
Table 1. American College of Rheumatology guidelines for screening for uveitis in the course of JIA [17].
	High risk of developing uveitis:
	Medium or low risk of developing uveitis:

	· children with positive ANA test results
· age of onset less than 7 years
· arthritis evolution treatment for the first 4 years
and:
polyarthritis/RF (rheumatoid factor) — negative polyarthritis/psoriatic arthritis/undifferentiated arthritis
	· children with negative ANA test results 
· Age of onset greater than 7 years
·  after first 4 years of developing arthritis; 
and:
Non-articular inflammation/RF-negative polyarthritis/ psoriatic arthritis/ undifferentiated arthritis

	
	Systemic, multi-joint JIA with positive RF factor

	
	Arthritis associated with tendonitis

	
	Any form of JIA associated with the HLA-B27-positive genotype



Table 2. Criteria for classifying sarcoidosis-induced uveitis according to SUN (Standardization of Uveitis Nomenclature Working Group) [21].
	SUN classification criteria for sarcoidosis-induced uveitis:

	1. Clinical picture characteristic of sarcoidosis-associated uveitis:
· Frontal segment uveitis or
· Intermediate or front/intermediate uveitis or
· Posterior segment NPS with associated choroiditis or
· Uveitis with choroiditis or retinal vasculitis or retinal vascular obstruction.

	1. Evidence supporting sarcoidosis:

· Presence of non-serous granulomas found in tissue biopsy or

· Bilateral hilar adenopathy on chest imaging

	1. Exclusion criteria:
· Positive serology for syphilis using a spirochete test
· Confirmed Mycobacterium tuberculosis infection



Table 3. McDonald's 2017 criteria for diagnosis of multiple sclerosis (MS). [54].
	It is essential to demonstrate the spread of central nervous system (CNS) lesions in space and time.

	Number of attacks
	Clinical presentation
	Additional diagnostic criteria

	≥ 2
	Clinical signs indicating ≥ 2 foci of CNS damage or clinical evidence of 1 lesion with historical evidence of a previous attack involving a lesion in another location.
	

_

	≥ 2
	Clinical evidence of 1 focus of CNS damage
	Spreading through space:
• with an additional clinical attack involving another location
• ≥ 1 hyperintense lesion characteristic of MS on T2-weighted MR images in ≥ 2 CNS areas: periventricular, cortical, periventricular, subthalamic, or spinal cord

	1 attack
	≥ 2 foci of CNS damage
	Spread over time, confirmed:
• with an additional clinical attack
• with MRI examination 1
• oligoclonal striations in the cerebrospinal fluid

	1 attack
	1 focus of CNS damage
	Spread over time, confirmed: 
• additional clinical attack in another CNS location confirmed by MRI scan
and
Spread over time, confirmed:
• with an additional clinical attack
• with MRI examination 1
• oligoclonal striations in the cerebrospinal fluid

	1  Simultaneous presence of enhancing and non-enhancing lesions after gadolinium administration at any time or by a new hyperintense lesion on T2 or with gadolinium enhancement on follow-up MRI, with respect to the baseline study, regardless of the timing of the baseline MRI study



[bookmark: _Hlk151128581]Table 4. Eales disease — differential diagnosis [60].
	A disease entity with which Eales disease should be differentiated:
	badania laboratoryjne: 

	Leukemia, other hematological disorders
	CBC, erythrocyte sedimentation rate (ESR), blood sugar and coagulation profile

	Tuberculosis
	High-resolution computed tomography (HRCT) of the chest, chest X-ray and Mantoux test

	Sickle cell retinopathy
	hemoglobin electrophoresis

	Sarcoidosis
	Angiotensin-converting enzyme, HRCT of the chest

	Systemic lupus erythematosus (SLE)
	determination of antinuclear antibodies in serum

	Syphilis
	VDRL (Veneral Disease Research Laboratory) microscopic flocculation test, Treponema pallidum hemagglutination assay (TPHA)
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