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Introduction
Uveitis refers to a heterogeneous group of 

intraocular inflammatory processes with varying 
etiologies, including infectious and noninfectious 
forms.1 The condition affects an estimated 
38 to 714 per 100,000 people worldwide and is 
considered as the third leading cause of blindness, 
accounting for approximately 10% of preventable 
vision loss worldwide.1-3

Cataract is considered one of the most 
common vision-threatening complications of 
uveitis and arises as a consequence of chronic 
intraocular inflammation as well as topical 
or systemic corticosteroid treatment.4 The 
prevalence of cataract among patients with 
uveitis has been estimated at 18–49% according 
to various reports, with cataract surgery being 
the most common ocular procedure performed in 
this‑population.1,5-7

Cataract surgery in patients with uveitis 
differs from surgery for age-related (senile) 

cataract; as these patients are usually younger 
and present with multiple ocular comorbidities, 
leading to a more complex procedure. Therefore, 
additional considerations must be taken 
throughout the perioperative period.8,9

This review aims to examine the risk of 
cataract development in uveitis, considerations for 
preoperative management, potential intraoperative 
challenges, and the postoperative course, 
including potential complications.

Indications and Timing of 
Cataract Surgery

Indications for Surgery
The decision to perform cataract surgery in 

patients with uveitis is usually made under specific 
circumstances that reflect the unique challenges 
of this population. The primary indications include 
visually significant cataracts in eyes with sustained 
disease quiescence; cataracts that limit adequate 

Cataract is among the most common causes of visual impairment in patients with uveitis and 
represents a major indication for intraocular surgery in this population. Chronic intraocular inflammation, 
prolonged corticosteroid therapy, and structural ocular changes contribute to the development of 
uveitis-associated cataracts. Cataract surgery in patients with uveitis presents unique challenges 
compared with routine age-related cataract surgery because affected individuals are often younger 
and frequently present with coexisting ocular comorbidities, including posterior synechiae, small pupils, 
zonular weakness, and macular pathology.

Advances in surgical techniques and perioperative management strategies have significantly 
improved visual outcomes in patients undergoing cataract extraction in the setting of uveitis. 
Preoperative control of inflammation for at least three months is widely recognized as the most 
important predictor of postoperative success. In addition, appropriate use of perioperative 
corticosteroid therapy and the selection of biocompatible intraocular lens materials play key roles in 
minimizing postoperative inflammation and complications.

This review summarizes the current evidence regarding cataract surgery in patients with 
uveitis‑associated cataracts, including indications and optimal timing of surgery, preoperative 
assessment and management, intraoperative considerations, and postoperative outcomes 
and complications.
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visualization of the fundus and posterior pole, 
thereby preventing proper disease assessment 
and appropriate medical or surgical management; 
and in cases in which cataract surgery is 
performed concurrently with other intraocular 
procedures, such as pars plana vitrectomy or 
glaucoma surgery.10

Timing and Importance of 
Disease Quiescence

The timing of cataract surgery in uveitic 
patients is critical for achieving favourable visual 
outcomes. Numerous studies have shown that 
the most important predictor of postoperative 
success is maintaining quiescence of intraocular 
inflammation for at least three months prior 
to surgery.

Adequate preoperative control of 
inflammation significantly reduces the risk 
of postoperative complications, particularly 
recurrent inflammation and cystoid macular 
edema. As such, sustained disease quiescence 
for a minimum of three months has become a 
cornerstone of surgical planning and remains 
the most important prognostic factor for optimal 
postoperative outcomes.10,11

Preoperative Assessment 
and Management

Clinical Evaluation and Disease 
Characterization

A comprehensive preoperative assessment 
is essential for optimizing postoperative visual 
outcomes, ensuring appropriate intraoperative 
planning, and anticipating intra- and 
post‑operative complications.

The preoperative evaluation should include 
an assessment of the underlying uveitis diagnosis 
and the degree of inflammatory control, as 
prognosis varies across uveitic subtypes. For 
example, patients with Fuchs heterochromic 
cyclitis generally demonstrate more favourable 
visual outcomes following cataract surgery 
compared with other uveitic entities.

