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Surgical Management in Patient with Uveitis: A Literature Review
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ABSTRACT
Surgery in the treatment of uveitis can be classified according to the indication: therapeutic, diagnostic, or for 
the management of complications. Surgery for cataract removal, band keratopathy, corneal scarring, pupillary 
membrane removal, and removal of thick vitreous membranes are all examples of visual rehabilitation; Aqueous 
tap, vitreous biopsy, and tissue biopsy (of the iris or choroid) are used for diagnostic purposes. Complication 
care includes anti-glaucoma surgery, vitreous hemorrhage, retinal detachment, and persistent hypotonia. This 
review discusses the surgical approach for visual rehabilitation and the management of complications, including 
uveitis-related cataract surgery, glaucoma surgery, vitreo-retinal surgery, Pediatric uveitis surgery, Fuchs uveitis 
syndrome surgery, and uveitis caused by juvenile idiopathic arthritis.
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INTRODUCTION
Uveitis is a condition characterized by inflammation of the uvea, 
which is the central pigmented layer of the eye that includes the iris, 
ciliary body, and choroid. In clinical practice, treating uveitis patients 
is difficult because patients frequently develop chronic, reoccurring 
inflammation that is resistant to therapy and can progress to vision-
threatening consequences1. Clinicians can use the Standardization 
of Uveitis Nomenclature (SUN) standards to categorize uveitis for 
clinical and research purposes. With the SUN criteria, an anatomic 
foundation of categorization is used to split uveitis into anterior uveitis 
(iris and ciliary body), intermediate uveitis (vitreous), posterior uveitis 
(retina as well as choroid), and panuveitis (all anatomical structures 
are affected)2. 

The anatomic site of uveitis is critical to ascertain since the site of 
inflammation frequently dictates differential diagnosis and therapeutic 
therapy. In anterior uveitis, the anterior chamber is the predominant 
source of inflammation, which comprises inflammation of the iris alone 
(iritis), the anterior region of the ciliary body (anterior cyclitis), or 
both components (iridocyclitis)3. The vitreous is the primary location 
of inflammation in intermediate uveitis, which comprises the hyaloid 
membrane of the vitreous body (hyalitis) as well as the posterior 
section of the ciliary body (posterior cyclitis). Pars planitis refers to the 
production of a "snowbank" or "snowball" in the absence of infection 
or an accompanying systemic condition4. 

Inflammation of the retina, choroid, both the choroid and retina (chorio-
retinitis), or the optic disc characterizes posterior uveitis (neuro-
retinitis). Panuveitis is characterized by inflammation of all three 
components of the uvea: its anterior chamber, vitreous, choroid, and/
or retina5, 6. The indications for surgery in the management of uveitis 
can be classified as:

Visual rehabilitation surgery includes cataract removal, band 
keratopathy, corneal scarring, pupillary membrane removal, and thick 
vitreous membrane removal.

Complication management includes anti-glaucoma operations, vitreous 
hemorrhage, detached retina, and persistent hypotonia7.

Aqueous taps, vitreous biopsies, and tissue biopsies are all diagnostic 
procedures. 

In uveitis, the rule for uveitis surgery is to do the procedure with a calm 
eye, especially if it is an elective procedure like a surgery for visual 
rehabilitation. At least three months must have passed since the previous 
episode of the disease being active before acting. While complete 
absence of the anterior chamber as well as vitreous cells is crucial to 
enhancing outcomes, this may not be really necessary or attainable 
in some cases of uveitis (like Fuch's uveitis syndrome). Preoperative 
and perioperative scaling up of corticosteroids is frequently needed, 
especially in more severe cases of uveitis, depending on the type7.

Cataract Surgery for Uveitis: In individuals with chronic or recurrent 
uveitis, cataract is one of the most frequent consequences that results 
from intraocular inflammation and/or long-term use of topical and 
systemic corticosteroids8. According to the underlying etiology and 
site of intraocular inflammation, the risk of cataract in patients with 
uveitis varies; it ranges from 8.5 percent to 35 percent in a diverse set 
of uveitic entities9-11.

