urgent requirement for high- quality, evidence- based 
guidance on a wider range of uveitides. The COVID- 19 
pandemic has precipitated a necessary collaboration 
between clinicians around the world, including uveitis 
specialists, due to the need for shared experience during 
a period of uncertainty. This era of collaboration may 
accelerate larger and higher- quality studies and reviews, 
which would support measures such as the PECI in the 
future.

Author affiliations
1Department of Ophthalmology, Liverpool University Hospitals NHS Foundation 
Trust, Liverpool, UK
2Department of Eye and Vision Science, University of Liverpool, Liverpool, UK
3Kennedy Institute of Rheumatology, University of Oxford, Oxford, UK
4Centre for Public Health, Queen's University Belfast, Belfast, UK
5International Centre for Eye Health, London School of Hygiene and Tropical 
Medicine International Centre for Eye Health, London, UK
6Ophthalmic Epidemiology Research Center, Research Institute for Ophthalmology 
and Vision Science, Shahid Beheshti University of Medical Sciences, Tehran, Iran
7Centre for Eye Research Ireland, Technological University Dublin, Dublin, Ireland
8Centre for Ophthalmology and Visual Science, Lions Eye Institute, The University of 
Western Australia, Perth, Western Australia, Australia
9Centre for Public Health, Queen’s University Belfast UK, Belfast, UK
10International Centre for Eye Health, London School of Hygiene and Tropical 
Medicine, London, UK
11Department of Noncommunicable Diseases, Vision and Blindness Prevention 
Programme, World Health Organization, Geneve, Switzerland

Correction notice This article has been corrected since it first published. First 
authorship and equally contributed statements have been added to the article.

Twitter Nima Ghadiri @DrStrangetwit

Acknowledgements This publication was funded by a small educational grant 
from Alimera Sciences

Contributors NG and IRR are joint coauthors of this work. SK and JRE were 
involved in the conception and design of the study. All authors critically reviewed 
the manuscript and approved its submission.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the 
use is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Nima Ghadiri http://orcid.org/0000-0001-5591-2419
Gareth Lingham http://orcid.org/0000-0002-8957-0733
Stuart Keel http://orcid.org/0000-0001-6756-348X

REFERENCES
 1 World Health Organization. Universal health coverage (UHC). 

Available: https://www.who.int/news-room/fact-sheets/detail/ 
universal-health-coverage-(uhc)

 2 World Health Organization. Rehabilitation 2030: a call for action. 
Available: www.who.int/disabilities/care/rehab-2030/en/

 3 Keel S, Evans JR, Block S, et al. Strengthening the integration of eye 
care into the health system: methodology for the development of 
the who package of eye care interventions. BMJ Open Ophthalmol 
2020;5:e000533.

 4 Rothova A, Suttorp- van Schulten MS, Frits Treffers W, et al. Causes 
and frequency of blindness in patients with intraocular inflammatory 
disease. Br J Ophthalmol 1996;80:332–6.

 5 Trusko B, Thorne J, Jabs D, et al. The standardization of uveitis 
Nomenclature (sun) project. development of a clinical evidence 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jophth.bm
j.com

/
B

M
J O

pen O
phth: first published as 10.1136/bm

jophth-2022-001091 on 5 January 2023. D
ow

nloaded from
 

https://twitter.com/DrStrangetwit
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5591-2419
http://orcid.org/0000-0002-8957-0733
http://orcid.org/0000-0001-6756-348X
https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
www.who.int/disabilities/care/rehab-2030/en/
http://dx.doi.org/10.1136/bmjophth-2020-000533
http://dx.doi.org/10.1136/bjo.80.4.332
http://bmjophth.bmj.com/


7Ghadiri N, et al. BMJ Open Ophth 2023;8:e001091. doi:10.1136/bmjophth-2022-001091

Open access

base utilizing informatics tools and techniques. Methods Inf Med 
2013;52:259–65.

 6 Gaudio PA. A review of evidence guiding the use of corticosteroids 
in the treatment of intraocular inflammation. Ocul Immunol Inflamm 
2004;12:169–92.

 7 Lee DJ. Intraocular implants for the treatment of autoimmune uveitis. 
J Funct Biomater 2015;6:650–66.

 8 Jabs DA. Immunosuppression for the Uveitides. Ophthalmology 
2018;125:193–202.

 9 Ferreira LB, Smith AJ, Smith JR. Biologic drugs for the treatment of 
noninfectious uveitis. Asia Pac J Ophthalmol 2021;10:63–73.

