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• DESIGN: Consensus agreement guided by the review of 
literature and an expert committee using nominal group 

technique (NGT). 
• METHODS: An expert committee applied a timed 

structured nominal group technique (NGT) to achieve 
consensus-based recommendations on specific disease 
characteristics, biomarkers of activity, and complications 
for MFCPU and PIC. Representative cases with nonin- 
fectious active and inactive MFCPU and PIC with color 
fundus photographs (CFP), optical coherence tomog- 
raphy (OCT), fundus fluorescein angiography (FFA), 
OCT angiography (OCTA), indocyanine angiography 

(ICGA), and fundus autofluorescence images (FAF) were 
reviewed. These recommendations were voted upon by 

the entire task force. 
• RESULTS: The experts agreed that lesions of MFCPU 

and PIC can be well characterized using CFP. OCT is the 
preferred modality for detecting active lesions. Both FAF 

and OCT are effective for monitoring disease recurrence. 
Late-phase ICGA is most valuable in recurrent disease 
when the lesions are not visible on FAF and CFP. While 
OCTA and ICGA can successfully identify lesions and 

complications such as choroidal neovascularization, no 

imaging biomarkers were found to reliably distinguish be- 
tween active and inactive lesions on these two modalities. 
• CONCLUSIONS: Incorporating imaging findings, partic- 
ularly OCT, into the Standardization of Uveitis Nomen- 
clature (SUN) classification criteria for MFCPU and 

PIC enables more precise assessment of disease activ- 
ity. These consensus-based guidelines provide a frame- 
work for selecting optimal imaging modalities for diag- 
nosis, monitoring and identification of complications of 
MFCPU and PIC. (Am J Ophthalmol 2025;276: 272–
285. © 2025 The Authors. Published by Elsevier Inc. 
This is an open access article under the CC BY license 
( http://creativecommons.org/licenses/by/4.0/ )) 
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ultifocal choroiditis (MFC) is a nonspecific
descriptive term used to encompass a variety of
posterior uveitic conditions, that exhibit multi-

focal choroidal inflammation, with or without inflamma-
tion in other anatomic layers of the eye. 1 Diseases included
in this group may be infectious such as syphilis 2 or tuber-
culosis, 3 postinfectious such as presumed ocular histoplas-
mosis, 4 inflammatory such as sarcoidosis, 5 and isolated au-
toimmune or autoinflammatory entities such as punctate in-
ner choroiditis (PIC) and multifocal choroiditis with panu-
veitis (MFCPU). 6 Malignancies such as primary intraocular
lymphoma 7 and metastases 8 can also masquerade as a MFC,
complicating diagnosis and management. 

The Standardization of Uveitis Nomenclature (SUN)
defined MFCPU according to the following criteria: (1) ab-
sence of an associated infectious or systemic disease and (2)
presence of multiple lesions larger than 125 µm in diame-
ter predominantly located outside the vascular arcades. Le-
sions may manifest as inactive punched-out atrophic chori-
oretinal scars or may be associated with signs of intraocular
inflammation, such as anterior chamber cells or vitreous in-
flammation. 9 

Punctate inner choroiditis is a more specific term that
is used to describe a noninfectious, nonsystemic, immune-
mediated disease that targets the posterior pole. Whether
PIC is on the same spectrum of MFCPU is disputed, but
there is consensus that PIC lesions represent a more local-
ized clinical phenotype compared to MFCPU. 10 , 11 As per
the SUN classification criteria, PIC is defined according to
the following criteria: (1) absence of appropriate infectious
(eg, toxoplasmosis retinitis or syphilis) or associated sys-
temic diseases (eg, sarcoidosis) and (2) multiple punctate
lesions smaller than 250 µm in diameter, predominantly lo-
cated in the posterior pole, with very little to no intraocular
inflammation. 11 

The SUN classification criteria for both MFCPU and
PIC were developed following image review to characterize
phenotypes but did not explicitly identify or define multi-
modal imaging biomarkers of activity specific to these con-
ditions. This represents a gap in current clinical guidelines
and emphasizes the need for more defined imaging charac-
teristics to aid in the diagnosis, management, and monitor-
ing of these uveitic conditions. 