Approximately 1.2 percent of all eyes having cataract surgery are 
uveitic. Cataracts are the most prevalent reason for surgical intervention 
in uveitic eyes and account for 40% of all occurrences of vision loss 
in uveitis patients12. Compared to non-uveitic senile cataract, the 
management of uveitic cataract is difficult and accompanied by less 
predictable surgical outcomes13.

Cataract surgery is typically recommended for phacoantigenic 
uveitis in uveitis patients (regardless of visual potential and degree 
of inflammation); quiescent eyes with visually significant cataracts as 
well as good visual potential; cataracts obstructing visualization of the 
posterior segment for medical social management; and the potential 
to perform cataract surgery as part of other intraocular surgical 
operations, including pars plana vitrectomy or glaucoma procedures. 
The choice to operate is taken at the surgeon's discretion in eyes with 
low visual potential and a quite guarded prognosis14. Several studies 
have demonstrated that the uveitic eye remaining dormant for at least 3 
months prior to surgery significantly lowers the risk of post-operative 
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inflammation and cystoid macular edema, or "CME," and is therefore 
the most crucial factor for good visual results after cataract extraction14, 

15.

Although phacoemulsification is the preferred method due to its 
many benefits, extra-capsular cataract extraction as well as posterior 
chamber intraocular lens implantation (IOL) can occasionally be done 
without risk in situations where there are significant synechiae. In the 
majority of uveitis patients, phacoemulsification with intraocular lens 
implantation seems to be safe and successful with cautious patient 
selection, meticulous surgery, and proper postoperative care7. In a 
recent study, 67 percent of the 89 patients who had cataract extraction 
received extracapsular cataract surgery (ECCE) with posterior chamber 
intra-ocular lens implantation (PCIOL). Only 10.4 percent of patients 
with appropriate papillary dilatation underwent phacoemulsification 
(PE). There was no statistically significant difference in postoperative 
visual function six months after surgery in either group. Other research, 
however, has found that phacoemulsification outperforms ECCE. In 
our experience, the end outcome does not appear to differ in either 
procedure as long as the operative time and iris manipulations are kept 
to a minimum16. 

The surgeon should probably choose the procedure. In situations of 
idiopathic non-granulomatous anterior uveitis, posterior chamber intra-
ocular lens implantation can be safely performed17, 18. In disorders such 
as Vogt-Koyanagi-Harada syndrome, autonomic ophthalmia, Behcet's 
disease, pars planitis, and any burnt-out or latent uveitis, moderate 
progress is expected. Most specialists believe IOL implantation to be 
contraindicated in children with juvenile idiopathic arthritis-associated 
uveitis because the IOL is thought to act as a scaffold for the creation 
of intraocular membranes, resulting in cyclitic membranes, hypotony, 
and eventually phthisis bulbi19, 20.

Before intraocular lens implantation can be advised as a safe surgery 
in these circumstances, more experience and longer periods of follow-
up are required. Bhargava and colleagues found that small incision 
cataract surgery (SICS) with posterior chamber intraocular lens 
implantation was tolerable in most uveitis cataracts and improved 
best corrected visual acuity (BCVA) at six months21. Uveitis cataract 
surgery problems include posterior capsular tear, zonular dehiscence, 
retained lens matter or nuclear fragment, hyphema, severe post-
operative inflammation, cystoid macular edema, secondary glaucoma, 
uveitis flare-up, chronic inflammation, optic capture, and pupillary 
membranes, posterior capsular opacification, and hypotony7.

