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Commentary: Management 
of coexistent cataract and 
uveitis – Techniques and challenges

Visual	 outcome	 and	 long-term	prognosis	 in	patients	with	
coexistent	 cataract	 and	uvietis	 largely	depend	on	 following	
principal	areas	of	disease	management:
1.	 Proper	classification	of	type	and	grade	of	uveitis,	most	widely	
used	being	standardization	of	uveitis	(SUN	classification)

2.	 Successful	 remission	 of	 uveitis	 and	 its	 associated	
complications	prior	to	cataract	surgery

3.	 Selection	 of	 appropriate	 surgical	 technique	 for	 cataract	
removal	and	suitable	intraocular	lens	(IOL)	implantation

4.	 Selection	of	appropriate	medical	and	surgical	options	for	
postoperative	relapses	and	complications	if	any.

Undoubtedly,	the	most	important	predictor	of	postoperative	
visual	 outcome	and	 surgical	 success	 in	uveitic	 cataracts	 is	
good	control	of	preoperative	inflammation.	Most	authorities	
are	of	the	view	that	uveitis	should	be	in	complete	remission	
for	 a	 period	 of	 3	months	 prior	 to	 cataract	 surgery.	 This	
may	 require	 topical/systemic	 steroids	 or	 steroid-sparing	
immunomodulatory therapy.

Management	 of	 complicated	 cataract	 in	 varied	 clinical	
circumstances	 entails	 different	 surgical	 techniques	 from	
extracapsular	IOL	implantation	in	intact	capsular	support	to	

multiple	options	 in	 setting	of	 inadequate	 capsular	 support,	
comprising	 of	 (1)	 fixation	 to	 the	 sclera	 (with	 sutures	 or	
glued);	(2)	fixation	to	the	iris;	or	(3)	supported	by	the	anterior	
chamber	angle.	Each	has	strengths	and	weaknesses,	advantages	
and	disadvantages	with	respect	to	surgical	difficulty,	surgical	
time,	intraoperative,	and	postoperative	complications.

Undeniably,	placement	of	an	IOL	in	an	eye	with	inadequate	
capsular	support	remains	a	surgical	challenge.	In	addition,	type	
of	implanted	IOL	remains	an	important	consideration.	Alio	et al. 
prospectively	 compared	polymethylmethacrylate	 (PMMA),	
heparin-coated	PMMA,	acrylic,	and	silicone	lenses	in	patients	
with	uveitic	 cataract.[1]	Common	 consensus	 swings	 toward	
hydrophobic	acrylic	intraocular	lens	as	the	most	desired	option.
However,	it	becomes	a	challenging	affair	in	deficient	posterior	
capsule.	Placing	the	IOL	in	anterior	chamber	or	in	cilliary	sulcus	
are	two	widely	used	techniques	in	such	settings.

Placing	 the	 IOL	 in	 cilliary	 sulcus	 carries	 a	 theoretical	
advantage	owing	to	anatomical	location	and	definitely	serves	
as	a	better	tool	in	the	armamentarium	of	operating	surgeon.	
Holland et al.	 have	 reported	 excellent	 outcomes	 in	uveitic	
cataract	with	 intentional	 ciliary	 sulcus	 placement	 of	 lens	
haptics,	stating	that	sulcus	placement	reduced	the	incidence	
of	posterior	synechiae	and	resultant	complications.[2] Sutured 
trans-scleral	sulcus	fixated	IOLs	are	associated	with	visually	
significant	 complications	owing	 to	 subluxation,	higher	 risk	
of	axial	tilt,	complications	related	to	sutures,	exposed	haptic,	
exposed	suture,	and	potential	 risks	of	endophthalmitis.[2] In 
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contrast,	the	haptics	in	glued	IOLs,	when	left	underneath	the	
tunnel	prevent	foreign	body	sensation,	ensuing	inflammation	
and late postoperative endophthalmitis.[3] However,	 there	
have	been	reports	of	complications	in	glued	IOL		also,	notably	
intraocular	hemorrhage,	instability	of	haptics,	optic	capture,	
and	decentration	 of	 IOL	 requiring	 repositioning.[4,5] Most 
probable	 reason	 for	decentration	being	unequal	haptic	 tuck	
and	malpositioned	misaligned	scleral	flaps.	Such	patients	need	
IOL	or	haptic	 repositioning,	 scleral	flap	 re	 approximation,	
and	 conjunctival	 suturing.	 Chronic	macular	 edema	 and	
sub-conjunctival	 haptic	 visibility	 have	 also	 been	 reported	
though	the	incidence	of	secondary	glaucoma	is	less.[5,6]

Authors	of	aforementioned	article[7] have presented their 
excellent	work	in	the	form	of	case	series	on	sulcus	fixated	and	
glued	IOL.	In	addition,	they	have	correlated	the	efficacy	further	
with	postoperative	inflammation.	Glued	IOLs	have	stood	the	
test	 of	 time	when	performed	 immaculately	 in	 appropriate	
indications.	I	believe	ophthalmic	fraternity	would	definitely	be	
benefitted	with	this	fairly	simple	description	of	the	technique.

Complications	profile	as	reported	by	authors	ranges	from	
IOL	deposits	in	8	cases	(47%),	worsening/new 	cystoid	macular	
oedema		7	cases	(41%)	in	addition	to	other	complications	such	
as	hypotony	1	(5.9%),	hyphema	1	(5.9%)	retinal	detachment,	
secondary	 glaucoma	 2	 (11.8%),	 and	 epiretinal	membrane	
4	(23.5%)	though	in	insignificant	proportions.