The M ultimodal Imaging in Uv eitis (MUV) task force is
an international collaboration aimed at addressing this gap
by developing imaging-based criteria to enhance the SUN
classification framework. This effort is focused on five of the
most common multifocal choroidopathies. This manuscript
specifically focuses on imaging features of MFCPU and PIC.

METHODS 

The Multimodal imaging in Uveitis (MUV) project is a re-
search initiative of the International Uveitis Study Group
VOL. 276 IMAGING GUIDELINES F
IUSG), an international group of uveitis specialists, to es-
ablish guidelines for the use of multimodal imaging in non-
nfectious posterior uveitis and to identify features charac-
eristic of active and inactive disease for each entity. The
tudy used previously collected, retrospectively reviewed,
e-identified images and, as such, was considered “not hu-
an” research. The study was conducted under the tenets

f the Declaration of Helsinki and received IRB exemp-
ion from the Vanderbilt University Medical Center (IRB
 240146). 

SUBCOMMITTEE SELECTION: The MUV task force is
omprised of uveitis specialists, retina specialists and ocu-
ar imaging experts with clinical and research experience in
osterior uveitis. The MFCPU/PIC subcommittee, formed
sing purposeful sampling strategy, 12 included geographi-
ally diverse specialists from India, Colombia, the Nether-
ands, and the United States to provide a broad range of
xpertise and perspectives, recognizing the regional varia-
ions in presentation and progression of MFCPU and PIC
ver time. This team was tasked with reviewing existing
iterature, analyzing multimodal image sets, and develop-
ng imaging guidelines and activity criteria with illustrative
xamples. We followed the principles of Standards for Re-
orting Qualitative Research: A Synthesis of Recommen-
ations (SRQR). 13 for reporting the results of our study. 

CASE SELECTION: All task force members contributed
eidentified high quality image sets that met SUN crite-
ia 9 , 11 with clinical signs consistent with MFCPU and PIC,
nd exclusion of infectious causes. To be eligible for review,
he image sets were required to include color fundus pho-
ographs (CFP), which were used as a surrogate for the clin-
cal examination, optical coherence tomography (OCT),
undus fluorescein angiography (FFA), fundus autofluores-
ence (FAF), and indocyanine green angiography (ICGA)
if available) and OCT angiography (OCTA). No clini-
al information, patient identifiers or other patient demo-
raphics were shared to maintain confidentiality. 

NOMINAL GROUP TECHNIQUE (NGT): We employed a
tructured NGT approach, a formal consensus or brain-
torming technique, in order to achieve agreement by the
xpert subcommittee. 14-16 The NGT discussions were con-
ucted virtually and led by one neutral facilitator (SG).
he discussions ensured that time-limited, uninterrupted
omments were provided by each committee member fol-
owed by anonymous voting. The propositions were ei-
her accepted ( > 75% super majority vote), defeated, or re-
ised and revisited. 14-16 The MFCPU/PIC subcommittee
eld multiple NGT discussions across time zones to en-
ure thorough review of all available image sets after ex-
luding poor quality images. The subcommittee then de-
ermined the imaging biomarkers associated with active in-
ammation for each of the imaging modalities and devel-
OR MFCPU AND PIC 273



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FIGURE 1. Ultrawide color photograph showing multifocal 
choroidal lesions scattered in the nasal and peripheral retina, 
representative of multifocal choroiditis. 

FIGURE 2. Ultrawide color photograph showing few small 
multifocal choroidal lesions, in the posterior pole, representa- 
tive of punctate inner choroiditis. 
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oped consensus-based imaging guidelines in the diagnosis
and management of MFCPU and PIC. 