 10 Wallace BC, Small K, Brodley CE. Deploying an interactive machine 
learning system in an evidence- based practice center: abstrackr. 
Proceedings of the 2nd ACM SIGHIT international health informatics 
symposium. Miami, Florida, USA: Association for Computing 
Machinery, 2012: 819–24.

 11 The AGREE Next Steps Consortium. The agree II instrument 
electronic version, 2017.

 12 Rauch A, Negrini S, Cieza A. Toward strengthening rehabilitation 
in health systems: methods used to develop a who package 
of rehabilitation interventions. Arch Phys Med Rehabil 
2019;100:2205–11.

 13 . British Society for Rheumatology. Guidance for screening for uveitis 
in juvenile idiopathic arthritis JIA, 2018.

 14 The Royal Australian and New Zealand College of Ophthalmologists. 
Clinical practice guidelines for the use of intravitreal triamcinolone 
acetonide. Available: www.ranzco.edu2014

 15 Constantin T, Foeldvari I, Anton J, et al. Consensus- Based 
recommendations for the management of uveitis associated with 
juvenile idiopathic arthritis: the share initiative. Ann Rheum Dis 
2018;77:annrheumdis- 2018- 213131–-2017.

 16 Levy- Clarke G, Jabs DA, Read RW, et al. Expert panel 
recommendations for the use of anti- tumor necrosis factor 
biologic agents in patients with ocular inflammatory disorders. 
Ophthalmology 2014;121:785–96.

 17 Bou R, Adán A, Borrás F, et al. Clinical management algorithm of 
uveitis associated with juvenile idiopathic arthritis: interdisciplinary 
panel consensus. Rheumatol Int 2015;35:777–85.

 18 Dick AD, Rosenbaum JT, Al- Dhibi HA, et al. Guidance on 
Noncorticosteroid systemic immunomodulatory therapy in 
noninfectious uveitis: fundamentals of care for uveitis (focus) 
initiative. Ophthalmology 2018;125:757–73.

 19 National Institute for Health and Care Excellence (UK). Clinical 
Knowledge Summary - Red Eye, 2016

 20 Cincinnati Children’s Hospital Medical Center. Best evidence 
statement (best) screening for uveitis in children with juvenile 
idiopathic arthritis JIA, 2012.

 21 Angeles- Han ST, Lo MS, Henderson LA, et al. Childhood arthritis 
and rheumatology research alliance consensus treatment plans for 
juvenile idiopathic arthritis- associated and idiopathic chronic anterior 
uveitis. Arthritis Care Res 2019;71:482–91.

 22 Heiligenhaus A, Michels H, Schumacher C, et al. Evidence- Based, 
interdisciplinary guidelines for anti- inflammatory treatment of 
uveitis associated with juvenile idiopathic arthritis. Rheumatol Int 
2012;32:1121–33.

 23 College of Optometrists. Uveitis (anterior). College of optometrists 
clinical management guidelines, 2020.

 24 Espinosa G, Muñoz- Fernández S, García Ruiz de Morales JM, et al. 
Treatment recommendations for non- infectious anterior uveitis. Med 
Clin 2017;149:552.e1–552.e12.

 25 National Institute for Health and Care Excellence (UK). Fluocinolone 
acetonide intravitreal implant for treating recurrent non- infectious 
uveitis - guidance (TA590). Available: www.nice.org.uk2019

 26 National Institute for Health and Care Excellence (UK). Adalimumab 
and dexamethasone for treating non- infectious uveitis - guidance 
(TA460). Available: www.nice.org.uk2017

 27 Angeles‐Han ST, Ringold S, Beukelman T, et al. 2019 American 
College of Rheumatology/Arthritis Foundation guideline for the 
screening, monitoring, and treatment of juvenile idiopathic Arthritis–
Associated uveitis. Arthritis Care Res 2019;71:703–16.

 28 National Institute for Health and Care Excellence (UK). Clinical 
Knowledge Summary - Uveitis. Available: www.nice.org.uk2019

 29 Lowder C, Belfort R, Lightman S, et al. Dexamethasone intravitreal 
implant for noninfectious intermediate or posterior uveitis. Arch 
Ophthalmol 2011;129:545–-53..

