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Abstract 
 
Purpose: To develop consensus-based guidelines on use and interpretation of 
multimodal imaging in acute posterior multifocal placoid pigment epitheliopathy 
(APMPPE). 
 
Design: Consensus agreement led by literature, and an expert committee using a 
nominal group technique (NGT). 
 
Methods: The expert committee for APMPPE performed a thorough review of 
representative cases of APMPPE. The cases were used to develop guidelines for the 
diagnosis and follow-up of APMPPE using color fundus photography (CFP), optical 
coherence tomography (OCT), fundus fluorescein angiography (FFA), indocyanine 
green angiography (ICGA), fundus autofluorescence (FAF), and OCT angiography 
(OCTA). Structured NGT-based discussions were used to achieve consensus-based 
recommendations on imaging characteristics, disease activity, and complications, 
and subsequently were adopted by a vote of the entire taskforce.  
 
Results: Diagnosis of active APMPPE is characterized by distinctive imaging 
findings on CFP, and hyper-reflectivity of the ellipsoid zone (EZ), external limiting 
membrane (ELM), and outer nuclear layer (ONL) on OCT. Choriocapillaris non-
perfusion, detectable via early-phase FFA, ICGA or OCTA, is crucial. In the early 
stages of APMPPE, OCT findings may be unremarkable, making FFA, ICGA, and/or 
OCTA relevant for the diagnosis. Based on the imaging findings, APMPPE can be 
classified into four stages of activity: choroidal, chorioretinal, transitional, and 
resolved. Following diagnosis, OCT and OCTA can be used to monitor lesion activity 
and identify potential complications. 
 
Conclusions: MUV imaging criteria enable the identification of key diagnostic 
features for APMPPE, extending the Standardization of Uveitis Nomenclature (SUN) 
classification. These consensus-based guidelines provide a framework for evaluating 
disease activity and complications, enhancing diagnostic accuracy and guiding 
clinical management. 
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Introduction 
 

Acute posterior multifocal placoid pigment epitheliopathy (APMPPE) was first 
described in 1968 by Sir J. Donald M. Gass who initially attributed the condition to an 
acute cellular response of the retinal pigment epithelium (RPE) to a local harmful 
agent.1 However, in 1972, based on early fundus fluorescein angiography (FFA) 
frames showing choriocapillaris nonperfusion, Deutman and colleagues suggested 
that the choriocapillaris, rather than the RPE, was primarily involved in the disease.2 
They proposed renaming the disease to "acute multifocal ischemic choroidopathy" 
(AMIC).3 Despite this, the original term 'APMPPE' has prevailed in the literature. 
 

In 2021, the Standardization for Uveitis Nomenclature (SUN) Working Group 
published the classification criteria for APMPPE.4 The key criteria for diagnosing the 
acute phase of the disease were the presence of paucifocal or multifocal choroidal 
lesions with a plaque-like or placoid appearance, and characteristic FFA features, 
defined by early hypofluorescence and late diffuse hyperfluorescence. These criteria 
apply only when both a positive syphilis treponemal test and evidence of sarcoidosis 
are absent.4  
 

While the SUN working group provided a clinical and imaging-based 
diagnostic criteria for APMPPE, given the availability of multimodal imaging, it is 
proposed to expand consensus-driven guidelines on the use of these modalities for 
the diagnosis and management of APMPPE. The advances in ophthalmic imaging 
modalities, such as fundus autofluorescence (FAF), optical coherence tomography 
(OCT), OCT angiography (OCTA), FFA, and indocyanine green angiography (ICGA), 
provide valuable insights that should be incorporated into the evolving classification 
criteria. 

 
The Multimodal Imaging in Uveitis (MUV) task force, an international 

collaboration, has developed imaging-based guidelines to enhance the existing SUN 
classification for five of the most common multifocal choroidopathies. This 
manuscript specifically focuses on APMPPE, outlining not only proposed diagnostic 
imaging criteria but also recommendations for the use of imaging in evaluating 
disease activity and guiding management. 
 