• ESTABLISHMENT OF CONSENSUS: The subcommittee
guidelines were shared with the entire MUV task force
listed in Supplement A. The task force members used
anonymous voting on an online survey platform and as-
sessed the recommendations. Any requested modifications
were collaboratively discussed among the members. The
consensus was developed by the taskforce as follows: 

Unanimous consensus: 100% participants agree 
Strong consensus: > 95% vote 
Consensus: 75% to 95% vote 
Majority agreement: > 50% to 75% vote 
No consensus: < 50% vote (lack of agreement or divided

votes) 
The percentage thresholds for consensus derived by vot-

ing were reported as per the guidelines of various inter-
national associations. These included the Guidelines In-
ternational Network (GIN), 17 European League Against
Rheumatism (EULAR), 18 and Association of Scientific
Medical Associations of Germany (AWMF). 19 When there
was no consensus achieved ( < 50% vote), the guidelines
were rejected. 

Study data were collected and managed using REDCap
electronic data capture tools hosted at Vanderbilt Uni-
versity Medical Center. 20 , 21 REDCap (Research Electronic
Data Capture) is a secure, web-based software platform de-
signed to support data capture for research studies, provid-
ing (1) an intuitive interface for validated data capture; (2)
audit trails for tracking data manipulation and export pro-
cedures; (3) automated export procedures for seamless data
downloads to common statistical packages; and (4) proce-
dures for data integration and interoperability with external
sources. 

RESULTS 

• IMAGING FEATURES OF MULTIFOCAL CHOROIDITIS 

AND PUNCTATE INNER CHOROIDOPATHY: 

Color fundus photography 
The subcommittee agreed with the SUN. 9 , 11 classification
criteria that PIC lesions were smaller and located in the
posterior pole. In contrast, MFCPU lesions were larger and
could be identified in the posterior pole, nasal peripapillary
retina, and in the periphery ( Figures 1 and 2 ). MFC and PIC
are characterized by multifocal lesions which appear creamy
and ill-defined when active. When inactive, the lesions are
atrophic or punched out and clearly defined, often with a
pigmented border. Peripapillary atrophy 22 may be present
but can also be detected in myopic eyes. Since myopia is
associated with both MFC and PIC, 23 as well as POHS, 24 
274 AMERICAN JOURNAL OF OPHT
he subcommittee considered peripapillary atrophy to be a
onspecific finding. 

ptical coherence tomography 
he subcommittee unanimously agreed that OCT is the
ost reliable indicator of active inflammation in lesions

ssociated with MFCPU and PIC. Active lesions demon-
trated several characteristic features on OCT that the
ommittee unanimously agreed represent classic indicators
f disease activity. Fluffy subretinal hyper-reflective mate-
ial (SHRM) ( Figure 3 ) overlying the retinal pigment ep-
thelium (RPE) is a sign of active inflammation, with el-
ipsoid zone (EZ) disruption extending beyond the borders
f the lesion ( Figure 4 ). There may be associated inflam-
atory pigment epithelial detachment (PED) or a discon-
HALMOLOGY AUGUST 2025



FIGURE 3. OCT B scan showing an active lesion with homogenous subretinal hyper-reflective material (SHRM) and splitting of 
the retinal pigment epithelium (red star). (For interpretation of the references to colour in this figure legend, the reader is referred 
to the web version of this article.) 

FIGURE 4. OCT B scan showing 2 active lesions with fluffy subretinal hyper-reflective material (SHRM) overlying the retinal 
pigment epithelium (red star). Note the disrupted ellipsoid zone (between the green dotted lines). (For interpretation of the references 
to colour in this figure legend, the reader is referred to the web version of this article.) 
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tinuous RPE band with elevated edges. Except for larger
size of the MFCPU lesions, no differences are evident in
the OCT appearance of MFCPU and PIC lesions. Figures
5 and 6 present serial follow-up of cases of MFCPU with
SHRM indicating active disease that subsequently became
inactive following treatment, with possible resolution of
SHRM and EZ disruption. Enhanced-depth imaging OCT
(EDI-OCT) shows focal thickening of the choroid underly-
ing active lesions ( Figure 7 ). Inactive lesions are character-
ized by resolution of SHRM and reduction of the thickness
of the inner choroid with clearer visualization of choroidal
vessel landmarks. Focal disruption of EZ and RPE may re-
VOL. 276 IMAGING GUIDELINES F
ain ( Figure 8 ). Focal choroidal excavation may represent
 longstanding complication of acute disease, best visualized
n EDI-OCT. 