Glaucoma Surgery in Uveitis: Uveitis-related increases in intraocular 
pressure (IOP) are known as uveitic glaucoma (UG), which causes optic 
nerve damage and glaucomatous loss of vision22. The development of 
posterior or peripheral anterior synechiae, the obstruction of trabecular 
outflow by protein, inflammatory cells, or other debris, and the use of 
corticosteroids to lessen inflammation are all indicators of glaucoma-
causing uveitis23. Glaucoma in the context of uveitis is a clinical 
issue, both in terms of diagnosis and management. It is predicted 
that approximately 20% of uveitis patients may acquire secondary 
glaucoma. Medical therapy is beneficial but insufficient; even in such 
high-risk individuals, glaucoma surgery should be viewed as a vision-
saving technique rather than an end-of-life procedure7, 24.

Secondary glaucoma has multiple mechanisms:
Inflammation of the anterior segment is severe, resulting in reduced 
trabecular filtration7

Glaucoma with Pupillary Blockage (Posterior Synechia)

Angle closure because of anterior synechia on the periphery
Steroid reaction.

In the case of chronic inflammation as well as posterior synechia, the iris 
is really very shallow and peripheral, making pupillary block glaucoma 
difficult to diagnose. In such circumstances, laser iridotomy serves as 
both a diagnostic and therapeutic therapy7. Approximately 30% of 
uveitic glaucoma patients require surgical intervention. Glaucoma 
surgery success rates in uveitis patients vary. Trabeculectomy success 
rates in uveitic glaucoma vary from 50 to 100 percent, as do glaucoma 
drainage devices (GDD) success rates, which range from 57 to 94 
percent25-27.

Several factors contribute to the variety in success rates shown in 
prior studies. First, anti-metabolites such as 5-fluorouracil (5FU) and 
mitomycin C (MMC) are used27-29. The second aspect is the length of 
follow-up as well as the distinction between early and late success. 
Although glaucoma surgical failures can appear as early as six months 
and as late as five years, there is no established time frame to distinguish 
between the two time intervals28. Furthermore, several studies have 
shown that the success rate of filtering surgery has decreased from 80 
percent on average at 2 years to 30 percent on average at 5 years, owing 
primarily to the patient's younger age, inflammation-mediated fibrous 
tissue growth, and bleb closure27, 30. 

Chawla et al. recently published a retrospective study that exhibited 
good long-term survival rates with 5-FU augmented trabeculectomy in 
patients with uveitic glaucoma and concluded that for patients over the 
age of 30, 5-FU enhanced trabeculectomy is recommended as first-line 
surgery, while a glaucoma drainage implant must be employed as the 
primary operation31. The current surgical strategy involves the use of 
such aqueous drainage devices as the Ahmed glaucoma valve (AGV). 
By channeling aqueous from the anterior chamber through such a 
lengthy tube to an equatorial plate, which thus promotes bleb growth, 
these devices provide alternate aqueous pathways30. 

In 21 uveitic glaucoma eyes, Da Mata et al. examined the safety and 
effectiveness of the Ahmed glaucoma valve. Among the uveitic entities 
examined were juvenile rheumatoid arthritis, idiopathic anterior 
uveitis, herpes simplex virus, HLA-B27-associated uveitis, sarcoidosis, 
and congenital syphilis. Surgery was performed while the uveitis was 
under control, despite the fact that full quiescence had been obtained26. 
Prior to surgery, oral prednisolone 1 mg/kg/day was administered until 
the uveitis stopped acting. Oral steroids were reduced during a 4-week 
period after surgery. No eyes had worsened in vision after two years, 
and the average intraocular pressure was 11.6 3.8 mmHg. Although 
anterior uveitis was present in the majority of eyes (80.9%), the high 
prevalence of subsequent operations (52%), which was employed 
in their research, may help to explain the aggressive uveitis therapy 
strategy that produced positive visual and clinical results26. 

