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SUMMARY

Purpose: To determine the incidence and character-
istics of uveitis in a cohort of patients with juvenile
idiopathic arthritis (JIA) as well as the nature of treat-
ment and the risk factors for visual loss.
Patients and methods: Retrospective review of 52
patients with JIA, screened for uveitis between 1995
and 2005. The first group, presenting with symp-
toms of arthritis and uveitis, was diagnosed at screen-
ing. The second group presented with symptoms of
uveitis, without any rheumatological complaints at
the time of diagnosis. During follow-up, reactiva-
tion of uveitis and complications were registered and
treated when indicated.
Results: Seventeen patients had symptoms of uvei-
tis at time of presentation or developed uveitis at fol-
low-up. Ten of this patient group had oligo-arthritis,
16 were antinuclear antibody (ANA) positive, 16
were girls. Three patients presented with ophthal-
mological symptoms without rheumatological com-
plaints. In this group, complications were more pro-
nounced. Treatment in all patients consisted of topi-
cal corticosteroids and dilating drops at different in-
tervals. Visual acuity was good in most patients.
Conclusion: In this retrospective study, the risk of
uveitis was higher in ANA- positive girls with oligo-
arthritis. To reduce severe disease at presentation,
earlier diagnosis of JIA, earlier referral for slit lamp
examination and universal screening of vision in child-
hood are necessary.

RÉSUMÉ

But: Analyse de l’incidence, des caractères et du trai-
tement de l’uvéite des patients souffrant d’arthrite
juvénile idiopathique (AJI) et analyse des facteurs
de risque d’une baisse de l’acuité visuelle.
Patients et méthodes: Analyse rétrospective d’une
série de 52 patients ayant présenté une AJI, à la re-
cherche d’une uvéite entre 1995 et 2005. Le pre-
mier groupe se présente avec des symptômes d’arth-
rite suivi d’uvéite. Le second groupe se présente avec
une uvéite qui précède l’arthrite. Ces patients n’ont
pas de plaintes rhumatologiques au moment du dia-
gnostic. Les réactivations de l’uvéite et les compli-
cations sont notées et traitées si nécessaire.
Résultats: Dix-sept patients ont des symptômes
d’uvéite au moment de la consultation ou au mo-
ment des contrôles suivants. Dix enfants ont une for-
me oligo-articulaire, 16 patients ont des anticorps
antinucléaires (AAN), 16 patients sont des filles.
Trois patients se présentent avec des symptômes
ophtalmologiques sans plaintes rhumatologiques.
Dans ce groupe, les complications sont plus pronon-
cées. Le traitement local associe corticoïdes et my-
driatiques. L’acuité visuelle est bonne pour la plu-
part des patients.
Conclusion: Dans cette étude rétrospective le ris-
que d’uvéite est plus important chez les filles dont
l’oligo-arthrite s’est déclarée tôt et en présence d’AAN.
La détection précoce d’AJI et de l’uvéite, ainsi que
des examens ophtalmologiques systématiques sont
donc indispensables pour diminuer la sévérité de
l’uvéite au moment de la première consultation.
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INTRODUCTION

Juvenile idiopathic arthritis (JIA) covers a hete-
rogeneous group of inflammatory conditions
characterized by arthritis of unknown cause of
at least six weeks duration starting before the
patient’s sixteenth birthday (7,17). The most
frequent extra-articular manifestation of JIA is
an insidious asymptomatic anterior uveitis with
a chronic disease course (7). The risk of uvei-
tis is highest in very young girls with the oli-
goarticular subtype of JIA and the presence of
antinuclear antibodies (ANA), in up to 25% of
those patients. The risk is much lower in the
other subtypes of JIA (4,7). In view of the a-
symptomatic nature of the condition, routine
screening of JIA patients at risk two to four
times a year is crucial to prevent complica-
tions of uveitis (5,7). These complications in-
clude band keratopathy, posterior synechiae,
cataract, secondary glaucoma, cystoid macu-
lar edema and cyclitic membrane with hypo-
tony (3,7,19). The aims of this study were to
determine the incidence and characteristics of
uveitis in a cohort of patients with juvenile ar-
thritis as well as the nature of treatment and
the risk factors for visual loss.

