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s{TRIMS Overview

«Background: SLCTRIMS 2024
+Visual: 2 flow-charts

«Repeat: 3 clinical scenarios
«New: PIRA as optic neuritis
«Validation: of ICON 2022 criteria
«Conclusion
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SLTRIMS

A Diagnosis of optic neuritis

Diagnostic Criteria

Diagnosis based on clinical assessment and paraclinical tests (panel 1)

v

h

v

(a) Subacute monocular loss of
vision, dyschromatopsia, pain
wnrsening on eye movements,
RAPD + 1 paraclinical test

(b) Like (a) without pain +
2 paraclinical tests

(c) Like (a) or (b) but binocular
(RAPD unreliable) + MRI and
another paraclinical test

(d) Clinically seen in acute
phase, with features of (a), (b),
or (c), with fundus examination
consistent with optic neuritis
classical disease course and no
available paraclinical tests

(e) Retrospective typical history
+ paraclinical test(s)

(f) Loss of vision with features
from panel 3 being present
that suggest alternative
pathology and paraclinical
tests showing alternative
pathology

v

v

v

Definite optic neuritis

Possible optic neuritis

Not optic neuritis
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ST TRIMS Classification

B Classification of optic neuritis

Optic neuritis

Level 1 dichotomisation to
guide general management

v o

Autoimmune Infectious or systemic
{usually relapsing) (usually monophasic)

Level 2
consensus

opinion ¢ ¢

AQP4-0ON Infectious optic neuritis Systemic disorders (panel 4)
CRMP5-ON Post-infectious optic neuritis
MOG-ON Post-vaccination optic neuritis
MS-ON (panel 4)

SION
RION
CRION

1 T T

Level 3 expert opinion

List of disorders that might in a future revision of the classification be considered to reach level 2
(appendix pp 23-25)




Panel 1: Diagnostic criteria for optic neuritis

Clinical criteria

» A: Monocular, subacute loss of vision associated with orbital pain wersening on
eye movements, reduced contrast and colour vision, and relative afferent pupillary
deficit

+ B: Painless with all other features of (A).

« C Binocular loss of vision with all features of (A) or (B).

Paraclinical criteria

« OCT: Corresponding optic disc swelling acutely or an inter-eye difference in the
mGCIPL of >4% or >4 um or in the pRNFL of >5% or >5 jim within 3 month
onset. =

« MRI: Contrast enhancement of the symptomatic optic nerve and sheathr an
intrinsic signal (looking brighter) increase within 3 months.

+ Biomarker: AQP4, MOG, or CRMPS5 antibody seropositive, or intrathecal CSF IgG
(oligoclonal bands).

Application of the clinical and paraclinical criteria

Definite optic neuritis

» (A) and one paraclinical test

- (B) and two paraclinical tests of different modality

« (C) and two different paraclinical tests of which one is MRI

Possible optic neuritis

= (A), (B), or (C) if seen acutely but in absence of paraclinical tests, with fundus
examination typical for optic neuritis and consistent with the natural history during
follow-up

+ Positive paraclinical test or tests, with a medical history suggestive of optic neuritis




s{TRIMS 1° Case

o 34y old Caucasian female patient

« /d RE pain, worsening on eye movements

« Dyschromatopsia & VARE 6/9, LE 6/5

« Right RAPD

o Reports: fatigue, cognitive problems, urinary incontinence, depress
o« PmHXx: right sided numbness lasting ~1m, 3y ago

« MRI: DIS & DIT & 3 Gd+ non-symptomatic lesions

UCL &



siTriMs Practical exercise: 1

St Case

A Diagnosis of optic neuritis

Diagnosis based on clinical assessment and paraclinical tests (panel 1)

N

4

v

a) Subacute monocular loss of

< vision, dyschromatopsia, pain

(b) Like (a) without pain +
2 paraclinical tests

() Like (a) or (b) but binocular
(RAPD unreliable) + MRI and
another paraclinical test

worsening on eye movements, >
D + 1 paraclinical test

(d) Clinically seen in acute
phase, with features of (a), (b),
or (c), with fundus examination
consistent with optic neuritis
classical disease course and no
available paraclinical tests

