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Abstract

Objectives: To evaluate the current practices in uveitic cataract surgery 
based on expert opinions and identify areas of agreement and divergence.

Materials and Methods: A descriptive, cross-sectional expert survey 
was conducted among tertiary referral centers and university hospitals in 
Türkiye. A structured 10-item questionnaire was electronically distributed 
to uveitis specialists who had at least 5 years of experience in uveitis, 
were in active clinical practice, and managed at least 50 uveitic cataract 
cases per year. The questionnaire addressed preoperative preparation, 
intraoperative approach, and postoperative management. Multiple answers 
were permitted. Descriptive statistics were used for analysis. The terms 
“strong consensus”, “consensus”, and “divergence” were used to categorize 
levels of agreement.

Results: Strong consensus was observed for a 3-month inflammation-
free period before surgery (85%, 17/20), continuation of conventional 
immunosuppressants without dose adjustment (95%, 19/20), and 
preference for hydrophobic acrylic intraocular lenses in uveitis associated 
with juvenile idiopathic arthritis (80%, 16/20). In postoperative 
management, 80% (16/20) tapered topical steroids within 4-6 weeks. 
For biologic therapies, 75% (15/20) adjusted surgical timing based on 
pharmacodynamic half-life. Preoperative topical steroid strategies showed 
divergence, with no dominant protocol. Steroid coverage strategies were 
practiced differentially; 65% (13/20) relied on topical steroids alone in 
anterior uveitis, while 60% (12/20) used intravenous steroids for posterior/
panuveitis. Non-steroidal anti-inflammatory drug use for macular edema 

Introduction
Cataract is a frequent and vision-threatening complication 

of uveitis, resulting from chronic/recurrent intraocular 
inflammation and prolonged corticosteroid exposure.1,2 In uveitic 
patients, cataract impairs visual acuity and limits the clinician’s 
ability to evaluate the posterior segment, thereby complicating 
imaging and therapeutic monitoring.3

Technological advancements in cataract surgery and 
improved perioperative control of inflammation have made 
uveitic cataract surgery increasingly safe and successful. 
Nevertheless, perioperative management poses a series of unique 
challenges due to the need for aggressive control of inflammation 
while minimizing treatment-related complications. Especially 
in patients receiving systemic immunosuppressants or biological 
agents, surgical timing and perioperative immunomodulatory 
strategies require a careful balance, with adequate suppression to 
prevent intraocular inflammation but awareness of the increased 
risks of infection and delayed tissue healing.1,4 The attainment 
of a favorable outcome is based on thorough preoperative 
management, individualized approaches tailored to the patient, 
a precise and uncomplicated surgery, and postoperative control 
of complications.4,5

Cataract surgery in uveitis requires an individualized 
approach. The heterogeneity of uveitic entities and ongoing 
medical treatments and the varying severity of inflammation and 
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prophylaxis varied widely, and recurrence management involved systemic 
steroids (70%, 14/20), periocular injections (55%, 11/20), or intravitreal 
therapy (40%, 8/20).

Conclusion: Expert consensus highlights standardized perioperative 
strategies in uveitic cataract care. However, considerable variation persists 
in several key areas, emphasizing the need for further research. Personalized 
approaches remain crucial.
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other associated ocular and systemic factors make it difficult to 
establish a universal strategy. While general recommendations 
exist, there is no globally accepted guideline for perioperative 
management. In daily practice, management depends on 
individual patient characteristics and clinician experience.1,4,5,6 
Given the relatively small number of ophthalmologists 
specializing in uveitis, expert opinion is particularly valuable in 
defining best practices for this patient group.

This study aimed to evaluate the real-world clinical decision-
making process regarding perioperative management strategies 
for uveitic cataract surgery in Türkiye, focusing on preoperative, 
intraoperative, and postoperative practices. Identifying areas of 
consensus and divergence is expected to contribute to a deeper 
understanding of the factors influencing surgical planning and 
postoperative management.

Materials and Methods

This descriptive, cross-sectional study was conducted with 
experienced ophthalmologists managing uveitic patients in 
Türkiye to evaluate real-life perioperative management practices 
in uveitic cataract surgery. Ethical approval was not required 
and the study complied with the tenets of the Declaration of 
Helsinki. 