PATIENTS AND

METHODS

We retrospectively reviewed the charts of 52
patients, with juvenile idiopathic arthritis, as
defined by the classification of the Internation-
al League of Associations of Rheumathology
(ILAR), examined between 1995 and 2005 at
a combined rheumatology and ophthalmology
clinic at the University Hospitals Leuven, Bel-
gium. We recorded patient’s gender, age at dia-
gnosis of arthritis and uveitis, rheumatologic di-
agnosis, results of ANA testing and details of
systemic and topical treatment. Our patient
population was subdivided into two groups: in
the first group, patients presented with symp-
toms of arthritis. Uveitis was diagnosed at
screening. Screening in patients with ANA posi-
tive oligoarthritis was performed every three
months for the first five years after diagnosis,
and every six months for the following seven
years as recommended. For patients with poly-
articular arthritis who have a lower risk of uvei-

tis, screening 2 times a year was advised (1).
Patients with systemic onset of JIA were in-
structed to have an ophthalmological exami-
nation once a year. All parents were instructed
to evaluate the pupils of their child regularly
with a flashlight to search for a poorly reacting
pupillary response, suggesting the formation of
synechiae. In some cases, parents having dif-
ficulty to evaluate the pupils, tropicamide 0.5%
was administered once a week. The second
group included patients presenting with uvei-
tis, without any rheumatological complaints at
the time of diagnosis. In this group, more ocu-
lar complications were evident at diagnosis, be-
cause uveitis with its complications had been
unnoticed for a long time. Whenever active uvei-
tis was detected, intense and close follow-up
with short intervals was performed. All patients
had a complete ophthalmological examination,
including best corrected visual acuity in the dis-
tance and for near, tonometry, slitlamp exami-
nation and fundoscopy after dilatation. During
follow-up, reactivation of uveitis and compli-
cations were registered and treated when indi-
cated. Treatment consisted of dilating drops to
prevent or cure formation of synechiae and con-
sisted of corticosteroids in topical, subconjunc-
tival or oral form. Surgical treatment of com-
plications included lensectomy, trabeculecto-
my, iridectomy and chelation of band kerato-
pathy.

RESULTS

Our patient group includes 52 patients, 42 girls
and 10 boys. Twenty-eight patients were dia-
gnosed with oligoarthritis, sixteen patients with
polyarthritis, three patients with systemic on-
set arthritis, two patients with psoriatic arthri-
tis and three patients without any signs of ar-
thritis at the time of diagnosis of uveitis. Se-
venteen of those patients had uveitis at time of
presentation or developed uveitis at follow-up
(32.7%). (Table 1) Age ranged from 2 to 8
years at the time of the first presentation of oph-
thalmological symptoms, with a median age of
4. Ten of them had oligoarthritis (59%), 3 pa-
tients had polyarthritis (17.6%), one of them
had psoriatic arthritis (5.8%), and 3 patients
had no arthritis at the time of diagnosis of uvei-
tis (17.6%). Sixteen uveitis patients were ANA
positive. Sixteen uveitis patients were girls. Four-
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teen patients presented with rheumatological
symptoms and uveitis became apparent at fol-
low-up screening. Three patients presented with
ophthalmological symptoms, without any signs
of arthritis. Ocular complications in this group
were more pronounced. Every patient was treat-
ed with topical corticosteroids and dilating drops
at different intervals. Five patients needed sub-
conjunctival corticosteroid injection to control
uveitis activity and 1 patient was treated with
oral corticosteroids. Two patients with isolated
severe uveitis were systemically treated with
methotrexate. Complications of uveitis inclu-
ded synechiae in 12 patients, bandkeratopa-
thy in 4 patients, lensopacities in 6 patients,
glaucoma in 5 patients, macular edema in 2
patients, prepupillary membrane in 1 patient
and phthysis bulbi in 1 patient. This patient had
undergone a lensimplantation elsewhere and
developed consecutively phthysis. Treatment of
complications consisted of chelation of band-
keratopathy in 4 patients, lensectomy in 3 pa-
tients , treatment of glaucoma by topical thera-
py in 4 patients and by trabeculectomy in 1 pa-
tient, removal of a prepupillary membrane in
1 patient. If we compared visual acuity (VA) at
presentation with VA at last evaluation, VA re-
mained normal in 16 eyes, there was improve-
ment of VA in 9 eyes , mainly due to treatment
with lensectomy and chelation of bandkerato-
pathy. In two eyes a further decrease of vision
occurred: one phthysic eye, and one with al-
ready serious cataract and bandkeratopathy at
presentation. Results are depicted in table 1.

DISCUSSION

JIA is characterized by arthritis of unknown
cause of at least six weeks duration starting be-
fore the patient’s sixteenth birthday (7,17). The
different terminology in chronic childhood ar-
thritis can be confusing for ophthalmologists.
Whereas the term juvenile chronic arthritis has
been proposed by the European League of As-
sociations of Rheumatology (EULAR), in the
United States the name juvenile rheumatoid ar-
thritis was put forward by the American Col-
lege of Rheumatology (ACR). The main differ-
ences between the EULAR and the ACR crite-
ria were the duration of joint symptoms neces-
sary for the diagnosis of chronic arthritis (three
months versus six weeks) and inclusion versus