Methods 
 

The MUV taskforce was established as an international research consortium 
by the International Uveitis Study Group (IUSG) with a goal of bringing together a 
committee of experts to formulate imaging-based guidelines for diagnosing APMPPE 
based on nominal group technique (NGT). The MUV utilized the SUN criteria4 to 
diagnose and identify cases of APMPPE to be included in imaging analysis. The 
study was conducted under the tenets of the Declaration of Helsinki. The study was 
granted Institute Review Board (IRB) exemption by the Vanderbilt University Medical 
Center (IRB #240146). 

 
Subcommittee Selection 
 

The MUV task force established a dedicated subcommittee for APMPPE to 
develop expert consensus-based imaging criteria and guidelines for the use of 
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multimodal imaging. The expert group oversaw the process to ensure 
methodological rigor and consistency. The subcommittee comprised of seven 
members who are leading experts in uveitis and medical retina, selected to represent 
diverse geographical regions and account for global variations in disease 
presentation. Before conducting the study, the members of the APMPPE 
subcommittee performed a thorough review of the published literature. The experts 
agreed to utilize at least 15 illustrative cases of APMPPE to support the development 
of imaging criteria. We followed the principles of Standards for Reporting Qualitative 
Research: A Synthesis of Recommendations (SRQR)5 for reporting the results of our 
study.  
 
Case Selection 
 

All the members of the subcommittee submitted images of APMPPE cases 
with different stages of activity that met the SUN Working Group criteria.4 Cases with 
multimodal imaging, namely color fundus photographs (CFP) as a surrogate for 
clinical examination, OCT, FFA, FAF, ICGA and OCTA, were included. Only de-
identified images were shared amongst the subcommittee members. The members 
analyzed the cases of APMPPE, and only those categorized as definitive APMPPE 
(where all the experts agreed on the diagnosis of APMPPE) were included. Cases 
with infectious etiologies, such as syphilis and tuberculosis, and other known 
diseases such as sarcoidosis-associated uveitis, were excluded.  
 
Nominal Group Technique 
 

The subcommittee employed a structured nominal group technique (NGT) to 
systematically review the critical imaging features of APMPPE. The subcommittee 
consisted of a rigid design with one neutral moderator (EC). A series of online 
meetings were conducted to include all the members of the expert committee. The 
subcommittee members first discussed all the available literature specifically related 
to imaging in APMPPE, and the primary research question of the study. Thereafter, 
the members presented their ideas without any interruption, discussion or criticism. 
Subsequently, the moderator conducted anonymous voting to identify the features of 
active disease and distinguishing characteristics of APMPPE across various imaging 
modalities. The NGT discussions were continued for identifying the most effective 
imaging modalities for assessing complications of the disease, including choroidal 
neovascularization (CNV). The NGT discussions conducted by the APMPPE 
subcommittee led to the development of consensus statements, each approved by a 
supermajority (over 75% of votes) within the subcommittee. These consensus 
statements formed the basis for drafting the recommendations subsequently voted 
on by the MUV Task Force (see below). 

 
Establishment of Consensus 
 
 The subcommittee members drafted recommendations for using imaging to 
diagnose, monitor and manage complications of APMPPE. These preliminary 
recommendations were developed following online discussions held by the 
subcommittee members. Subsequently, the MUV taskforce (comprising 49 members; 
Appendix I) from diverse geographical regions and subspecialty training in uveitis 
and medical retina reviewed the draft. Using an anonymous online survey system, 
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the taskforce members assessed the recommendations, and any requested 
modifications were discussed collaboratively. Finally, a consensus was achieved by 
all members of the MUV taskforce defined as follows: 
Unanimous consensus: 100% participants agree 
Strong consensus: > 95% vote 
Consensus: > 75-95% vote 
Majority agreement: > 50-75% vote 
No consensus: < 50% vote (lack of agreement or divided votes) 
 

The percentage thresholds for consensus derived by voting were reported as 
per the guidelines of various international associations. These included the 
Guidelines International Network (GIN),6 European League Against Rheumatism 
(EULAR),7 and Association of Scientific Medical Associations of Germany (AWMF).8 
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 University Medical Center.9,10 REDCap (Research Electronic 
Data Capture) is a secure, web-based software platform designed to support data 
capture for research studies, providing 1) an intuitive interface for validated data 
capture; 2) audit trails for tracking data manipulation and export procedures; 3) 
automated export procedures for seamless data downloads to common statistical 
packages; and 4) procedures for data integration and interoperability with external 
sources. 
 