In contrast, eyes affected by 
uveitis secondary to Behçet disease, 
Vogt‑Koyanagi‑Harada disease, or sympathetic 
ophthalmia are associated with lower rates of 
achieving postoperative visual acuity of 20/40 
or better.4

Perioperative Anti-Inflammatory Therapy
Perioperative corticosteroid therapy is 

essential for preventing exacerbation of intraocular 
inflammation following cataract surgery in patients 
with uveitis.12 A short perioperative course of 
systemic corticosteroids has been shown to 
significantly reduce the incidence of postoperative 
macular edema and uveitis recurrence.

The typical approach involves initiating 
systemic corticosteroid pretreatment approximately 
two days before surgery and continuing therapy 
for a brief period postoperatively. The typical 
strategy used by many surgeons is to administer 
supplemental oral prednisone at a dose of 
approximately 1 mg/kg/day (up to 60–80 mg 
daily), followed by a gradual taper after surgery. 
Alternatively, intravenous corticosteroids or 
sustained local steroid delivery may be considered 
in selected cases.11,12

In patients with well-controlled uveitis 
for more than six months who are receiving 
stable systemic immunosuppressive therapy, an 
alternative perioperative strategy is to maintain the 
existing treatment regimen without escalation or 
the addition of systemic corticosteroids.13

The selection of anti-inflammatory agents, 
including their dosing and the duration of therapy, 
should be tailored based on the specific disease 
severity, the presence or absence of other ocular 
complications (glaucoma, macular edema, and 
others), as well as patient-specific factors such as 
age and past medical history. 

In eyes with pre-existing or active cystoid 
macular edema, adjunctive intravitreal or 
peri‑ocular corticosteroids are frequently 
employed at the time of surgery or in the early 
postoperative period. Options include sub‑Tenon’s 
or intravitreal triamcinolone acetonide, the 
dexamethasone intravitreal implant (Ozurdex), and 
the fluocinolone acetonide insert (Yutiq/Iluvien) 
for chronic, recurrent disease. These localized 
therapies provide sustained intraocular drug 
delivery and may reduce the need for high-dose 
systemic corticosteroids.11,14

Conversely, in patients with known 
steroid‑responsive ocular hypertension 
or glaucoma, intravitreal and peri-ocular 
corticosteroid depot preparations should be 
avoided whenever possible, as these therapies 
may result in sustained intraocular pressure 
elevation that may be difficult to control. In these 
eyes, preference is given to topical or systemic 
corticosteroids, along with earlier introduction 
or escalation of steroid-sparing systemic 
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immunomodulatory therapy (e.g., methotrexate, 
mycophenolate mofetil, or biologic agents 
such as adalimumab) with close intraocular 
pressure monitoring.2,12

Particular caution is warranted in 
the pediatric population because of the 
well‑documented systemic effects of prolonged 
systemic corticosteroid exposure, including 
growth suppression, weight gain, adrenal axis 
suppression, and bone density loss. Systemic 
corticosteroids should therefore be limited to 
the shortest effective perioperative course, 
with early initiation of steroid-sparing therapy 
(most commonly methotrexate as first‑line, with 
adalimumab added when control is inadequate).10,12

Structural Assessment and 
Surgical Planning

A comprehensive clinical examination, 
supplemented by appropriate adjunct 
investigations, is essential for optimal surgical 
planning and for determining whether combined or 
staged procedures are necessary.12

Patients with uveitis frequently present with 
anatomical challenges, including small (miotic) 
pupils, posterior synechiae, iris atrophy, zonular 
weakness, and pupillary membranes, all of which 
require meticulous planning. These abnormalities 
increase surgical complexity and the risk of 
intraoperative complications.10

Assessment of visual potential requires 
evaluation of both the degree of media opacity 
and the integrity of posterior segment structures. 
The presence of significant vitreous haze, macular 
edema, retinal scarring, chorioretinal atrophy, 
or optic atrophy may limit postoperative visual 
recovery and should be carefully considered 
during surgical planning.11

Intraoperative Considerations 
and Surgical Technique

Surgical Approach
Cataract surgery in patients with uveitis 

is associated with significantly higher rates 
of both intraoperative and postoperative 
complications compared with routine cataract 
surgery. As a result, careful surgical planning and 
experienced surgical technique are essential to 
minimize complications. The surgical approach 
should aim to limit excessive manipulation 
and intraocular trauma in order to reduce 
postoperative inflammation.12