The subcommittee did not reach consensus on the OCT
ppearance of chrysanthemum lesions 25 or the pitchfork
ign of MFCPU-associated choroidal neovascularization
CNV). 26 

undus autofluorescence 
n FAF, active lesions appear as new crops of uni-

ormly hyper-autofluorescent (hyper-FAF) spots ( Figure 9 ).
hen the disease is reactivated, the new lesions are
OR MFCPU AND PIC 275



FIGURE 5. OCT B scan showing an active lesion with fluffy subretinal hyper-reflective material (SHRM) overlying the retinal 
pigment epithelium (red star) in the top panel and resolution of the same area in the bottom panel. Both scans are from the same 
eye and scanned through the same area. Note the choroidal thickening in the active phase. (For interpretation of the references to 
colour in this figure legend, the reader is referred to the web version of this article.) 

FIGURE 6. Examples of corresponding OCT B scans showing active subretinal hyperreflective material (red star) in top panel that 
have resolved in subsequent scans through the same area, as seen in bottom panel. (For interpretation of the references to colour in 

this figure legend, the reader is referred to the web version of this article.) 

276 AMERICAN JOURNAL OF OPHTHALMOLOGY AUGUST 2025



FIGURE 7. OCT B scan with choroidal thickening (red arrow) seen under the active subretinal hyperreflective material (red star) 
in active state (top panel) as compared to inactive in bottom panel. (For interpretation of the references to colour in this figure 
legend, the reader is referred to the web version of this article.) 

FIGURE 8. OCT B scans showing two unique inactive lesions with ellipsoid zone and RPE disruption with hyper-transmission. 
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also hyper-FAF. Inactive lesions typically evolve to hypo-
autofluorescent (hypo-FAF) lesions corresponding to atro-
phy; however, some inactive lesions can present with a
hyper-FAF cuff ( Figure 10 ). The hyper-FAF cuff may be as-
sociated with subretinal fluid, scarring, or CNV. Such le-
VOL. 276 IMAGING GUIDELINES F
ions can retain the hyper-FAF cuff and no longer indicate
ctive disease. The areas of SHRM may resolve without
PE disruption, and hence may not necessarily be associ-
ted with hypo-FAF. The subcommittee agreed that ultra-
ide field FAF is useful in determining lesion activity. 
OR MFCPU AND PIC 277



FIGURE 9. Ultrawide images showing a crop of active hyper autofluorescent spots in nasal periphery (red arrows) of the left 
panel. The same eye was imaged a few months earlier and only had the dark hypo-autofluorescent areas as seen in right panel. (For 
interpretation of the references to colour in this figure legend, the reader is referred to the web version of this article.) 

FIGURE 10. Left panel is a color photograph showing chorioretinal lesions nasally and along the arcades and CNV with hemorrhage 
at the fovea. On the right panel are seen several hypo-autofluorescent lesions with a cuff of hyper-autofluorescence. The macula has 
a fibrotic scar and choroidal neovascularization (CNV) with hemorrhage. 
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Fundus fluorescein angiography and optical coherence 
tomography angiography 
The subcommittee determined that FFA did not offer any
additional utility in the diagnosis or monitoring for reacti-
vation of MFCPU and PIC lesions. Figure 11 shows leakage
from the lesions when active. However, FFA is useful for de-
tecting CNV which can display a hyperfluorescent lacy net-
work with late leakage. Neovascular networks can also be
captured with OCTA ( Figure 12 ). The subcommittee did
not arrive at any consensus criteria for the activity of CNV
on OCTA. 