Results 

 
A. Imaging Features of Active APMPPE 
 
1. Color Fundus Photography 

 
On CFP, the lesions of APMPPE are paucifocal (3 to 5) or multifocal, typically 

bilateral, though the lesions may appear only in one eye initially.11,12 These lesions 
are whitish or yellow in color, deep, and have poorly defined borders, often 
appearing slightly elevated or with a blurred contour. They are mainly located in the 
posterior pole (within the temporal arcades), but significant involvement of the 
peripheral retina has also been reported.13,14 On CFP, the lesions are seen as deep 
(subretinal) with visible overlying retinal vessels (Figure 1). The size of the lesions 
usually ranges from 100 to 2000 µm; however, lesions can occasionally become 
confluent, forming larger lesions (Figure 2). 
 
2. Optical Coherence Tomography (OCT) 

 
On OCT, the typical active lesion of APMPPE is characterized by hyper-

reflective areas at the level of the outer retina, involving the ellipsoid zone (EZ), 
external limiting membrane (ELM) and outer nuclear layer (ONL) and thickened, 
featureless choriocapillaris zone just underlying the area of hyper-reflectivity and 
extending slightly beyond (Figure 3). The subcommittee agreed that involvement of 
the ONL is a typical manifestation of acute APMPPE (note that ONL involvement 
may be absent in very early/choroidal lesions), and absence of ONL involvement 
should prompt suspicion for an alternative diagnosis. 
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The non-foveal lesions often exhibit areas of hyperreflectivity in the outer 
nuclear layer, which align with the angular contours of the Henle fiber layer (HFL) 
neurons. This pattern is referred to as the ASHH sign (“angular Sign of HFL hyper-
reflectivity”) (Figure 4).15 Although the ASHH sign is commonly associated with 
APMPPE, it is not pathognomonic to this condition and has also been observed in 
other retinal disorders, including acute macular retinopathy and whiplash 
maculopathy.15 The presence of this sign suggests an acute disruption of the 
photoreceptors involving the HFL. In addition, the presence of dome-shaped 
elevation of the EZ or bacillary layer detachment mimicking Vogt-Koyanagi-Harada 
disease can be associated with acute APMPPE (Figure 5).16–18  
 
3. Fundus Autofluorescence (FAF) 
 

In FAF imaging of APMPPE lesions, the acute phase is characterized by initial 
hypo-autofluorescence, which results from the masking of the RPE pigments by 
outer retinal edema. As the disease progresses, there is a gradual increase in hyper-
autofluorescence, likely due to lipofuscin accumulation in the damaged RPE. This is 
followed by a decrease in hyper-autofluorescence with occasional areas of focal 
hypo-autofluorescence in the later stages, reflecting partial loss of the RPE. 
Moreover, lesions at different stages of activity may coexist within the same patient 
(Figure 6). 
 
4. Fundus Fluorescein Angiography (FFA) 
 

The characteristic FFA findings in acute APMPPE lesions include 
hypofluorescence in the early frames, followed by diffuse hyperfluorescence in the 
late frames of FFA. In addition, the choroidal phase of FFA can identify lesions that 
may not be visible in the late frames (Figure 7).14,19 FFA plays a crucial role in 
differentiating APMPPE from serpiginous choroiditis. In patients with serpiginous 
choroiditis, FFA can highlight different activity stages within the same lesion. These 
findings highlight the importance of FFA in distinguishing between these two 
conditions, as they may have overlapping clinical features but distinct patterns on 
angiography. 
 