Over a 4-year period, Papadaki et al. examined the long-term impact of 
AGV in 60 eyes with UG. Anterior uveitis affected 60% of the included 
eyes, panuveitis affected 35%, intermediate uveitis affected 3%, and 
posterior uveitis affected 1%. As necessary, the perioperative uveitis 
control (PUC) regimen was used. Three days before surgery, 1 mg/
kg/day of oral prednisolone was tapered over 30 days postoperatively. 
Before surgery, 1% prednisolone acetate was applied to the skin 
eight times per day for two days. A combined glaucoma operation 
with pars plana vitrectomy, penetrating keratoplasty, intraocular lens 
explantation, or anterior vitrectomy was required in 43 percent of the 
eyes32. At 1 and 4 years, the control of intraocular pressure without 
severe complications was 57% and 39%, respectively. The study 
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concluded that the Ahmed glaucoma valve was relatively effective in 
uveitic glaucoma and that the use of glaucoma medications improved 
long-term success rates. Given the high rate of panuveitis and combined 
surgical interventions among operated eyes, tighter and longer-term 
uveitis control could have improved success rates32. 

Trabeculectomy with intraoperative 5-fluorouracil or mitomycin-C 
applications is a relatively effective therapy for patients with secondary 
glaucoma who have failed medical management33. Several procedures 
have been performed on uveitic patients with persistent glaucoma, 
including trabeculectomy, glaucoma drainage implantable devices, 
ciliary body destructive operations, and angle surgeries34, 35.

Vitreo-retinal surgery in uveitis: Posterior uveitis can be focal, 
multifocal, or diffuse, affecting structures in the posterior segment such 
as the choroid, retina, retinal blood vessels, and optic nerve head. In 
terms of etiology, the entities can be infective or non-infective. The 
differential diagnosis of posterior uveitis is broad. Once the diagnosis 
of posterior uveitis has been confirmed, the next critical step is to 
determine the extent of the inflammation's involvement. A thorough 
diagnostic work-up is necessary, with the patient's signs and symptoms, 
the history of the presenting complaints, and a clinical examination 
serving as guides. Pars plana vitrectomy (PPV) has long been utilized 
to manage various types of uveitis because it allows for detailed fundus 
evaluation during surgery36, 37. 

In the treatment of patients with uveitis, pars plana vitrectomy is 
increasingly used for both diagnostic and therapeutic purposes. The 
indications can be divided into three categories: diagnostic pars plana 
vitrectomy, therapeutic pars plana vitrectomy, and both indications 
combined38. Even though epiretinal membrane (ERM) is common 
within uveitis, the membrane seen on ultrasound was only in the 
vitreous cavity due to the vitreous's dense opacity and did not involve 
the retina. They were unable to perform optical coherence tomography 
(OCT) due to the dense vitreous opacity in Muthie et al.'s case report. 
Optical coherence tomography can help confirm the presence of 
epiretinal membranes and distinguish inflammatory macular edema 
from that brought on by vitreomacular traction, identifying cases that 
are more likely to respond to surgical treatment39. 

Epiretinal membranes associated with uveitis appear to differ in 
cellular composition from idiopathic ERM, implying that they could 
emerge through a distinct pathogenic mechanism. In the case report 
by Muthie et al., spectral domain OCT revealed a normal retinal 
surface on the right eye39, 40. Vitrectomy is the best choice for uveitis 
with unusual clinical manifestations. It is also performed for uveitis 
that does not respond to empirical treatment with corticosteroids or 
immunosuppressants, as well as for rapidly progressing disease with 
an inconclusive non-invasive work-up or if there is a strong suspicion 
of malignancy7.

To obtain the best visualization of the fundus, the vitrectomy technique 
employs standard three-port vitrectomy, which is preferable when 
performing combined therapeutic and diagnostic vitrectomy. This 
method also allows for better intraocular medication diffusion and 
yields more vitreous samples for analysis39, 41. Previous research has 
shown that vitrectomy without the 3-month inactivity rule can be 
successful. The use of adjunctive anti-metabolites intra-operatively as 
well as proper perioperative uveitis control are two ways to improve the 
chances of long-term success for uveitis patients undergoing surgery 
without the need for a 3-month inactivity27, 29, 42, 43. In the presence of 
medial opacity or hypotony, preoperative ancillary assessment may 
also include B-scan ultrasound imaging or ultrasonic biomicroscopy 
to detect underlying chorio-retinal pathological changes, including 

exudative retinal or choroidal disassociation, and cyclitic membranes, 
which may influence the surgical plan7, 41.