(e) Retrospective typical history
+ paraclinical test(s)

() Loss of vision with features
from panel 3 being present
that suggest alternative
pathology and paraclinical
tests showing alternative
pathology

— v

v

v

N
Definite optic neuritis

Possible optic neuritis

Not optic neuritis

A
\/

Panel 1: Diagnostic criteria for optic neuritis
= A:Monocular, subacute loss of vision associated with orbital pain worsening o
eye movements, reduced contrast and colour vision, and relative afferent pupillas

it
« B: Painless witratt
C: Binocular loss of vision with all features of (A) or (B).

L

Paraclinical criteria
OCT: Corresponding optic disc swelling acutely or an inter-eye difference in the

MGCIPL of >4% or >4 um or in the pRNFL of >5% or >5 um within 3 months after

al (looking brighter) increase within 3 months.
Biomarker: AQP4, MOG, or antibody seropositive, or intrathecal CSF IgG

(oligoclonal bands).
Application of the clinical and
DefiME optic neuritis
A) and one paraclinical test
« (B)anatwo 5 i ol
Possible optic neuritis
(A), (B), or (C) if seen acutely but in absence of paraclinical tests, with fundus
examination typical for optic neuritis and consistent with the natural history during

(C) and two different paraclinical tests of which one is MRI
follow-up

Positive paraclinical test or tests, with a medical history suggestive of optic neuritis

icalcriteria

B Classification of optic neuritis

Level 1 dichotomisation to
guide general management

v

Autoimmune
(usually relapsing)

Level2
consensus
opinion ‘

v

Infectious or systemic
(usually monophasic)

v v

AQP4-ON
CRMP5-ON

Cms-on )

RION
CRION

Infectious optic neuritis Systemic disorders (panel 4)
Post-infectious optic neuritis
Post-vaccination optic neuritis

(panel 4)

T

Level 3 expert opinion

(appendix pp 23-25)

List of disorders that might in a future revision of the classification be considered to reach level 2




S TRlMS 2”d Case

o 28y old, Afrocaribbean male

o Painless loss of vision LE (6/38)

« Dyschromatopsia

« Left RAPD

o Corticosteroid responsive relapses over ~21y fup

o Acutely MRI shows a swollen, Gd+, left optic nerve.

o« AQP4 seropositive

UCL &



s{TriMs Practical exercise: 2"? Case

A Diagnosis of optic neuritis

Diagnosis based on clinical assessment and paraclinical tests (panel 1) |

-

B

(a) Subacute monocular loss of
vision, dyschromatopsia, pain
worsening on eye movements,
RAPD + 1 paraclinical test

araclinical tests

(©) Like (a) or (b) but binocular
(RAPD unreliable) + MRI and
another paraclinical test

(d) Clinically seen in acute
phase, with features of (a), (b),
or (c), with fundus examination
consistent with optic neuritis
classical disease course and no
available paraclinical tests

(e) Retrospective typical history
+ paraclinical test(s)

(f) Loss of vision with features
from panel 3 being present
that suggest alternative
pathology and paraclinical
tests showing alternative
pathology

/#\

v

+

@lite optic neuritis

2|

Possible optic neuritis

‘ | Not optic neuritis

Panel 1: Diagnostic criteria for optic neuritis

Clinical criteria

- A:Monocular, subacute loss of vision associated with orbital pain worsening on
eye movements, reduced contrast and colour vision, and relative afferent pupillary

I
2 B: Painless with all other features of (A)

- C BinocorarToeeoT o

Paraclinical criteria

+ OCT: Corresponding optic disc swelling acutely or an inter-eye difference in the
mMGCIPL of >4% or >4 pm or in the pRNFL of >5% or >5 um within 3 months after
on;

RI: Contrast enhancement of the symptomatic optic nerve and sheaths ac ran
intrinsic signal (looking brighter) increase within 3 months.