5. Indocyanine Green Angiography (ICGA) 
 

The ICGA in active APMPPE typically shows hypofluorescent lesions that 
persist through the late frames of the angiogram (Figure 8).14,20–22 Similar to the early 
frames of FFA, ICGA can reveal lesions that are not visible in the late frames of 
fluorescein angiography. However, the subcommittee agreed that a significant 
discrepancy between FFA and ICGA findings is not typical of APMPPE. Lack of 
choriocapillaris hypoperfusion on ICGA is an exclusion criterion for active APMPPE.  
 
6. Optical Coherence Tomography Angiography (OCTA) 
 

OCTA in active APMPPE is characterized by areas of flow deficit in the 
choriocapillaris slab, corresponding to the same areas seen in ICGA (Figure 9).19,23–

26 Absence of flow deficit on OCTA excludes active APMPPE. Similar to ICGA and 
the early frames of FFA, OCTA can detect lesions that do not show any 
corresponding reflection in OCT, FAF, or clinical fundus examination (Figure 
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10).19,23,27 The area of flow deficit in the choriocapillaris is larger than the 
corresponding area of hyper-reflectivity seen in the outer retina on structural OCT. 
This suggests that the primary site of inflammation in APMPPE is at the level of the 
choriocapillaris, ruling out shadowing as a confounding factor for the observed flow 
deficit (Figure 11). 

 
The consensus statements for active APMPPE are described in Table 1.  

 
B. Imaging Features of Healing APMPPE 
 

 The healing process of APMPPE lesions can be tracked through interval 
changes observed in various imaging modalities. The subcommittee outlined four 
phases of activity based on the progression of lesion healing and emphasized the 
significant role of OCT and OCTA in assessing these changes. Active lesions on 
structural OCT are characterized by hyper-reflectivity in the outer retina, including 
the EZ, ELM, and ONL. In later stages, these lesions may show relative hypo-
reflectivity or disruption of the EZ, often accompanied by subtle RPE alterations. On 
OCTA, areas of flow deficit gradually diminish over time, with near-complete 
resolution of the deficit marking advanced stages of healing. 

 
 The consensus statements regarding the four phases of healing in APMPPE 

on multimodal imaging are described in Table 2. 
 
C. Consensus-based Recommendations  
  
 The details of the recommendations drafted by the APMPPE subcommittee 
and reviewed by the MUV taskforce is presented in Table 3. The table also provides 
the strength of the consensus. 
 
Discussion 
 

The MUV task force focused on developing comprehensive imaging 
guidelines for the diagnosis and management of APMPPE and identifying multimodal 
imaging features to assess disease activity and potential complications. Although 
clinical information remains essential for a conclusive APMPPE diagnosis, advanced 
imaging techniques provide crucial insights that aid in diagnosis and differentiation 
from similar conditions, such as serpiginous choroiditis. Consequently, establishing 
consensus-based imaging diagnostic criteria for APMPPE is of paramount 
importance. This approach helps to move away from the potentially misleading term 
"white dot syndromes," fostering more precise and standardized diagnostic 
terminology.  
 

According to the current SUN criteria, a diagnosis of APMPPE requires a 
negative syphilis test and the exclusion of other diseases, such as sarcoidosis or 
tuberculosis.4 These criteria remain essential; however, the integration of multimodal 
imaging aims to further enhance the SUN criteria, provided that infectious and other 
identifiable uveitic disease have been excluded. In general, APMPPE is a self-limited 
disease with a favorable outcome.1,2,28 Recurrences, however, should prompt 
reevaluation of the initial diagnosis,28 considering conditions such as relentless 
placoid chorioretinitis (RPC)29 or persistent placoid maculopathy (PPM)30 in these 
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cases. It is relevant to distinguish APMPPE from other conditions. Conditions such 
as RPC and PPM can mimic APMPPE. However, our expert committee did not reach 
any consensus on differentiating between APMPPE and these conditions using 
multimodal imaging. Future efforts with imaging research in this direction are 
needed.  
 