 30 Jaffe GJ, Dick AD, Brézin AP, et al. Adalimumab in patients with 
active noninfectious uveitis. N Engl J Med 2016;375:932–43.

 31 Nguyen QD, Merrill PT, Jaffe GJ, et al. Adalimumab for prevention of 
uveitic flare in patients with inactive non- infectious uveitis controlled by 
corticosteroids (visual II): a multicentre, double- masked, randomised, 
placebo- controlled phase 3 trial. The Lancet 2016;388:1183–92.

 32 Ramanan AV, Dick AD, Jones AP, et al. Adalimumab plus 
methotrexate for uveitis in juvenile idiopathic arthritis. N Engl J Med 
2017;376:1637–46.

 33 Standardization of Uveitis Nomenclature (SUN) Working Group. 
Development of classification criteria for the Uveitides. Am J 
Ophthalmol 2021;228:96–105.

 34 Joltikov KA, Lobo- Chan A- M. Epidemiology and risk factors in non- 
infectious uveitis: a systematic review. Front Med 2021;8:695904.

 35 Durrani OMet al. Degree, duration, and causes of visual loss in 
uveitis. Br J Ophthalmol 2004;88:1159–62.

 36 Lin P. Infectious uveitis. Curr Ophthalmol Rep 2015;3:170–83.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jophth.bm
j.com

/
B

M
J O

pen O
phth: first published as 10.1136/bm

jophth-2022-001091 on 5 January 2023. D
ow

nloaded from
 

http://dx.doi.org/10.3414/ME12-01-0063
http://dx.doi.org/10.1080/092739490500192
http://dx.doi.org/10.3390/jfb6030650
http://dx.doi.org/10.1016/j.ophtha.2017.08.007
http://dx.doi.org/10.1097/APO.0000000000000371
http://dx.doi.org/10.1016/j.apmr.2019.06.002
www.ranzco.edu2014
http://dx.doi.org/10.1136/annrheumdis-2018-213131
http://dx.doi.org/10.1016/j.ophtha.2013.09.048
http://dx.doi.org/10.1007/s00296-015-3231-3
http://dx.doi.org/10.1016/j.ophtha.2017.11.017
http://dx.doi.org/10.1002/acr.23610
http://dx.doi.org/10.1007/s00296-011-2126-1
http://dx.doi.org/10.1016/j.medcli.2017.06.059
http://dx.doi.org/10.1016/j.medcli.2017.06.059
www.nice.org.uk2019
www.nice.org.uk2017
http://dx.doi.org/10.1002/acr.23871
www.nice.org.uk2019
http://dx.doi.org/10.1001/archophthalmol.2010.339
http://dx.doi.org/10.1001/archophthalmol.2010.339
http://dx.doi.org/10.1056/NEJMoa1509852
http://dx.doi.org/10.1016/S0140-6736(16)31339-3
http://dx.doi.org/10.1056/NEJMoa1614160
http://dx.doi.org/10.1016/j.ajo.2021.03.061
http://dx.doi.org/10.1016/j.ajo.2021.03.061
http://dx.doi.org/10.3389/fmed.2021.695904
http://dx.doi.org/10.1136/bjo.2003.037226
http://dx.doi.org/10.1007/s40135-015-0076-6
http://bmjophth.bmj.com/


Appendices 

Appendix 1 

Guideline databases  

1. Guidelines International Network  
2. National Institute for Clinical Excellence (UK)  
3. eGuidelines  
4. Guideline Central  
5. ECRI Guidelines Trust Database  
6. Australian National Health and Medical Research Council clinical practice guidelines  
7. Canadian Medical Association Infobase of Clinical Practice Guidelines  
8. Trip Database  
9. WHO guidelines  
10. US Preventive Services Task Force Guideline  
11. Scottish Intercollegiate Guidelines Network (SIGN)  