Indocyanine green angiography 
Late-phase ICGA were determined to be useful in detect-
ing hypofluorescent choroidal lesions that are not easily vi-
sualized on clinical examination, FAF or CFP ( Figure 13 ).
ICGA is unable to reliably differentiate between active and
inactive lesions, although blurry borders and larger area
than FAF may suggest active lesions. The most reliable in-
278 AMERICAN JOURNAL OF OPHT
icator of activity is the appearance of new lesions on late
CGA. 

Consensus statements for the individual imaging modal-
ties typically used to diagnose MFCPU and PIC are pro-
ided in Table 1 and the consensus statements for monitor-
ng of complications is listed in Table 2 . 

CONSENSUS-BASED RECOMMENDATIONS: The details
f the recommendations drafted by the MFCPU/PIC sub-
ommittee and voted upon by the entire MUV taskforce is
resented in Table 3 , along with the strength of the consen-
us. 

DISCUSSION 

he MUV project was launched by IUSG to build upon
he existing classification criteria established by the SUN

orking Group. 9 , 11 with the integration of modern mul-
HALMOLOGY AUGUST 2025



FIGURE 11. Fundus fluorescein angiography showing late leakage (26 minutes) from lesions in active phase in left panel, and 3 

months later no leakage in late phase of the same eye (right panel). 

FIGURE 12. Color photograph and fundus autofluorescence showing inactive chorioretinal scars with pigmentation in the top 
panels. The lesions along the arcades are seen as uniformly hypo-autofluorescent but the lesion closest to the macula has a hyper- 
autofluorescent cuff secondary to choroidal neovascularization (white arrow). 
Bottom panels show OCT angiography with a choroidal neovascularization net (red arrow). (For interpretation of the references to 
colour in this figure legend, the reader is referred to the web version of this article.) 
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timodal imaging technologies. The MUV project sought
to establish guidelines for the use of imaging in diagnos-
ing and managing these diseases and criteria/biomarkers for
identifying active and inactive disease. Multimodal imag-
ing is now widely integrated into clinical practice and has
enhanced our comprehension of the pathoanatomy of the

retina and allows for better characterization of diseases that m  

VOL. 276 IMAGING GUIDELINES F
ffect the outer retina and choroid. 25 , 26 Our assessment of
 well-characterized dataset of eyes with MFCPU and PIC,
upported by extensive multimodal imaging, achieved con-
ensus on defining active and inactive lesions across each
maging modality. 

The guidelines developed by the MFCPU/PIC subcom-
ittee underscore the significance of a standardized ap-
OR MFCPU AND PIC 279



FIGURE 13. Top panels demonstrate color photographs and fundus autofluorescence images with chorioretinal scars. Bottom images 
show a larger number of choroidal lesions especially on the late indocyanine angiography image. 

TABLE 1. Imaging-Based Consensus Cr iter ia for Multifocal Choroiditis With Panuveitis (MFCPU) and Punctate Inner Choroiditis (PIC) 

Imaging Modality Consensus Criteria 

Color Fundus Photography Multiple discrete choroidal or chorioretinal lesions that are cream colored (active) or atrophic (inactive). 

MFCPU lesions are larger ( > 125 microns diameter) than PIC lesions ( < 250 microns diameter) 

Located in posterior pole (PIC) and midperiphery (MFCPU) 

Variable pigmentation 

Optical Coherence Tomography Active lesions of MFCPU and PIC present as fluffy subretinal homogenous material (SHRM) overlying the 

retinal pigment epithelium (RPE) or as inflammatory PED. 

Ellipsoid zone (EZ) disruption extends beyond the lesion edges. 

Focal thickening of the choroid is visible under the lesions 

Lesions disappear when inactive, with residual focal disruption of EZ and RPE. 

Choroidal excavation maybe seen. 