Distinguishing APMPPE from serpiginous choroiditis is essential. The expert 
committee emphasized that disease progression is a key differentiating factor: 
APMPPE lesions typically resolve, with recovery of choriocapillaris perfusion, 
whereas serpiginous choroiditis is characterized by persistent choriocapillaris 
ischemia and progressive tissue damage. The committee noted that early-stage 
serpiginous choroiditis often appears unifocal on CFP, which can aid in 
differentiating it from APMPPE, which typically presents as pauci- or multifocal. 
Serpiginous choroiditis also shows a characteristic active edge of inflammation. 
Additionally, the persistent absence of choriocapillaris flow recovery is indicative of 
serpiginous choroiditis. The committee further observed that serpiginous choroiditis 
is more prone to recurrence, typically at the edges of existing lesions, whereas 
APMPPE rarely recurs, and if it does, new lesions form rather than reactivating at the 
edges of prior ones. However, these observations require further validation through 
future studies and analyses. Lesions indicative of serpiginous choroiditis can coexist 
with APMPPE lesions in the same patient, a rare condition known as ampiginous 
choroiditis.31 However, our expert committee did not specifically analyze such cases 
with potential overlap. While complications like CNV are uncommon in APMPPE, 
they have been reported in other related conditions, such as PPM.30,32–34 When CNV 
occurs in APMPPE, OCTA, alongside FFA and ICGA may be used for the detection 
of the neovascularization. 
 

The MUV task force emphasized the importance of OCT, ICGA and OCTA for 
diagnosing and monitoring APMPPE lesions. Key elements include detecting outer 
retinal hyper-reflectivity on OCT and assessing choriocapillaris involvement through 
early-phase FFA, ICGA, or OCTA. The findings of the committee underscore the 
critical role of multimodal imaging in diagnosing APMPPE, serving as an essential 
complement to established criteria such as those outlined by the SUN.4 This 
proposed minimal imaging set is slated for a validation exercise to confirm its 
efficacy and reliability.  

 
The strength of the MUV consensus-based recommendations for APMPPE 

include robust NGT-led discussions by experts in uveitis and medical retina from 
diverse geographical backgrounds, voted upon by a larger group of taskforce 
members. Despite the strengths of such an effort, there are several limitations that 
must be acknowledged. As discussed previously, the MUV expert committee 
admitted that imaging alone was insufficient to provide differentiating clues between 
early APMPPE and serpiginous choroiditis, and further research is needed to 
distinguish between APMPPE and other placoid chorioretinopathies such as RPC 
and PPM. The imaging-based consensus guidelines need prospective validation on 
a larger cohort of patients. Atypical and recurrent cases of APMPPE may be difficult 
to diagnose on multimodal imaging and may have unusual or novel imaging findings. 
Certain imaging modalities such as OCTA have a learning curve for interpretation of 
specific features of active disease and identification of various stages of healing. 
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In conclusion, the consensus guidelines for APMPPE by the MUV task force 
aim to standardize uveitis diagnostics by providing uniform definitions for diagnosis 
and disease activity. The consistent application and interpretation of multimodal 
imaging in the management of APMPPE are expected to enhance clinical practice 
and research, leading to more accurate diagnoses and improved treatment 
outcomes. As imaging technology continues to evolve, ongoing efforts to update and 
refine these recommendations will be essential to ensure that clinicians use 
consistent terminology in their reports and practice. 
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Figure 1: Color fundus photography of the right eye (OD) of a patient with APMPPE 
showing the typical appearance of the acute outer retinal lesions. 
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Figure 2: Color fundus photography of the left eye (OS) of a patient with APMPPE 
showing confluent lesions temporal to the fovea. 
 

 
Figure 3: Optical coherence tomography of the right eye (OD) of a patient with 
APMPPE showing a hyperreflective lesion involving the ellipsoid zone (EZ), external 
limiting membrane (ELM) and outer nuclear layer (ONL). RPE: Retinal Pigment 
Epithelium. 
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Figure 4: Optical coherence tomography of the right eye (OD) of a patient with 
APMPPE showing the characteristic angular sign of Henle fiber layer (HFL) 
hyperreflectivity (ASHH sign). 
 