Surgical Management of Uveitis in Children: Geographic, 
environmental, and socioeconomic variables all play a role in the 
etiology of uveitis in children. Certain endemic locations have 
documented a specific type of granulomatous anterior uveitis with a 
white anterior chamber granuloma. After being exposed to canal water, 
it usually affects youngsters in rural regions44. Many efforts have been 
made to determine the cause of such lesions. In recent investigations, 
molecular evidence of a digenetic trematode has been described as a 
source of such unusual inflammation45, 46.

Uveitis in children is frequently misdiagnosed during standard pediatric 
physical examinations and is difficult to identify and treat because 
children are often unwilling to cooperate or disclose symptoms47. Some 
disorders, as with juvenile idiopathic arthritis (JIA)-associated uveitis, 
may not appear with symptoms common in adults, such as discomfort, 
photophobia, or redness, but rather with a white, quiet eye1.

Complications may occur and result in visual impairment caused by 
structural complications in up to 34 percent of cases at the time of 
the first diagnosis only at the initial eye examination, with the risk of 
complications increasing to 69 percent of the overall cases six months 
after diagnosis, given the possibility for children to have a lengthy 
period of illness prior to the recognition of uveitis48, 49. Cataracts are a 
frequent consequence of juvenile uveitis and can impair vision because 
intraocular inflammation as well as topical corticosteroid usage can 
aggravate lens clouding. Another common anterior segment issue is 
band keratopathy (calcium deposits upon that cornea), which can span 
the central visual axis and cause vision impairment49.

Synechiae can also arise because of ocular inflammation as peripheral 
anterior synechiae (adhesions from the iris to the trabecular meshwork) 
or posterior synechiae (adhesions from the iris to the posterior lens 
capsule), potentially resulting in secondary angle closure glaucoma50. 
Continuous monitoring of intraocular pressure is essential in all 
uveitic patients because they are predisposed to secondary glaucoma 
due to inflammation and persistent corticosteroid treatment. On the 
other hand, ciliary body shutdown can cause ocular hypotony (low 
intraocular pressure), resulting in poor visual results. Cystoid macular 
edema is a frequent problem in the posterior region that can result in 
diminished central visual acuity1, 50.

When specific problems arise, medical treatment is ineffective and 
surgical intervention is necessary. Individuals with severe cataracts 
have the option of cataract surgery. However, deciding whether 
or not to implant an intraocular lens is a difficult decision because 
intraocular lens insertion may be associated with additional posterior 
synechiae formation, intraocular lens subluxation with pupillary 
seclusion, chronic inflammation, and pain if the patient's inflammation 
is not treated perioperatively. If cataract surgery is necessary, 
ophthalmologists should not proceed until at least three months have 
passed since intraocular inflammation has been shown to be at rest1, 51.

In pediatric uveitis and glaucoma, many surgical treatments 
are reported. Angle operations, fistulizing surgical procedures, 
glaucoma drainage implants (GDI), as well as cyclodestructive and 
cyclophotocoagulation (CPC) operations, are the four types of surgical 
interventions. The purpose of an angle operation is to allow aqueous 
fluid to enter Schlemm's canal more easily. The first chamber angle 
surgical procedure reported is trabeculodialysis, which is conducted 
at the level of the Schwalbe's line52. At the time of goniotomy, the 
anterior trabecular meshwork is incised right below Schwalbe's line 
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with a knife or needle, while the chamber angle is directly seen with a 
gonioscopy lens. A goniotomy is typically conducted over 4 to 5 hours, 
and it can be redone (extended to more hours)53.