Fundus Autofluorescence Active lesions are hyper-autofluorescent 

Inactive lesions are hypo-autofluorescent, sometimes with a hyper-autofluorescent cuff. 

Fluorescein Angiography Disc hyperfluorescence may be seen. 

Choroidal neovascularization can be detected. 

Indocyanine Green Angiography Lesions are hypofluorescent and more extensive than clinical examination or fundus autofluorescence. 

Optical Coherence Tomography 

Angiography 

Confluent flow deficit areas in the chor iocapillar is of active lesions. 

Detection of choroidal/subretinal neovascularization as an abnormal vascular network with flow signal. 
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proach to multimodal imaging in diagnosing and managing
MFCPU and PIC. The subcommittee’s consensus, ratified
by the entire MUV taskforce, emphasizes the essential role
of OCT as the primary imaging modality for assessing dis-
ease activity due to its reliability in visualizing inflamma-
tory markers such as SHRM, inflammatory PED, and ellip-
280 AMERICAN JOURNAL OF OPHT
oid zone disruptions. OCTA holds particular value for the
oninvasive detection of CNV, necessitating confirmation
hrough OCT to guide treatment decisions. Furthermore,
he taskforce highlighted the importance of ultra-wide field
AF and late-phase ICGA for monitoring lesion reactiva-
ion, particularly in the peripheral retina where changes
HALMOLOGY AUGUST 2025



TABLE 2. Imaging Modalities for Monitoring the Activity and Detecting Complications in Multifocal Choroiditis and Panuveitis and 
Punctate Inner Choroiditis 

Modality Criteria/Utility 

Optical Coherence Tomography Shows the most characteristic signs of active inflammation. 

Relapse can present as new lesions or reactivation of previously inactive lesions. 

Choroidal neovascularization can be detected especially if associated with subretinal or intraretinal fluid. 

Fundus Autofluorescence Hypo-autofluorescence of the lesion uniformly or centrally with a hyper-autofluorescent cuff indicate inactivity. 

Ultrawide autofluorescence images help monitoring inactive lesions. 

Indocyanine Green Angiography Lesions are hypofluorescent and more extensive than clinical examination or fundus autofluorescence. 

Can identify new lesions which indicate overall disease activity. 

Best used for atypical cases when fundus autofluorescence is not sufficient. 

Optical Coherence Tomography 

Angiography 

Detection of choroidal neovascularization. 

TABLE 3. Consensus-Based Guidelines for Imaging in Multifocal Choroiditis and Panuveitis and Punctate Inner Choroiditisa 

No. Guidelines Strength of Consensus 

1 CFP to document the location and size of choroidal lesions, which help distinguish MFCPU lesions from PIC 

lesions (consensus) 
90.5% 

2 OCT through the lesions to assess the lesion activity in new and recurrent cases (unanimous consensus) 100% 

3 FAF (including ultra-wide) imaging for the determination of peripheral lesions (strong consensus) 95.2% 

4. FFA to assess the activity of lesions of MFCPU/PIC (majority agreement) 64.3% 

5. ICGA to assess the extent of the lesions at baseline (consensus) 83.3% 

6. OCT serially through the lesions to determine the healing of lesions, disruption of outer retinal and inner 

choroidal layers (unanimous consensus) 
100% 

7. Ultra-wide field FAF or late-phase ICGA to detect activity of peripherally located lesions (consensus) 88.1% 

8. OCT in detecting complications such as CNV with subretinal fluid (unanimous consensus) 100% 

9. OCTA or FFA to determine the presence of underlying CNV in inflammatory lesions of MFCPU/PIC (strong 
consensus) 

95.2% 

a The seven members of the expert subcommittee did not cast their votes. 

CFP = color fundus photography; CNV = choroidal neovascularization; FA = fluorescein angiography; FAF = fundus autofluorescence; 

ICGA = indocyanine green angiography; MFC = multifocal choroiditis; OCT = optical coherence tomography; OCTA = optical coherence 

tomography angiography; PIC = punctate inner choroidopathy; RPE = retinal pigment epithelium. 