- Biomarker: AQP4, MOG, or CRMPS5 antibody seropositive, or intrathecal CSF Igt

nal bands).

Application of the clinical and parachinical crit
Definite optic neuritis

[ _(B) and two paraclinical tests of different modality
(C) andtwe

Possible optic neuritis
« (A), (B), or (C) if seen acutely but in absence of paraclinical tests, with fundus
examination typical for optic neuritis and consistent with the natural history during
follow-up

Positive paraclinical test or tests, with a medical history suggestive of optic neuritis

=

B dlassification of optic neuritis

Level 1 dichotomisation to
guide general management

-Op c neuritis

v

Autoimmune Infectious or systemic
(usuvally relapsing) (usvally monophasic)
Level 2
consensus
apinion | L 1
AQP4-ON Infectious optic neuritis Systemic disorders (panel 4)
Post-infectious optic neuritis
MOG-ON Post-vaccination optic neuritis
MS-ON (panel 4)
SION
RION
CRION

T

Level 3 expert opinion

List of disorders that might in a future revision of the classification be considered to reach level 2

(appendix pp 23-25)




TRIMS 3rd Case

«64 year old female receives AZ COVID vaccination
«14 days later ocular pain, worsening on eye movements
2 days later sequential binocular loss of vision
«/\VMP (5d, 500mg) given 23d after onset
«Excellent functional recovery of vision @ 1y fup
«RE 6/9, Ishihara 15/17
.LE 6/7.5, Ishihara 17/17

UCL &%




«OCT: see next slides for different devices.

«MRI: increased signal (FLAIR, T2) for optic nerves, no contrast
enhancement.

(A) Serum |

. CSF B
.Biomarker: ®) =
USRS © CSE m—1 ] |]]]]]] ]| |
: (<) Serum NI | | |11
«MOG & AQP4 negative s - [ —:
.lgG: matched bands % SN . S—
(E) Serum Il
csk I
(F) serum D
CSF
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RE mGCL 0.21

LE mGCL 0.36

IEPD: 62%
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s{TRIMS Retinal asymmetry

RE pRNFL 48 um LE pRNFL 69 pm IEPD: 31%

TR Layer: |Nerve Fiber Layer
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SLTRIMS

Topcon RE pRNFL 57 um

3D Disc Report w/ Topography

Triton plus (Ver.10.18) Print Data‘r‘v‘ TOPCON

Retinal
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N
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Autofluorescence

|
Moorfields Eye Hospital NHS
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sLTRIMS Practical exercise: 3@ Case

IEPD: mGCL 62%

, PRNFL 28-32%

A Diagnosis of optic neuritis

Diagnosis based on clinical assessment and paraclinical tests (panel 1) |

v

y

v

(a) Subacute monocular loss of
vision, dyschromatopsia, pain
worsening on eye movements,
RAPD + 1 paraclinical test

(b) Like (a) without pain +
2 paraclinical

(¢) Like (a) or (b) but binocular

( (RAPD unreliable) + MRl and
{chcr paraclinical test /

(d) Clinically seen in acute
phase, with features of (a), (b),
or (c), with fundus examination
consistent with optic neuritis
classical disease course and no
available paraclinical tests

(e) Retrospective typical history
+ paradinical test(s)

(f) Loss of vision with features
from panel 3 being present
that suggest alternative
pathology and paraclinical
tests showing alternative
pathology

[

v

v

Qﬁniteoptic neuritis ) |

Possible optic neuri

‘ | Not optic neuritis

Panel 1: Diagnostic criteria for optic neuritis

Clinical criteria
- A:Monocular, subacute loss of vision associated with orbital pain worsening on
eye movements, reduced contrast and colour vision, and relative afferent pupillary

deficit
. B m .

Grresponding optic disc swelling acutely or an inter-eye differen e
< mMGCIPL of >4% or >4 um or in the pRNFL of >5% or >5 um within 3 months afte

e
C: Binocular loss of vision with all features of (A) or (B)

A

onset———— _

< MRI Yentof the symptomatic op eal B
kag brighter) increase within 3 months.