Short	follow-up	is	a	major	limitation	of	this	study	because	
there	 is	 risk	 of	 complications	 in	 the	 late	 postoperative	
period	 resulting	 from	disappearance	 of	 fibrin	 glue.	 There	
is	 also	 the	 possibility	 of	 inadequate	 scleral-flap	 healing.	
Furthermore,	fixation	into	the	ciliary	sulcus,	even	with	minimal	
malpositioning	may	result	in	chronic	irritation	to	ciliary	bodies	
and/or	the	iris	with	secondary	complications.	Although	IOL	
stability	has	been	reported,	 late	dislocations	owing	to	fibrin	
biodegradation	may	occur.

Notably,	uveitis	flare-up	was	seen	in	just	2	(11.8%)	cases,	
indicating	that	technique	of	glued	IOL	is	inert	with	reference	
to	this	important	consideration.	However,	the	description	of	
other	complications	in	study	design	as	a	case	series	without	
any	comparison	group	is	another	limitation	of	the	study.

Thus,	additional	data	from	prospective	controlled	randomized	
multicentric	studies	in	comparative	models,	with	long	follow-ups	
are	needed	to	best	assess	visual	outcome	and	complications	in	
varied	indications	so	as	to	report	unbiased	conclusions	relating	
to	the	efficacy	of	technique	in	post	uveitic	cataracts.

Certain	points	which	are	worth	mentioning	and	 should	
always	be	considered	while	managing	a	case	of	uveitic	cataract	
are as follows:
1.	 Even	 the	most	 elegantly	performed	 cataract	 surgery	 in	
complicated	cataracts	 is	not	uncommonly	associated	with	
postoperative	 inflammation	and	dense	posterior	capsular	
opacification	requiring	multiple	YAG	capsulotomies	or	surgical	
membranectomies	necessitating	extensive	well-documented	
informed	consent	for	potential	complications	and	guarded	
visual	outcome	in	all	cases	of	complicated	cataracts

2.	 It	is	essential	not	to	taper	the	postoperative	anti-inflammatory	
medications	too	quickly.	Rather	oral	and	topical	corticosteroids	
should	be	tapered,	based	on	clinical	response.	Some	surgeons	
routinely	inject	subconjunctival	betamethasone	or	subtenon/
orbital	floor	trimacinolone	at	the	end	of	surgery	to	achieve	

good	postoperative	anti-inflammatory	action	and	prevent	
resultant	complications.[8]	Improved	control	of	uveitis	may	
also	be	achieved	with	injection	of	intravitreal	triamcinolone	
in	special	circumstances[9]

3.	 Caution	should	be	exercised	in	eyes	with	a	history	of	scleritis	
or	scleromalacia.

Bhavana Sharma
Department	of	Ophthalmology,	All	India	Institute	of	Medical	Sciences,	

Bhopal,	Madhya	Pradesh,	India

Correspondence	to: Prof.	Dr.	Bhavana	Sharma,	 
Department	of	Ophthalmology,	All	India	Institute	of	Medical	

Sciences,	Bhopal,	Madhya	Pradesh,	India.	 
E-mail:	drbhavana_s@yahoo.co.in

References
1.	 AlioJL,	 Chipont	 E,	 Ben	 Ezra	 D,	 Fakhry	MA.	 Comparative	

performance	of	intraocular	lenses	in	eyes	with	cataract	and	uveitis.	
J	Cataract	Refract	Surg	2002;28:2096-108.

2.	 Holland	GN,	Van	Horn	SD,	Margolis	TP.	Cataract	surgery	with	
ciliary	sulcus	fixation	of	intraocular	lenses	in	patients	with	uveitis.	
Am	J	Ophthalmol	1999;128:21-30.

3.	 Williamson	S,	Watkins	W	 Jr,	Thinda	S,	Hwang	R,	Rapoport	Y,	
Wayman	LL.	Review	of	 “Complications	 and	visual	 outcomes	
after	glued	 foldable	 intraocular	 lens	 implantation	 in	 eyes	with	
inadequate	capsules”.	Eye	World	Journal	Club	2013.

4.	 Agarwal	A,	Kumar	DA,	Jacob	S,	Baid	C,	Agarwal	A,	Srinlvasan	S.	
Fibrin	glue-assisted	sutureless	posterior	chamber	Intraocular	lens	
implantation	In	eyes	with	deficient	posterior	capsules.	J	Cataract	
Refract	Surg	2008;34:1433-8.

5.	 Holt	DG,	Stagg	B,	Young	J,	Ambati	BK.	ACIOL,	sutured	PCIOL,	or	
glued	IOL:	Where	do	we	stand?	Curr	Opin	Ophthalmol	2012;23:62-7.

6.	 Gabor	SG,	Pavlidls	MM.	Sutureless	intrascleral	posterior	chamber	
intraocular	lens	fixation.	J	Cataract	Refract	Surg	2007;33:1851-4.

7.	 Kumar	DA,	Agarwal	A,	Ali	WR.	Uveitis	and	deficient	lens	capsules:	
Effect	of	glued	 intraocular	 lens	on	 the	visual	outcome	and	 the	
reactivation	of	inflammation.	Indian	J	Ophthalmol	2019;67:1610-6.

8.	 Meier	 FM,	 Tuft	 SJ,	 Pavésio	CE.	 Cataract	 surgery	 in	 uveitis.	
Ophthalmol	Clin	North	Am	2002;15:365-73.

9.	 Dada	T,	Dhawan	M,	Garg	S,	Nair	S,	Mandal	S.	Safety	and	efficacy	
of	intraoperative	intravitreal	injection	of	triamcinolone	acetonide	
injection	after	phacoemulsification	 in	 cases	of	uveitic	 cataract.	
J	Cataract	Refract	Surg	2007;33:1613-8.

Cite this article as: Sharma B. Commentary: Management of coexistent cataract 
and uveitis – Techniques and challenges. Indian J Ophthalmol 2019;67:1616-7.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_1157_19