Surgery is difficult due to the patients' young age and the accompanying 
uveitis. Due to a varied response to surgery and medicine, the 
requirement for general anesthesia, and the frequently difficult 
cooperation during pre- and post-op examinations, the young age itself 
is a crucial component of care. Furthermore, it is critical to manage 
the underlying uveitis as well as possible, as active uveitis may result 
in early surgery failure54. The compromised trabecular meshwork, 
along with ciliary body dysfunction induced by chronic uveitis and/or 
past intraocular pressure-lowering therapies, exacerbates the delicate 
balance between ocular hypertension and hypotony52. 

In difficult instances with a miotic pupil, the presence of cyclitic 
membranes, and extensive vitreous opacities, surgical procedures 
such as pars plana vitrectomy plus lensectomy may be explored55. 
Pars planitis may necessitate surgical intervention by pars plana 
vitrectomy for epiretinal membrane development, vitreous opacity, and 
tractional retinal detachment56. If medication therapy fails to manage 
juvenile uveitic glaucoma, goniosurgery and glaucoma draining 
device implantation (e.g., tube shunt) may be necessary to establish 
long-term intraocular pressure control and avoid glaucomatous visual 
neuropathy57.

Surgical Management of Fuchs Uveitis Syndrome: Fuchs 
uveitis syndrome (FUS) is a persistent, generally unilateral, mild 
inflammatory condition that mostly affects the anterior uvea with 
vitreous58. The majority of FUS patients are diagnosed during a normal 
ophthalmological examination in their 3rd or 4th decade of life, 
regardless of gender. Fuchs uveitis syndrome often affects one eye, 
resulting in iris heterochromia but no ocular discomfort or pain59-61. 

Cataract and glaucoma are the most common sequelae of FUS; however, 
because of the success of cataract surgery, glaucoma is regarded as 
the more dangerous condition. In the early stages, intraocular pressure 
increases in these individuals are frequently intermittent and subacute, 
and they may react to topical corticosteroids62, 63. Cataract is the most 
prevalent complication in Fuchs uveitis eyes and has been documented 
to occur at significant rates of up to 90.7 percent. The most commonly 
used surgical treatments for uveitis patients are phacoemulsification 
and foldable intraocular lens implantation64.

The correct intraocular lens materials and design are also critical 
factors in cataract surgery results. Several studies have been 
conducted to explore the biocompatibility of various intraocular lens 
designs and materials in uveitis patients. An implanted intraocular 
lens has a biological influence on the uveal and capsular regions65, 

66. Later, Bhargava and colleagues examined the efficacy and safety 
of phacoemulsification as well as small incisional manual cataract 
surgery 'SICS' to treat cataract in Fuchs uveitis syndrome patients and 
discovered that both methods achieved satisfactory visual results with 
a low risk of complications. These studies found that SICS was a viable 
and cost-effective procedure for subcontinental nations with restricted 
access to phacoemulsification since it reduced instrumentation and 
surgical time21, 67.

The Fuchs uveitis syndrome causes glaucoma, which is frequently 
unresponsive to medical care, laser therapy, and surgical procedures. 
Trabeculectomy with surgical mitomycin C is the preferred surgical 
method. Ahmed glaucoma valve drainage devices perform better than 
trabeculectomy in the treatment of glaucoma due to Fuchs uveitis 
syndrome68, 69. Several possible causes for the rise in intraocular pressure 

have been proposed, including recurrent hyphema, neovascularization 
of the angle, marginal anterior synechiae, trabeculitis, trabecular 
sclerosis, the breakdown of the Schlemm's canal, steroid treatment, 
and cataract extraction, but no single and obvious cause can usually 
be found62, 70.