. RAIRE ot od Tathecal CSF IgG

(oligoclonal bands)

Application of the clinical and paraclinical criteria

Definite optic neuritis

- (A)and one paraclinical test

&_(Q) and two different paraclinical tests of which one is MR i

Possible optic neuritis

+ (A), (B), or (C) if seen acutely but in absence of paraclinical tests, with fundus
examination typical for optic neuritis and consistent with the natural history during
follow-up

+ Positive paraclinical test or tests, with a medical history suggestive of optic neuritis

B Classification of optic neuritis

Level 1 dichotomisation to
guide general management

+ ¥

Infectious or systemic
(usually monaphasic)

Autoimmune
(usually relapsing)

Level 2
consensus

opinion | ¢ ¢

AQP4-ON Systemic disorders (panel 4)
CRMP5-ON
MOG-ON & Post-vaccination optic neuriti
MS-ON (pane]

SION
RION
CRION

Infectious optic neuritis
Posii . 5

f ] f

Level 3 expert opinion

List of disorders that might in a future revision of the classification be considered to reach level 2
(appendix pp 23-25)

In acute pre-laminar ON the

MRI may not show contrast enhancement



3 clinical scenarios of increasing complexity

SLTRIMS

eCase 1:is thisMS ?
Scenario A: painful, monocular, subacute LOV, dyschromatopsia, RAPD+

eCase 2: is this NMQOSD ?
Scenario B: no pain, monocular, subacute LOV, dyschromatopsia, RAPD+

eCase 3: was this caused by the Covid vaccination ?
Scenario C: binocular, subacute LOV, dyschromatopsia, RAPD unreliable

UCL (%



Systemic
disease

Brain comparment

(intradural which includes the CSF)

:
MS-ON

* meeting published diagnostic criteria

Y
2
w

v

Post-infecti ON .
, vt oioon [€—— monopnasic / om
The orbital compartment /

(Extradural and dural which includes
optic nerve and surrounding tissue)

|

v

I Autoimmune ON H Relapses antibody

Clinical spectrum
(in absence of antibody)

Spontaneous recovery
and relapse

= RION I

‘;I CRION I

‘;I PPON MI
on

Recovery with immune suppression,
relapse on withdrawal

Caoe s

Anterior ON
paraneoplastic
antibody

Dr. Brain

Dr. Eye



SLTRIMS  Primary progressive ON

PPON
Primary progressive optic neuritis. Diagnosis requires

progressive atrophy or progressive visual loss, or both for
>12 months. Diagnosis of PPON is based on time and applies to
all subforms of ON that present with a progressive rather then

a relapsing disease course.

UCL (%



UCL

27 year lady with MS,
takes Dimethyl Fumarat
VA:

- 2022 RE 6/9 LE 6/24

- 2023 RE 6/18 LE 6/24

- 2024 RE 6/48 LE 6/60

PVEP delaid, pERG reduced N95:P50,
ffERG normal. MRI: stable.

OCT confirms progression independent of .
relapse activity.

.. OD

_____________

0 OS

ﬁﬁﬁﬁﬁ



« 54y old woman RE pain worsening on eye movements

o 4d later

«RE vision loss (HM)
-RE dyschromatopsia

. Right RAPD

« MOG seropositive

UCL &



sLTRIMS Practical exercise: 5" Case

A Diagnosis of optic neuritis

Diagnosis based on clinical assessment and paraclinical tests (panel 1) |

e

y

¥

(a) Subacute monocular loss o
vision, dyschromatopsia, pain
worsening on eye movements,
D + 1 paraclinical test

(b) Like {a) without pain +
2 paraclinical tests

(c) Like (a) or (b) but binocular
(RAPD unreliable) + MRI and
another paraclinical test

(d) Clinically seen in acute
phase, with features of (a), (b),
or (c), with fundus examination
consistent with optic neuritis
classical disease course and no
available paraclinical tests