The standard surgical technique typically 
involves phacoemulsification with intraocular lens 
implantation. This is commonly performed through 
a 2.2-mm temporal clear corneal incision with one 
or more side-port corneal incisions.13

Management of Small Pupils 
and Posterior Synechiae

One of the most frequent intraoperative 
challenges is the presence of posterior synechiae 
and small (miotic) pupils. These may be managed 
using synechiolysis, mechanical pupil dilation 
techniques such as iris hooks, or other pupil 
expansion devices. In uveitic eyes, flexible iris 
hooks are often preferred over ring-type pupil 
expansion devices, as they remain anchored within 
the iris plane through the paracenteses and exert 
minimal contact with the corneal endothelium. 
This feature may be particularly advantageous 
given the reduced endothelial cell reserve 
frequently observed in chronic uveitic eyes, in 
which further intraoperative endothelial trauma is 
poorly tolerated.

Capsular staining is more frequently 
required in uveitic cataracts because of poor red 
reflex and the increased likelihood of anterior 
capsular fibrosis.13

Zonular Weakness and 
Capsular Complications

Zonular weakness and posterior capsular 
rupture are also encountered more frequently 
in uveitic cataract surgery, with reported rates 
of approximately 1.3% compared with 0.6% in 
control eyes.15

Intraocular Lens Selection
The selection of an intraocular lens remains 

an important consideration in uveitic cataract 
surgery, as the biocompatibility of the intraocular 
lens material plays a key role in minimizing 
postoperative inflammation. Single‑piece, 
square‑edged acrylic intraocular lenses are 
generally preferred in uveitic eyes due to their 
favourable biocompatibility and lower rates of 
postoperative complications compared with 
silicone lenses.16

Additionally, eyes receiving acrylic 
intraocular lenses or heparin-surface-modified 
polymethylmethacrylate lenses demonstrate 
better visual outcomes than those receiving 
silicone intraocular lenses.4

Hydrophilic acrylic intraocular lenses have 
also been reported to be used more frequently 
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in eyes with uveitis, reflecting their favourable 
biocompatibility profile.15

Multifocal intraocular lenses are generally not 
recommended in uveitic eyes because their optical 
performance depends on a clear visual axis, an 
intact macula, and preserved contrast sensitivity; 
all of which may be compromised by chronic 
intraocular inflammation. Additionally, these lenses 
require perfect centration which may be impeded 
by zonular weakness or capsular contraction also 
associated with chronic uveitis.12

Pediatric Considerations
In the pediatric population, most surgeons 

avoid intraocular lens implantation in uveitic 
eyes younger than two years of age. In older 
children, however, several studies have 
reported successful outcomes with implantation 
using polymethylmethacrylate or acrylic 
intraocular lenses.12

Careful patient selection is critical: eyes 
with persistent pupillary or cyclitic membranes 
carry a higher risk of postoperative complications 
following intraocular lens implantation. While 
intraocular lens implantation is appropriate in the 
majority of cases, in selected high-risk eyes—
particularly children with chronic, poorly controlled 
uveitis; total lensectomy with or without pars plana 
vitrectomy and primary aphakia (with subsequent 
contact lens or secondary intraocular lens) may be 
the safer option.12,16

Postoperative Management, Outcomes, 
and Associated Complications

Postoperative Inflammation Control
Effective postoperative care in uveitic eyes 

is essential because these patients frequently 
exhibit an exaggerated inflammatory response 
after surgery. Therefore, a strict postoperative 
regimen—including intensive corticosteroid 
therapy administered topically, periocularly, or 
systemically, in addition to immunosuppressive 
therapy when necessary—is critical for achieving 
favourable surgical outcomes. Close monitoring 
is required to detect and manage postoperative 
complications such as cystoid macular edema or 
recurrent inflammation.17

Early and Late Complications
Both early and late complications are 

relatively common following cataract surgery 
in patients with uveitis. Early postoperative 
complications have been reported in approximately 
52.4% of eyes, while late complications occur in 
approximately 63.8% of eyes. The most common 
postoperative complications include posterior 
capsular opacification, macular edema, and 
epiretinal membrane formation.17 Late in-the‑bag 
intraocular lens subluxation or dislocation is also 
an increasingly recognized late complication 
in uveitic pseudophakia and is attributed to 

Figure 1. Dense posterior synechiae with partial 
fibrinous pupillary membrane in a patient with chronic 
uveitis secondary to sarcoidosis; courtesy of Asma 
Alzuabi, MD and Eric Fortin, MD, FRCSC.