Professional association websites  

1. College of Optometrists (UK) 
2. Pan American Association of Ophthalmology 

3. Eastern Mediterranean Council of Optometry  

4. European Society of Ophthalmology 

5. World Council of Optometry 

6. American Academy of Ophthalmology 

7. American Optometric Association 

8. Asia Pacific Council of Optometry 

9. International Council of Ophthalmology 

10. Royal Australian and New Zealand College of Ophthalmologists 

11. Royal College of Ophthalmologists 

12. European Society of Cataract and Refractive Surgeons 

13. American Society of Cataract and Refractive Surgeons 

14. European Vitreoretinal Society 

15. African Ophthalmology Council 

16. Asia Pacific Academy of Ophthalmology 
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Appendix 2 

Search strategy for academic databases  

MEDLINE  

1     exp eye diseases/ (557476) 
2     visually impaired persons/ (2391) 
3     or/1-2 (558065) 
4     Practice Guidelines as Topic/ (115227) 
5     Guidelines as Topic/ (39163) 
6     Practice Guideline/ (26462) 
7     ((clinical or practice) adj2 guideline$).tw. (41838) 
8     or/4-7 (202728) 
9     3 and 8 (2180) 
10     exp case reports/ (2078744) 
11     case report$.tw. (356889) 
12     or/10-11 (2160660) 
13     9 not 12 (2112) 
14     limit 13 to english language (1676) 
15     limit 14 to yr="2009 -Current" (949) 
16     limit 15 to (address or autobiography or bibliography or biography or classical article or 
clinical trial, veterinary or clinical trials, veterinary as topic or comment or directory or 
editorial or "expression of concern" or festschrift or historical article or interactive tutorial or 
interview or letter or news or newspaper article or observational study, veterinary or personal 
narrative or portrait or video-audio media or webcast) (113) 
17     15 not 16 (836) 
 

Embase 

1     exp eye disease/cn, di, dm, ep, et, pc, rh, su, th [Congenital Disorder, Diagnosis, Disease 
Management, Epidemiology, Etiology, Prevention, Rehabilitation, Surgery, Therapy] 
(314642) 
2     visual impairment/cn, di, dm, ep, et, pc, rh, su, th [Congenital Disorder, Diagnosis, 
Disease Management, Epidemiology, Etiology, Prevention, Rehabilitation, Surgery, Therapy] 
(6819) 
3     or/1-2 (314642) 
4     practice guidelines/ (405820) 
5     ((clinical or practice) adj2 guideline$).tw. (60447) 
6     or/4-5 (428306) 
7     3 and 6 (3082) 
8     exp case report/ (2347870) 
9     case report$.tw. (464572) 
10     or/8-9 (2402846) 
11     7 not 10 (2932) 
12     limit 11 to english language (2574) 
13     limit 12 to yr="2009 -Current" (1346) 
14     limit 13 to (conference abstract or conference paper or editorial or letter or note or short 
survey or tombstone) (257) 
15     13 not 14 (1089) 
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Global Health 

1     exp eye diseases/ (32535) 
2     people with visual impairment/ (170) 
3     or/1-2 (32658) 
4     exp guideline/ (47207) 
5     ((clinical or practice) adj2 guideline$).tw. (4484) 
6     or/4-5 (49229) 
7     3 and 6 (333) 
8     case reports/ (86862) 
9     case report$.tw. (94202) 
10     8 or 9 (94202) 
11     7 not 10 (329) 
12     limit 11 to english language (279) 
13     limit 12 to yr="2009 -Current" (197) 
 

CINAHL 

S5  S1 AND S4  Limiters - Published Date: 20090101-20200231; English Language; 
Exclude MEDLINE records 
S4  S2 OR S3   
S3  (TX clinical OR TX practice) N2 (guideline*)   
S2  MM "Practice Guidelines"   
S1  MH "Eye Diseases+"  
 

WHO Global Index Medicus 

SEARCH 1 

(ab:(practice guideline)) AND (ab:(eye OR vision OR visual OR blindness )) 

SEARCH 2 

(mh:(eye diseases)) AND (mh:(practice guideline)) 
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Appendix 3 

AGREE II items used for appraisal of clinical practice guidelines 

 

AGREE II Section Statement 

4 The guideline development group includes individuals from all relevant 

professional groups. 