 
Figure 5: Optical coherence tomography of the left eye (OS) of a patient with 
APMPPE showing a bacillary detachment, especially evident in the more temporal 
lesion (yellow arrow). The nasal lesion (yellow star) shows a separation between the 
ellipsoid zone (EZ) and the retinal pigment epithelium (RPE) with mild subretinal fluid 
consistent with the “double-layer sign” described as well in a case of serpiginous-like 
choroiditis.27 
 

 
Figure 6: Fundus autofluorescence (FAF) of the right eye (OD) of a patient with 
APMPPE showing the evolution of foveal lesion from early hypo-autofluorescence 

                  



Imaging Guidelines for APMPPE 

 21 

(A) to progressive hyper-autofluorescence (B), followed by later hypo-
autofluorescence (C). Also note lesions at different stages of activity in the same 
eye. 
 

 
Figure 7: Fluorescein angiography of the right eye (OD) of a patient with APMPPE 
showing the characteristic pattern of early hypofluorescence (A) and late 
hyperfluorescence (B). Additionally, it is evident that some lesions are visible in the 
choroidal phase of FA but no longer visible in the late frames. This underscores the 
utility of the choroidal phase in detecting APMPPE lesions that may not be apparent 
in the late stages of angiography alone. 
 

 
Figure 8: Fluorescein angiography (FA) (A early, C late) and indocyanine green 
angiography (ICGA) (B early, D late) showing the characteristic early 
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hypofluorescence and late hyperfluorescence in the FA (A, C) and constant 
hypofluorescence in the ICGA (B, D). The early frames of FA and ICGA are able to 
highlight lesions that are not visible in the late frames of the FA (C). 
 

 
Figure 9: A: Indocynine green angiography (ICGA) of the left eye (OS) of a patient 
with APMPPE showing the characteristic hypofluorescent lesions. B: Corresponding 
magnification of the area in the yellow square. C: Optical coherence tomography 
(OCT) angiography (OCTA) at the level of the choriocapillaris of the same area 
shows flow deficit in the equivalent areas to the ICGA. 
 

 
Figure 10: Left eye of a patient with APMPPE. The yellow circles highlight the same 
lesion only visible in the early frames of fluorescein angiography (FFA) (A), 
indocyanine green angiography (ICGA) (C early, D late), and optical coherence 
tomography (OCT) angiography (OCTA) (E). Whereas it is not seen in the late 
frames of FFA (B), OCT (F, the yellow arrow points to the location of the lesion), or 
fundus autofluorescence (G). 
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Figure 11: Optical coherence tomography (OCT) angiography (OCTA) at the level of 
the choriocapillaris disclosing areas of flow deficit (A), the yellow lines mark the 
borders of the area of flow deficit at the point of the green line that points the location 
of the structural OCT (B), showing that the area of flow deficit is greater than the 
area of underlying hyperreflectivity. 
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Tables 
Table 1: Imaging-based Consensus Criteria for Acute Posterior Multifocal 
Placoid Pigment Epitheliopathy (active stage) 
 

Imaging Modality  Consensus Criteria  

Color fundus 
photography 

Paucifocal/multifocal deep yellowish subretinal lesions with 

ill-defined borders (100 to 2000 m) 
 
Lesions mainly located in the posterior pole  

Optical coherence 
tomography  

Active lesions have hyper-reflectivity of the EZ, ELM and 
ONL 
 
Subretinal fluid or bacillary layer detachment can be 
associated with active lesions  

Fundus 
autofluorescence  

Active lesions have initial hypo-autofluorescence with a 
gradual increase in hyper-autofluorescence 

Fluorescein 
angiography 

Hypofluorescence in the early phase followed by late diffuse 
hyperfluorescence 

Indocyanine green 
angiography 

Early frames show hypofluorescence of the lesions, which 
persists in the late frames  

Optical coherence 
tomography 
angiography 

Flow deficit areas in the choriocapillaris slab at active lesion 
location 
 

 
Table 2. Stages of Healing in Acute Posterior Multifocal Placoid Pigment 
Epitheliopathy based on Multimodal Imaging 
 