Unanimous consensus: 100% participants agree. 

Strong consensus: > 95% vote. 

Consensus: 75% to 95% vote. 

Majority agreement: > 50% to 75% vote. 

No consensus: < 50% vote (lack of agreement or divided votes). 
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may not be evident through standard imaging or clinical
examination. These consensus-based guidelines, detailed in
Table 3 , provide an evidence-backed framework that aids
clinicians in making informed decisions and aligning diag-
nostic practices with standardized criteria. The incorpora-
tion of multimodal imaging findings into diagnostic proto-
cols enhances early detection, precise assessment, and ef-
fective long-term management. 

Our analysis of the study cohort aligned well with the
findings from single center case series and expert opin-
ion reports, particularly related to the description of active
MFCPU and PIC lesions on OCT. 21 , 27-32 We observed that
inactive lesions may have persistent loss of EZ but the linear
extent may be smaller than the EZ loss identified when the
VOL. 276 IMAGING GUIDELINES F
esions are active, presumably implying reconstitution of at
east some portion of the EZ in the penumbra surrounding
n active lesion. 

A key observation from our study was the identification
f a hyper-FAF cuff that surrounds some lesions and can
ersist long term without fading or becoming hypo-FAF.
hese have been reported more frequently in the PIC lit-
rature 33 , 34 than in the MFCPU literature. 35-38 The hyper-
AF cuff’s persistence, without transitioning to iso- or hypo-
AF, may indicate underlying pathophysiological changes
elated to subretinal fluid or CNV 

36 , 39 or more likely re-
ated to persistent EZ disruption 

35 , 40 observed on OCT. It
ay also be from increased amount of hyper AF material in

he adjacent RPE that persists, once formed during active
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inflammation of the PIC lesions. Airaldi et al 38 reviewed
the area of hypo-FAF annually over 4 years in 30 eyes with
atrophic MFCPU. They reported that lesions that had re-
lapses had 20% higher growth rate annually (mean differ-
ence in area between lesions that reactivated and those that
did not reactivate was 0.051, SD 0.035, P < .001). 36 The
decision to initiate or continue treatment based on hyper-
FAF cuff should consider the possibility that certain lesions
may remain hyper-FAF without progression to hypo-FAF,
even in the absence of active inflammation. 

In our study, FFA and OCTA were found to provide lim-
ited additional information on the inflammatory activity
of specific lesions beyond what could be observed through
color fundus photography, clinical examination, FAF, or
structural OCT. We also evaluated the potential advan-
tages of ICGA, given its superior ability to reveal choroidal
lesions. However, due to the difficulty in differentiating
between active and inactive lesions, 22-24 , 35 there was lim-
ited benefit to ICGA. However, late-phase ICGA demon-
strated lesions that were not captured with color fundus
photographs or autofluorescence, 28 , 35 thereby making it a
useful tool for monitoring of eyes where reactivation is sus-
pected but not visible on CFP or FAF. 

Our study aims to refine the consensus-based imaging cri-
teria to create standardized definitions for diagnosing and
monitoring MFCPU and PIC. These criteria are designed
to ensure uniform application and interpretation of mul-
timodal imaging across diverse clinical settings. The in-
tegration of these recommendations into routine practice
could foster consistency in diagnosing, assessing disease ac-
tivity, and determining the treatment response, ultimately
enhancing patient outcomes. 

The guidelines outlined herein provide a framework that
supports evidence-based decision-making in clinical man-
agement. They emphasize the importance of OCT as the
primary imaging modality for evaluating active inflamma-
tion, with complementary roles for FAF, OCTA, and ICGA
in specific scenarios. By aligning imaging practices with
standardized criteria, clinicians can achieve more accurate
assessments, improve disease monitoring, and reduce vari-
ability in the interpretation of imaging findings, thus opti-
mizing clinical practice and providing a better understand-
ing of disease progression and enhancing the impact of ther-
apeutic interventions. 
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