(e) Retrospective typical history
+ paraclinical test(s)

(f) Loss of vision with features
from panel 3 being present
that suggest alternative
pathology and paraclinical
tests showing alternative
pathology

(

. A——
7 |
Definite optic neuritis
S |

v

v

Possible optic neuritis

| | Not optic neuritis

Panel 1: Diagnostic criteria for optic neuritis

Clinical criteria
=R Monocular, subacute loss of vision associated with orbital pain worsent

reduced contrast and colour vision, and relati 5

deficit
+ B: Painless with all other features of (A).
+ C:Binocular loss of vision with all features of (A) or (B).

Paraclinical criteria

- OCT: Corresponding optic disc swelling acutely or an inter-eye difference in the
mGCIPL of >4% or >4 pm or in the pRNFL of >5% or >5 pm within 3 months after

onset.
- MRI: Contrast enhancement of the symptomatic optic nerve and sheaths acutely or an
intrinsic signal (looking bri nths.

Tmarker: AQP4, MOG, or CRMPS5 antibody seropositive, or intrathecal
-

Application of the clinical and paraclinical criteria

Lo
one paradlinical test
- (B)and two parachinical ests of AMTETent modanty

+ (©) andtwo different paraclinical tests of which one is MRI

Possible optic neuritis

(A), (B), or (C) if seen acutely but in absence of paraclinical tests, with fundus
examination typical for optic neuritis and consistent with the natural history during
follow-up

Positive paraclinical test or tests, with a medical history suggestive of optic neuritis

B dlassification of optic neuritis

Level 1 dichotomisation to
guide general management

v

Autoimmune
(usually relapsing)

v

Infectious or systemic
(usually menophasic)

SION
RION
CRION

Post-infectious optic neuritis
Post-vaccination optic neuritis
(panel 4)

Level 2
consensus
opinion « ¢ ¢
AQP4-ON Infectious optic neuritis Systemic disorders (panel 4)

T

Level 3 expert opinion

(appendix pp 23-25)

List of disorders that might in a future revision of the classification be considered to reach level 2




< TRIMS Case 5: treatment

Corticosteroids for RE within 2 weeks after onset. Pain stopped within hours after 15t dose
3 years later relapse of MOG-ON in LE. Corticosteroids for LE within 1 week after onset. Pain
stopped within hours. Less severe pRNFL atrophy in LE if compare to RE.

Slice: 3 mm
TR: 579

TE 95

Pos: HFS

1202. sT1W _fat satgad ~

first attack of ON in right eye

ence:

first attack of ON in left eye

;’1 J ;"l.'i pRNFL thickness right eye (OD) : pRNFL thickness left eye (0OS)



SLTRIMS Validation of OCT in MOG-ON

D
10087 —
( 9 Acutely:
N severe disc swelling
0.751
> Chronic:
=
= severe atrophy
=
@
(¥
0.25-
AUC 0.99
0.00+ mGCIP IEPD (%)
000 025 050 075  1.00

Specificity

Volpe, G. et al. Neurol Neuroimmunol Neuroinflamm 2024



SLTRIMS

OCT in MOG-ON

Table 2 Intereye Percentage and Absolute Differences

HCs MOG-ON
Subjects [N] 33 33
Subjects with unilateral ON [N (%)] 20 (61)
Subjects with bilateral ON [N (%)] 13 (39)
Eyes [N] 66 66
Age [y, mean (SD)] 34(11) 39 (15)
Sex [m, N (%)] 16 (48.5) 16 (48.5)
Time since ON [y, mean (SD)] 3(4)
PRNFL [pm, mean (SD)] 95.98 (7.91) 71.03 (24.35)
mGCIP [pm, mean (SD)] 86.48 (9.64) 67.32 (19.46)
IEAD pRNFL [pm, mean (SD)] 2.70 (2.49) 23.75 (17.50)
IEPD pRNFL [%, mean (SD)] 2.77 (2.61) 25.90 (16.85)
IEAD mGCIP [pm, mean (SD)] 2.61(2.70) 20.60 (13.10)
IEPD mGCIP [%, mean (SD)] 2.92 (2.88) 24.94 (14.52)