7 Systematic methods were used to search for evidence. 

8 The criteria for selecting the evidence are clearly described. 

10 The methods for formulating the recommendations are clearly described. 

12 There is an explicit link between the recommendations and the supporting evidence. 

13 The guideline has been externally reviewed by experts prior to its publication. 

15 The recommendations are specific and unambiguous. 

22 The views of the funding body have not influenced the content of the guideline. 

23 Competing interests of guideline development group members have been recorded and 

addressed. 
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Supplementary Table 

Recommended eye interventions for Uveitis and strength of recommendation and quality of 

evidence 

Description of Intervention Relevant 

Guidelines* 

Strength of 

recommendation 

(strong, 

intermediate, weak) 

Quality of evidence (RCT, 

systematic review, meta-analysis, 

clinical studies, expert opinion) 

Adalimumab for treating non-

infectious uveitis in the posterior 

segment of the eye in adults with 

inadequate response to 

corticosteroid 

1 Strong RCT 

Stop adalimumab for non-

infectious uveitis in the posterior 

segment of the eye in adults with 

inadequate response to 

corticosteroids if there is 1 of the 

following: new active 

inflammatory chorioretinal or 

inflammatory retinal vascular 

lesions, or both, or a 2-step 

increase in vitreous haze or 

anterior chamber cell grade or 

worsening of best corrected 

visual acuity by 3 or more lines or 

15 letters. 

1 Strong Expert Opinion 

Dexamethasone intravitreal 

implant is recommended as an 

option for treating non-infectious 

uveitis in the posterior segment 

of the eye in adults, only if there 

is: active disease (that is, current 

inflammation in the eye) and 

worsening vision with a risk of 

blindness. 

1 Strong RCT 

In children and adolescents with 

JIA at high risk of developing 

uveitis, ophthalmic screening 

every 3 months is conditionally 

recommended over screening at 

a different frequency. 

2 Weak Clinical Studies 

In children and adolescents with 

JIA and controlled uveitis who are 

tapering or discontinuing topical 

glucocorticoids, ophthalmic 

monitoring within 1 month after 

each change of topical 

glucocorticoids is strongly 

recommended over monitoring 

less frequently. 

2 Strong Expert Opinion 
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In children and adolescents with 

JIA and controlled uveitis on 

stable therapy, ophthalmic 

monitoring no less frequently 

than every 3 months is strongly 

recommended over monitoring 

less frequently. 

2 Strong Clinical Studies 

In children and adolescents with 

JIA and controlled uveitis who are 

tapering or discontinuing 

systemic 

therapy, ophthalmic monitoring 

within 2 months of changing 

systemic therapy is strongly 

recommended over monitoring 

less frequently. 

2 Strong Clinical Studies 

In children and adolescents with 

JIA and active CAU, using 

prednisolone acetate 1% topical 

drops is conditionally 

recommended over difluprednate 

topical drops. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA and active CAU, adding or 

increasing topical glucocorticoids 

for short-term control is 

conditionally recommended over 

adding systemic glucocorticoids 

2 Weak Clinical Studies 

In children and adolescents with 

JIA who develop new CAU activity 

despite stable systemic therapy, 

topical glucocorticoids prior to 

changing/escalating systemic 

therapy is conditionally 

recommended over 

changing/escalating systemic 

therapy immediately. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA and CAU still requiring 1–2 

drops/day of prednisolone 

acetate 1% (or equivalent) for 

uveitis control, and not on 

systemic therapy, adding 

systemic therapy in order to 

taper topical glucocorticoids 

is conditionally recommended 

over not adding systemic therapy 

and maintaining on topical 

glucocorticoids only. 

2 Weak Clinical Studies 

In children and adolescents with 

JIA and CAU still requiring 1–2 

2 Weak Clinical Studies 
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drops/day of prednisolone 

acetate 1% (or equivalent) for at 

least 3 months and on systemic 

therapy for uveitis control, 

changing or escalating systemic 

therapy is conditionally 

recommended over maintaining 

current systemic therapy. 

In children and adolescents with 

JIA and CAU who are starting 

systemic treatment for uveitis, 

using subcutaneous 

methotrexate is conditionally 

recommended over 

oral methotrexate. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA with severe active CAU and 

sight-threating complications, 

starting methotrexate and a 

monoclonal antibody TNFi 

immediately is conditionally 

recommended over ethotrexate 

as monotherapy. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA and active CAU starting a 

TNFi, starting a monoclonal 

antibody TNFi is conditionally 

recommended over etanercept. 