Stage Imaging Findings 

1: Choroidal/ Pre-acute Normal OCT and FAF 
Choriocapillaris hypoperfusion on FFA (early) and 
ICGA 
Choriocapillaris flow deficit on OCTA 
Lesions can resolve without changes on OCT, OCTA 
and FAF 

2: Chorioretinal/ Acute  Disruption and hyper-reflectivity of EZ, ELM and ONL 
on OCT 
Early classic hypofluorescence and late diffuse 
hyperfluorescence on FFA 
Persistent hypofluorescence on ICGA 
Predominantly hypo-autofluorescent lesions on FAF 
Choriocapillaris flow deficit on OCTA 

3: Transitional/ Post-Acute Disruption and thinning of EZ, ELM and ONL with 
RPE changes (thickening and/or thinning) 
Progressive central hyper-autofluorescence on FAF 
Persistent choriocapillaris flow deficit on OCTA 

4: Resolution Thinning of the outer retina and hypo-reflectivity of 
the RPE on OCT 
Predominantly hypo-autofluorescent lesions on FAF 
Normalized choriocapillaris on OCTA 
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Table 3. Consensus-based Guidelines for Imaging in Acute Posterior Multifocal 
Placoid Pigment Epitheliopathy a 
 

No. Guidelines  Strength of 
Consensus 

1. CFP to document the lesion morphology, size, number 
and laterality in APMPPE (strong consensus) 

97.4% 

2. OCT through the lesions of APMPPE to determine the 
disease activity (unanimous consensus) 

100% 

3. Serial OCT through the lesions to determine the 
different phases of healing in APMPPE (unanimous 
consensus) 

100% 

4.  FAF to assess lesion activity and demonstrate lesions in 
different stages within the same eye (strong 
consensus) 

97.4% 

5.  FFA to assess the lesions and help differentiate 
APMPPE from SC (consensus) 

82.1% 

6. ICGA or OCTA to assess the choriocapillaris perfusion 
and determine the extent of the lesions (strong 
consensus) 

97.4% 

7. Ultra-wide field FFA and/or ICGA for evaluating the 
peripheral lesions (consensus) 

92.3% 

8. OCTA to assess the choriocapillaris perfusion, extent of 
the lesions and detecting complications such as CNV 
(consensus) 

84.6% 

 
a The seven members of the expert subcommittee did not cast their votes.  
 
APMPPE: Acute posterior multifocal placoid pigment epitheliopathy; CFP: color 
fundus photography; CNV: choroidal neovascularization; FFA: fluorescein 
angiography; FAF: fundus autofluorescence; ICGA: indocyanine green angiography; 
OCT: optical coherence tomography; OCTA: optical coherence tomography 
angiography; SC: serpiginous choroiditis 
 
 
Table of Contents Statement 
 

This report provides expert consensus guidelines for the diagnosis, 
classification, and monitoring of acute posterior multifocal placoid pigment 
epitheliopathy. The guidelines emphasize the importance of advanced retinal 
imaging techniques, including color fundus photography, fluorescein angiography, 
indocyanine green angiography, fundus autofluorescence, and optical coherence 
tomography. These imaging modalities enhance diagnostic accuracy and enable the 
identification of disease activity and complications. The recommendations aim to 
standardize clinical practice and improve patient management by distinguishing this 
condition from other similar chorioretinal disorders. 

 

 

                  



Imaging Guidelines for APMPPE 

 26 

Declaration of interests 
  

☐ The authors declare that they have no known competing financial interests or personal 
relationships that could have appeared to influence the work reported in this paper. 
  

☒ The authors declare the following financial interests/personal relationships which may be 
considered as potential competing interests: 
 

Ester Carreno reports a relationship with Roche that includes: speaking and lecture fees. Rupesh 
Agrawal reports a relationship with National Medical Research Center that includes: funding 
grants. Rupesh Agrawal reports a relationship with Council for Scientific and Industrial Research 
that includes: funding grants. Douglas A. Jabs reports a relationship with AbbVie Inc that includes: 
funding grants. If there are other authors, they declare that they have no known competing 
financial interests or personal relationships that could have appeared to influence the work 
reported in this paper. 

 
 

                  