t p Value

MOG-ON (all subjects) vs HCs

PRNFL IEAD [pm] -6.739 <0.001

pRNFL IEPD [%] -7.678 <0.001

mGCIP IEAD [pm] -6.760 <0.001

mGCIP |IEPD [%] -7.473 <0.001
MOG-ON (unilateral) vs HC

PRNFL IEAD [pm] -7.796 <0.001

PRNFL IEPD [%] -8.642 <0.001

mGCIP IEAD [pm] -8.429 <0.001

mGCIP IEPD [%] -8.213 <0.001
MOG-ON (bilateral) vs HC

PRNFL IEAD [pm] -2.499 0.028

PRNFL IEPD [%] -3.118 0.009

mGCIP IEAD [pm] -2.389 0.043

mGCIP |IEPD [%] -2.886 0.020




sttriMs OCT in unilateral MOG-ON
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Figure 3 Diagnostic Sensitivity and Specificity of IED in Unilateral MOG-ON
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sitrims  OCT in bilateral MOG-ON

— r——
A B Figure 4 Diagnostic Sensitivity and Specificity of IED in Bilateral MOG-ON
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Table 3 Diagnostic Sensitivity and Specificity of [ED in MOG-ON

AUC 95% ClI Specificity (%)  Sensitivity (%) Positive predictive value Negative predictive value

MOG-ON vs HCs

pRNFL IEAD 0.89 0.80-0.98 79 84 0.80 0.83

pRNFL IEPD 0.93 0.86-1.0 82 84 0.82 0.84

mGCIP IEAD 0.92 0.83-1.0 82 88 0.83 0.87

mGCIP IEPD 0.94 0.86-1.0 82 92 0.84 0.91
MOG-ON (unilateral) vs HC

pRNFL IEAD 0.99 0.98-1.0 79 299 0.74 0.99

PRNFL IEPD =0.99 0.98-1.0 82 =99 0.77 0.99

mGCIP IEAD 0.99 0.98-1.0 82 =99 0.77 0.99

mGCIP IEPD 0.99 0.98-1.0 82 =99 0.77 0.99
MOG-ON (bilateral) vs HC

PRNFL IEAD 0.73 0.53-0.93 79 62 0.53 0.84

pRNFL IEPD 0.83 0.67-0.98 82 62 0.57 0.84

mGCIP IEAD 0.79 0.58-1.0 82 67 0.59 0.86

mGCIP IEPD 0.84 0.63-1.0 82 78 0.63 0.90
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e ——— Table 1 Demographic overview
C 1 .00 9 & 5 HC NMOSD-NON NMOSD-ON
Subjects (n) 62 45 28
Eyes (n) 124 90 56
Patients with a disease duration <10years (n) . 43 21
Patients with ON as first manifestation (n) . . 17
0 .75 1 Age (year, mean+5D) 37.7+£10.2 39.0+10.4 38.8+12.1
Sex (male, n (%)) 20 (32) 2(4) 3(11)
a Time since ON (year, median (min—max)) . 2.8 (0.7-19.5)
S Time since onset (year, meanSD) . 3.8+4.0 6.5+5.6
‘» 0.50
c s e , : =
@ Results The discriminative power was high for = OCT parameters of novel diagnostic ON criteria
")) 4 NMOSD-ON versus HC for IEAD (pRNFL: AUC 0.95, are applicable in AQP4+NMOSD.
specificity 82%, sensitivity 86%; GCIPL: AUC 0.93,
U 25' specificity 98%, sensitivity 75%) and IEPD (pRNFL:
' AUC 0.96, specificity 87%, sensitlvity 83%; GCIPL: AUC 0.94, specificity 82%, sensitivity 89%; GCIP: AUC
AUC.O..94, gpeoﬂuty 96%, sensitivity 82%). The 0.88, spedificity 82%, sensitivity 82%).
A UC - 0 94 discriminative power was high/moderate for NMOSD- conclusions Results support the validation of the IED
= V. ON \ffe_rs_fs7N7|\°/|/OSD'N_?Ntfoééif‘DG(g:;N;bé‘%cgg-92: metrics as OCT parameters of the novel diagnostic ON
Speciticity / /%, SENSItivIty 667, : o/ criteria in AQP4+NMQSD.
0 00: [ ] IE P D GC' PL [0/0] specificity 85%, sensitivity 75%) and for IEPD (pRNFL: E- E