2 Weak RCT 

In children and adolescents with 

JIA and active CAU who have an 

inadequate response to 1 

monoclonal antibody TNFi at 

standard JIA dose, escalating the 

dose and/or frequency to above 

standard is conditionally 

recommended over switching to 

another monoclonal antibody 

TNFi. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA and active CAU who have 

failed a first monoclonal antibody 

TNFi at above-standard dose 

and/or frequency, changing to 

another monoclonal antibody 

TNFi is conditionally 

recommended over a biologic in 

another category. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA and active CAU who have 

failed methotrexate and 2 

monoclonal antibody TNFi at 

2 Weak Clinical Studies 
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above-standard dose and/or 

frequency, the use of abatacept 

or tocilizumab as biologic DMARD 

options, and mycophenolate, 

leflunomide, or cyclosporine as 

alternative nonbiologic DMARD 

options is conditionally 

recommended. 

In children and adolescents with 

spondyloarthritis, strongly 

recommend education regarding 

the warning signs of AAU for the 

purpose of decreasing delay in 

treatment, duration of 

symptoms, or complications of 

iritis. 

2 Strong Expert Opinion 

In children and adolescents with 

spondyloarthritis otherwise well 

controlled with systemic 

immunosuppressive 

therapy (DMARDs, biologics) who 

develop AAU, conditionally 

recommend against switching 

systemic immunosuppressive 

therapy immediately in favor of 

treating with topical 

glucocorticoids 

first. 

2 Weak Expert Opinion 

In children and adolescents with 

JIA and CAU that is controlled on 

systemic therapy but who remain 

on 1–2 drops/day of prednisolone 

acetate 1% (or equivalent), 

tapering topical glucocorticoids 

first is strongly recommended 

over systemic therapy. 

2 Strong Clinical Studies 

In children and adolescents with 

uveitis that is well controlled on 

DMARD and biologic systemic 

therapy only, conditionally 

recommend that there be at least 

2 years of well-controlled disease 

before tapering therapy. 

2 Weak Expert Opinion 

Assessing a patient with possible 

uveitis 

• Take a medical history, 

and ask: About the signs 

and symptoms, including 

the onset and duration. 

• If symptoms are 

unilateral or bilateral. 

3 Strong Expert Opinion 
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• If vision is affected, or 

there is an increase in 

floaters. 

• If there is any pain – the 

type of pain (for example, 

dull, or throbbing), the 

intensity, and the 

location (ophthalmic, or 

non-ophthalmic eye 

pain). 

• About a foreign body 

sensation  

• If eyes are watering more 

than normal, or if there is 

any discharge 

• If there is photophobia. 

• Previous illnesses, 

including previous eye 

problems. 

• Medication  

• Whether the person 

wears contact lenses — if 

they do, ask about the 

hygiene routine.  

• If there is any history of 

chemical exposure, 

trauma or surgery. 

• Family history 

Conduct a physical examination: 

• If perforation of the 

globe is suspected (for 

instance in ocular trauma 

or as a complication of 

scleritis), do not palpate 

the eye — arrange for 

urgent ophthalmology 

assessment. 

• Assess for evidence of 

facial trauma. 

• Examine the eyelids for 

inflammation and 

erythema, or any 

abnormalities (for 

example, trichiasis, 

entropion or ectropion). 

• Examine the eyelids and 

surrounding area for 

rashes and vesicles. 

• Examine the conjunctiva, 

including the tarsal 

surface. 
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• If foreign body is a 

possibility, invert the 

upper lid to check for a 

sub-tarsal foreign body. 

• Check the pattern of 

redness (if present)  

• Perform fluorescein 

examination  

• Check for any discharge 

from the eye(s). 

• Check the person's visual 

acuity using a Snellen 

chart. 

Refer people with severe eye 

pain and a significant reduction in 

vision immediately for same-day 

assessment by an 

ophthalmologist. 

3 Strong Expert Opinion 

Refer people with suspected 

uveitis (new presentations, and 

recurrent) for assessment within 

24 hours 

by an ophthalmologist. 

3 Strong Expert Opinion 

Uveitis should be managed by an 

ophthalmologist 

3 Strong Expert Opinion 

Do not initiate treatment for 

uveitis in primary care, unless 

asked to do so by an 

ophthalmologist 

3 Strong Expert Opinion 

    

*1: NICE – Adalimumab, 2: ACR – JIA Uveitis, 3: NICE – Uveitis CKS 

AAU: Acute Anterior Uveitis, CAU: Chronic Anterior Uveitis, DMARD: Disease Modifying Anti-Rheumatic Drug, 

TNFi: Tumour Necrosis Factor Inhibitor 
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