Figure 2. Post-operative appearance following cataract 
surgery with mechanical pupillary dilation; courtesy of 
Asma Alzuabi, MD, and Eric Fortin, MD, FRCSC.
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progressive zonular insufficiency resulting 
from chronic inflammation and capsular bag 
contraction. Management options include scleral 
fixation of the existing intraocular lens, intraocular 
lens exchange, or, in selected cases, conversion 
to aphakia.10,13,15

Cystoid Macular Edema
Excessive postoperative inflammation 

and cystoid macular edema represent the most 
significant complications limiting visual recovery 
after cataract surgery in patients with uveitis.5

Management strategies include topical and 
systemic corticosteroids, topical nonsteroidal 
anti-inflammatory drugs, and, in select cases, 
intravitreal anti-inflammatory therapy.14

Posterior Capsular Opacification
Posterior capsular opacification is among 

the most common late complications following 
cataract surgery in uveitic eyes. Hydrophilic acrylic 
intraocular lenses have been associated with lower 
rates of posterior capsular opacification compared 
with silicone lenses. When visually significant 
posterior capsular opacification develops, 
neodymium:yttrium-aluminum-garnet laser 
capsulotomy effectively restores visual acuity in 
most cases.15

Visual Outcomes
Cataract surgery in eyes with uveitis can 

result in substantial visual improvement when 
appropriate perioperative management strategies 
are employed. Improved visual acuity has been 
reported in approximately 95% of eyes undergoing 
cataract surgery for uveitic cataracts, with the 
majority (87%) achieving visual acuity of 20/40 
or better.18

Long-Term Follow-Up
Long-term follow-up is essential for detecting 

delayed complications and maintaining disease 
control. Long-term visual outcomes in patients 
with uveitis are generally favourable, with stable 
visual acuity reported in approximately 80% of 
patients after 10 years of follow-up.5

Conclusion

Cataract surgery in patients with 
uveitis‑associated cataracts has evolved from 
a relatively contraindicated procedure to a 
well‑established surgical intervention with 
generally favourable outcomes when performed 
with meticulous perioperative control of 
inflammation and careful surgical technique.10

Key principles for successful management 
include achieving at least three months of 
preoperative disease quiescence, selecting 
biocompatible intraocular lens materials, 
minimizing intraoperative trauma, and 
implementing aggressive postoperative 
anti‑inflammatory therapy.17

Although complication rates remain higher 
in uveitic eyes compared with routine cataract 
surgery, substantial visual improvement can be 
achieved in the majority of carefully selected and 
appropriately managed patients.4

Continued advances in surgical 
techniques, improved recognition of prognostic 
factors, and the integration of modern 
immunomodulatory therapies are expected to 
further improve surgical outcomes in patients with 
uveitis‑associated cataracts.

Correspondence

Éric Fortin, MD, FRCSC 
Email: eric_fortin1@sympatico.ca 

Financial Disclosures

A.A.: None declared.
E.F.: Consulting & Speaking: Roche



42

Vol. 5, Issue 1, Spring 2026     Canadian Eye Care Today

Cataract Surgery In Uveitis‑associated Cataract: A clinical Review

References 
1.	 	Maghsoudlou P, Epps SJ, Guly CM, Dick AD. Uveitis 

in adults: a review. JAMA. 2025;334(5):419-434. 
doi:10.1001/jama.2025.4358

2.	 	Foster CS, Kothari S, Anesi SD, Vitale AT, Chu D, 
Metzinger JL, et al. The Ocular Immunology and 
Uveitis Foundation preferred practice patterns of 
uveitis management. Surv Ophthalmol. 2016;61(1):1-
17. doi:10.1016/j.survophthal.2015.07.001

3.	 	Miserocchi E, Fogliato G, Modorati G, Bandello F. 
Review on the worldwide epidemiology of uveitis. 
Eur J Ophthalmol. 2013;23(5):705–717. doi:10.5301/
ejo.5000278

4.	 	Mehta S, Linton MM, Kempen JH. Outcomes of 
cataract surgery in patients with uveitis: a systematic 
review and meta-analysis. Am J Ophthalmol. 
2014;158(4):676–692.e7. doi:10.1016/j.ajo.2014.06.018