Few studies have described the treatment of glaucoma in Fuchs uveitis 
syndrome and found that medical care was insufficient. According 
to Liesegang's research, 66 percent of individuals with secondary 
glaucoma needed surgical intervention. La Hey and colleagues, as 
well as Jones, revealed in Fuchs uveitis syndrome that medical therapy 
failed in 73% and 55.5 percent of the patients, respectively71-74.

Melamed et al. examined uveitis patient records and discovered 
that Fuchs uveitis syndrome was responsible for 19% of subsequent 
glaucoma cases. Despite medicinal and surgical treatment, one-third 
of patients had progressive field of vision loss as well as optic nerve 
damage, indicating that glaucoma is an underestimated, vision-
threatening consequence in individuals with uveitis. Another study 
found that trabeculectomy without adjuvant antimetabolites had 
a 54% success rate in patients with uveitis after five years75, 76. Ab 
externo trabeculotomy has been shown to be beneficial in lowering 
intraocular pressure in uveitic glaucoma; nevertheless, the failure rate 
in individuals with FUS was much greater than in other uveitides77. 

In Towler's study, with extra intraoperative 5-fluorouracil, effective 
filtration was accomplished in 67 percent of eyes 5 years following 
trabeculectomy. According to those study findings, the cumulative 
likelihood of success in FUS patients who had trabeculectomy with 
mitomycin C was 90.9 percent in one year and 62.3 percent in four 
years78, 79. Similarly, Ye and Jiang reported 92.3 percent success in 
mitomycin C trabeculectomy for FUS and subsequent glaucoma; 
nevertheless, no evident benefits of mitomycin C over 5-fluorouracil 
appear. Esfandiari and colleagues examined the outcomes of Ahmed 
glaucoma valve implantation and primary mitomycin C in a cohort of 
patients with FUS-related glaucoma80, 81. 

They determined that the Ahmed glaucoma valve had a considerably 
greater rate of success than trabeculectomy, and that patients required 
fewer drugs to treat their FUS-associated glaucoma. A retrospective 
cohort study, on the other hand, found that trabeculectomy 
outperformed the Ahmed glaucoma valve in the surgical therapy of 
secondary glaucoma in Fuchs uveitis syndrome patients. To gain a 
better understanding of the operative outcome of glaucoma surgery, 
randomized control studies with a longer length of follow-up are 
required62. As previous research has shown, glaucoma with FUS 
is frequently resistant to medicinal therapy, necessitating surgical 
intervention to reduce the IOP. Liesegang reported adequate IOP 
control after one operation (usual trabeculectomy without mitomycin 
C) in 12 of 21 patients (57 percent)71, 74.

La Hey and colleagues observed that after a mean follow-up of 26 
months (about 2 years), surgical intervention (mainly trabeculectomies) 
was able to reduce intraocular pressure in 72 percent of patients71, 72, 74.

Surgical Management of Juvenile Idiopathic Arthritis-Associated 
Uveitis: Juvenile idiopathic arthritis (JIA) is by far the most prevalent 
chronic inflammatory rheumatic disease in children and adolescence, 
as well as the most often associated systemic illness in pediatric 
uveitis82-84. It is a clinically separate category of persistent non-
infectious idiopathic arthritides that begin before the age of 16 and 
continue for at least 6 weeks (about 1 and a half months)85, 86. Uveitis 
is the most common extra-articular symptom of juvenile idiopathic 
arthritis and has the potential to be one of the most destructive. Juvenile 
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idiopathic arthritis-associated uveitis (JIA-U) generally presents like 
an asymptomatic bilateral anterior non-granulomatous chronic uveitis 
of rapid onset87-89.