000 025 050 0.75 1.00 !
1 - Specificity
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Journal of Neurology
https://doi.org/10.1007/500415-024-12335-y

ORIGINAL COMMUNICATION

CCCCCCCC
uj

Applying the 2022 optic neuritis criteria to noninflammatory optic 150 patients
neuropathies with optic nerve T2-hyperintensity: an observational

acute to chronic
study

Fernando Labella Alvarez'® - Valérie Biousse'>® - Rasha Mosleh™%® . Amit M. Saindane®* - Nancy J. Newman'#>¢

Specificity 97.4 %

4 patients with an ischaemic
optic neuropathy had MRI Gd+
of the optic nerve head.
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Journal of Neurology
https://doi.org/10.1007/500415-024-12540-9

SHORT COMMENTARY

257 patients

Diagnostic criteria for optic neuritis in the acute and subacute phase:  gybacute
clinical uses and limitations

Z.Duvigneaud' - P. Lardeux' - S. Verrecchia' - L. Benyahya? - R. Marignier?? - C. Froment Tilikete'~

“ calculate sensitivity 99.5%, Specificity
4 false positive: 2 LHON, 2 infiltrative.

Opticneurts =22 S Based on prevalence of 88% authors
86.7%.
1 false negative: neurosyphilis
Ve were ound with he nw dagnostc e (2/257 SpeCIfICItV 99 3%)




< TRIMS Conclusion

-Practical application of ICON 2022 criteria for diagnosing
and classifying ON

-PPON as a potential model for PIRA

-Retinal asymmetry: inter-eye percentage (%) difference is
optimal

/{CON 2022 criteria show excellent diagnostic accuracy in

UCLr..,‘_._etrospective validation studies



fus

RSD 8325536
[5 60T (D)
Thank you

UCL &



	Slide 1
	Slide 2: Disclosures
	Slide 3: Overview
	Slide 4: SLCTRIMS 2024
	Slide 5: Diagnostic Criteria
	Slide 6
	Slide 7: Classification
	Slide 8: Application
	Slide 9: 1st Case
	Slide 10: Practical exercise: 1st Case 
	Slide 11: 2nd Case
	Slide 12: Practical exercise: 2nd Case
	Slide 13: 3rd Case
	Slide 14: 3rd Case
	Slide 15: 3rd Case
	Slide 16: Retinal asymmetry
	Slide 17: Retinal asymmetry
	Slide 18: Retinal asymmetry
	Slide 19: Autofluorescence
	Slide 20: Practical exercise: 3rd Case
	Slide 21: 3 clinical scenarios of increasing complexity
	Slide 22: Anatomy
	Slide 23: Primary progressive ON
	Slide 24: 4th Case: PPON
	Slide 25: 5th Case
	Slide 26: Practical exercise: 5th Case
	Slide 27: Case 5: treatment
	Slide 28: Validation of OCT in MOG-ON
	Slide 29: OCT in MOG-ON
	Slide 30: OCT in unilateral MOG-ON
	Slide 31: OCT in bilateral MOG-ON
	Slide 32: Sensitivity & Specificity
	Slide 33: Validation of OCT in AQP4-ON
	Slide 34: Validation of ON Criteria
	Slide 35: Validation of ON Criteria
	Slide 36: Conclusion
	Slide 37: ඔයාට ස්තූතියි நன்றி Thank you