5.	 	Tomkins-Netzer O, Talat L, Bar A, Lula A, Taylor SRJ, 
Joshi L, et al. Long-term clinical outcome and causes 
of vision loss in patients with uveitis. Ophthalmology. 
2014;121(12):2387–2392. doi:10.1016/j.
ophtha.2014.07.007

6.	 	Kirupaharan N, Marshall RF, Spangler MD, Armbrust 
KR, Berkenstock MK. Incidence and prevalence of 
uveitis and associated ocular complications in the 
United States TriNetX database. Am J Ophthalmol. 
2025;276:30–39. doi:10.1016/j.ajo.2025.03.032

7.	 	Prieto-del-Cura M, González-Guijarro JJ. Risk factors 
for ocular complications in adult patients with 
uveitis. Eur J Ophthalmol. 2020;30(6):1381-1389. 
doi:10.1177/1120672119899379

8.	 	Jancevski M, Foster CS. Cataracts and uveitis. Curr 
Opin Ophthalmol. 2010;21(1):10–14. doi:10.1097/
ICU.0b013e328332f57

9.	 	Chu CJ, Johnston RL, Buscombe C, Sallam AB, 
Mohamed Q, Yang YC, et al. Risk factors and 
incidence of macular edema after cataract 
surgery: a database study of 81984 eyes. 
Ophthalmology. 2016;123(2):316–323. doi:10.1016/j.
ophtha.2015.10.001

10.		Al-Essa RS, Alfawaz AM. New insights into cataract 
surgery in patients with uveitis: a detailed review 
of the current literature. Saudi J Ophthalmol. 2022 
;36(2):133-141. doi:10.4103/sjopt.sjopt_147_21

11.	 	Sen HN, Abreu FM, Louis TA, Sugar EA, Altaweel MM, 
Elner SG, et al. Cataract surgery outcomes in uveitis: 
the Multicenter Uveitis Steroid Treatment Trial. 
Ophthalmology. 2016;123(1):183–190. doi:10.1016/j.
ophtha.2015.09.022

12.		Chan NSW, Ti SE, Chee SP. Decision-making and 
management of uveitic cataract. Indian J Ophthalmol. 
2017;65(12):1329–1339. doi:10.4103/ijo.IJO_740_17

13.		Jevnikar K, Počkar S, Umek L, Rothova A, Vidovic 
Valentincic N. Prognostic factors of cataract 
surgery in patients with uveitis. Int Ophthalmol. 
2023;43(12):4605–4612. doi:10.1007/s10792-023-
02860-6

14.		Belair ML, Kim SJ, Thorne JE, Dunn JP, Kedhar SR, 
Brown DM, et al. Incidence of cystoid macular edema 
after cataract surgery in patients with and without 
uveitis using optical coherence tomography. Am J 
Ophthalmol. 2009;148(1):128–135.e2. doi:10.1016/j.
ajo.2009.02.029

15.		Pålsson S, Pivodic A, Andersson Grönlund M, 
Lundström M, Viberg A, Behndig A, et al. Cataract 
surgery in patients with uveitis: data from the 
Swedish National Cataract Register. Acta Ophthalmol. 
2023;101(4):376–383. doi:10.1111/aos.15308

16.		Alió JL, Chipont E, BenEzra D, Fakhry MA; International 
Ocular Inflammation Society Study Group of Uveitic 
Cataract Surgery. Comparative performance of 
intraocular lenses in eyes with cataract and uveitis. 
J Cataract Refract Surg. 2002;28(12):2096–2108. 
doi:10.1016/s0886-3350(02)01452-9

17.	 	Bajraktari G, Jukić T, Kalauz M, Oroz M, Radolović 
Bertetić A, Vukojević N. Early and late complications 
after cataract surgery in patients with uveitis. 
Medicina (Kaunas). 2023;59(10):1877. doi:10.3390/
medicina59101877

18.		Estafanous MFG, Lowder CY, Meisler DM, Chauhan R. 
Phacoemulsification cataract extraction and posterior 
chamber intraocular lens implantation in patients 
with uveitis. Am J Ophthalmol. 2001;131(5):620–625. 
doi:10.1016/s0002-9394(00)00909-0