However, the most prevalent sign of enthesitis-related arthritis (ERA), 
a subgroup of juvenile idiopathic arthritis, is acute anterior solitary 
or alternating uveitis with a red and sore eye85. In most situations, 
arthritis comes before uveitis, although in around 10% of cases, uveitis 
comes first. This condition is a significant burden in ophthalmological 
practice because up to 80 percent of pediatric uveitides are related to 
JIA, and all juvenile idiopathic arthritis patients without uveitis need 
frequent ophthalmological monitoring for many years90. Younger age 
upon juvenile idiopathic arthritis diagnosis, shorter period of illness, 
female gender, oligoarticular subtype of disease, and anti-nuclear 
antibody ‘ANA' positivity are known risk factors for uveitis in juvenile 
idiopathic arthritis patients83, 91, 92.

A recent study found that an increased erythrocyte sedimentation rate 
predicts the development of uveitis. In terms of the clinical history, 
male gender, uveitis anterior to arthritis, and the existence of ocular 
structural problems during the first ophthalmological screening have 
all been recognized as risk factors for a poor prognosis93, 94. In addition 
to medication therapy, surgical care is required to predict possible 
structural issues such as cataracts and glaucoma. These guidelines, 
however, are confined to screening, follow-up techniques, and medical 
care. There are very few recommendations for pediatric non-infectious 
non-juvenile idiopathic arthritis-associated uveitis87, 95. When 
ocular surgery is required (for example, cataract surgery, glaucoma 
surgery, or others), peri-operative extra therapy (usually steroids to 
be supplied before, during, and/or after surgery) must be carefully 
managed between the ophthalmologist and pediatric rheumatologist. 
Furthermore, systemic immunosuppression, including biologics, 
should not be discontinued prior to eye surgery83.

SUMMARY
It is conceivable, and even anticipated, to obtain successful visual 
results after different uveitis procedures. Predictability has improved, 
mostly due to doctors' increased understanding of uveitis. Pre-operative 
variables include effective patient selection and counseling, as well 
as pre-operative inflammation management. Chronic inflammation, 
even at modest levels, can cause irreversible damage to the retina and 
optic nerve, making inflammatory management both pre-operatively 
and post-operatively essential. Cataract is a typical issue in uveitis 
that needs specific attention and treatment. Its therapy in uveitic eyes 
necessitates a thorough preoperative examination, meticulous surgical 
technique, and close attention to postoperative problems. After cataract 
extraction, good results can be obtained if peri-operative inflammation 
is effectively treated and close postoperative surveillance is maintained.

When compared to individuals with primary open-angle glaucoma, 
uveitic glaucoma patients are younger, have higher intraocular pressure 
levels, and may have a systemic etiology. An underlying systemic 
etiology should be addressed in patients with recurrent or chronic 
uveitis. A diagnosis requires a direct history, physical findings, and 
further testing. All uveitic glaucoma patients should have a gonioscopy, 
full blood work, and syphilis serology done, as well as a thorough 
eye examination. When medical therapy fails, surgical intervention 
is required. Age, past ocular operations, inflammatory conditions, 
conjunctival scars, and post-operative intraocular pressure objectives 
all influence surgical options. While most instances of uveitis may be 
treated medically, prompt referral for surgical surgery is necessary 
since glaucoma is the most visually damaging consequence of uveitis.

Vitrectomy is an effective treatment for vitreoretinal problems caused 
by uveitis; in this case, vitrectomy was advantageous for both diagnostic 
purposes and visual rehabilitation. The diagnosis and therapy of 
juvenile uveitis are complicated, and the doctor has several problems. 
Children might appear with no symptoms and frequently have a history 
of chronic and recurring illnesses.

To minimize long-term problems resulting in vision impairment, 
prompt identification and transfer to steroid-free immunosuppressive 
medication are crucial. In monitoring juvenile patients through the 
care of such a vision-threatening ocular condition, a multidisciplinary 
approach combining the ophthalmologist and rheumatologist is crucial. 
Early management of postoperative problems, including inflammation 
and glaucoma, has also led to better results. Several problems remain 
unsolved, particularly in the domain of pediatric uveitis with cataract, 
which continues to challenge ophthalmologists to perfect surgical 
technique and seek novel treatments.
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