exclusion of certain disease conditions, such as
juvenile ankylosing spondylitis and juvenile pso-
riatic arthritis. Recently, a new set of criteria
was published by the ILAR covering all idio-
pathic childhood arthritides under the name ju-
venile idiopathic arthritis (7,17). This classifi-
cation has now been widely accepted. JIA has
been recognized since the early 1800s, extra-
articular manifestations of JIA being first de-
scribed at the end of that century (18). The as-
sociation between intraocular inflammation and
chronic arthritis in children was first document-
ed by Ohm in 1910 (15). In our study, there
was a difference in the presenting symptoms
of uveitis. In the first group, uveitis was found
during screening examination of patients who
presented with rheumatological complaints.
These children had no ophthalmological symp-
toms. In the second group, patients presented
with ophthalmological symptoms, without rheu-
matological complaints. Within this group, more
and serious complications at the time of pre-
sentation were found, because of unnoticed
uveitis for a long time. In literature, we found
that chronic uveitis occurs in about 20% to
30% of JIA patients with oligoarthritis, particu-
larly in very young girls with the oligoarticular
subtype of JIA and presence of ANA. In some
small series, higher frequencies have been re-
ported (6,7) . In a retrospective study of 71 pa-
tients with juvenile arthritis, there was an inci-
dence of uveitis of 38% (3). Another retrospec-
tive analysis of 760 patients showed a preva-
lence of uveitis of 9.3%. Uveitis occured less
frequently (5-10%) in patients with polyarthri-
tis and virtually never in systemic onset dis-
ease (9). Patients with psoriatic arthritis not in-
frequently had chronic uveitis (7). So, risk fac-
tors of developing uveitis include the pattern of
initial joint disease, the patient’s sex, ANA sta-
tus and age at onset (4,8,11,14,16). These
findings are confirmed in our study. However,
one study concluded that in Turkish children
with JIA, the incidence of ANA positivity and
uveitis was low (18.5%) (10). Our findings in
three children with severe uveitis at presenta-
tion were also in agreement with the litera-
ture. Indeed, we found in one study that when
arthritis preceded uveitis, 6% of patients had
a poor visual outcome, compared to 67% of pa-
tients whose initial manifestation of JIA was
uveitis (19). All three of our patients with se-
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vere uveitis were ANA positive. Complications
occur in consequence of a delay in the diagno-
sis of insidious uveitis (7,12,19) and with for-
mation of synechiae. Another study showed
that the visual prognosis of the children with
JIA that developed uveitis was excellent, with
only 30% experiencing less than 20/20 vision
(16). In our study, visual outcome was good in
most patients. Ten patients had final visual out-
come of more than 0.8 in each eye. Phthysis
had developed in one eye of one patient. Intra-
ocular lens implantation is not advocated in
children with JIA-associated active uveitis, as
postoperative inflammation is especially exu-
berant (13). Few have reported favourable out-
comes after cataract surgery with IOL in chil-
dren with JIA-associated uveitis, and long term
outcomes have not been reported. Factors that
limited the postoperative visual outcome after
IOL implantation in literature included poste-
rior synechiae, macular edema, persistent in-
flammation and glaucoma. (13) Advise was giv-
en to have adequate long-term preoperative and
postoperative control of intraocular inflamma-
tion with systemic immunosuppressive thera-
py in addition to intensive topical corticoste-
roid treatment (13). Another patient in our study
had one eye with final visual acuity of 0.12,
which had cataract and band keratopathy at
presentation. Visual complications as synechi-
ae, band keratopathy, cataract or glaucoma de-
veloped in 31% of the patiens with uveitis (2).
Treatment objectives in uveitis are reduction of
inflammation, relief of discomfort and preser-
vation or restoration of vision (16). Topical cor-
ticosteroids have been the standard treatment
to decrease ocular inflammation (16). Topical
mydriatics and cycloplegics relieve discomfort
associated with ciliary spasm and prevent syn-
echiae (16). It is important to instruct parents
to evaluate the presence of synechiae, as they
can develop in a week time. In our experience
a personalized and fine tuned combination of
mydriatics, local steroid drops and subconjunc-
tival steroid injection in selected patients, was
associated with an improvement of VA over time,
except in those children who had already se-
vere or complicated uveitis at presentation.

CONCLUSION

Uveitis is a frequent extraarticular manifesta-
tion of JIA. In our retrospective study, we found
the risk of uveitis to be higher in ANA-positive
girls with early onset oligoarthritis. Because of
the insidious nature of uveitis, it is important
to screen patients regularly and to motivate the
parents to check pupillary response at home in
order to prevent serious complications. The only
way to reduce severe disease at presentation
is by earlier diagnosis of JIA, earlier referral for
slit lamp examination and, ultimately, by uni-
versal screening of vision in childhood.
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