The questionnaire was administered in Turkish to ensure 
clarity and accessibility and consisted of 10 multiple-choice 
questions carefully designed to assess different aspects of 
perioperative management. Questions 1-6 addressed preoperative 
management, question 7 focused on intraocular lens (IOL) 
preferences, and questions 8-10 covered postoperative strategies. 
The complete questionnaire is available as Supplementary 
Material 1. The questionnaire was reviewed and validated by 
two uvea specialists (C.A. and B.Y.O.) to ensure content relevance 
and clarity.

Participants were selected based on the criteria of having at 
least 5 years of experience in uveitis management, being actively 
engaged in clinical practice in Türkiye, and performing at least 
50 uveitic cataract surgeries per year. All respondents were 
certified specialists, predominantly working in tertiary referral 
hospitals or university clinics.

The survey was administered electronically via the 
SurveyMonkey electronic platform and distributed through 
electronic communication channels, including professional 
networks and targeted email invitations. To reflect the diversity 
of real-world practices, participants were allowed to select 
multiple answers for each question.

Responses were collected anonymously over a defined period 
(February 1-28, 2025). No personal or institutional identifiers 
were obtained, and participation was voluntary.

Statistical Analysis
The survey responses were compiled and analyzed using 

Microsoft Excel and SPSS for Mac version 23.0 (IBM Crop., 
Armonk, NY, USA). Descriptive statistics were used to summarize 
response frequencies and percentages for each question. Based on 
response rates, areas of consensus and divergence were identified 

to highlight patterns of practice in perioperative management 
(Table 1). 

Results

The study questionnaire was distributed to 25 uveitis 
specialists meeting the selection criteria and was completed by 
20 of them (80% return rate). 

The distribution of responses to questions 1-6 regarding 
preoperative management along with their respective percentages 
are presented in Table 2.

Table 1. Consensus definitions used in the study

Classification Definition

Strong consensus
≥75% of participants selected the same response 
AND ≥20% difference from the next best option

Consensus
60-74% of participants selected the same 
response AND ≥15% between the two most 
selected answers

Divergence
Either 50-59% selected the same response OR 
<15% difference between the two most selected 
answers

Table 2. Preoperative strategies and response distribution

Question Option % (n)

Q1. Preoperative 
inflammation-free 
period

3 months 85% (17)

6 months 15% (3)

Patient-dependent 15% (3)

Q2. Preoperative 
topical steroids

1-3 days before, 3-5 drops/day 35% (7)

1-3 weeks before, 3-5 drops/day 30% (6)

Not used 35% (7)

1-3 days before, hourly 20% (4)

1-3 weeks before, hourly 30% (6)

Q3. Steroid 
coverage (anterior 
uveitis)

Topical only 65% (13)

IV steroid on surgery day 10% (2)

Increase preop systemic dose 20% (4)

Add systemic postop 10% (2)

Not applied 30% (6)

Q4. Steroid 
coverage 
(posterior/
panuveitis)

IV steroid on surgery day 60% (12)

Increase preop systemic dose 40% (8)

Add systemic postop 25% (5)

Topical only 10% (2)

Not applied 15% (3)

Q5. Conventional 
IST before surgery

Continue without change 95% (19)

Increase dose 5% (1)

Q6. Biologic agent 
management

Time surgery to half-life 75% (15)

Do not interrupt 45% (9)

Skip one dose 15% (3)

IST: Immunosuppressive therapy, IV: Intravenous, Q: Question, n: Number of responses of 
participants. The option with the highest rate of selection is marked in bold
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The survey included only a single question concerning 
intraoperative management. This question focused on IOL 
selection in patients with juvenile idiopathic arthritis (JIA)-
associated uveitis. The respondents preferred the implantation of 
a hydrophobic acrylic IOL (80%, 16/20). A smaller proportion 
of specialists preferred deferring IOL implantation to a second 
session (20%, 4/20), while only 10% (2/20) reported using 
hydrophilic lenses. 

The distribution of the responses to questions 8-10, which 
focused on postoperative anti-inflammatory strategies, are shown 
in Table 3.

Table 4 summarizes the survey results based on the predefined 
classification criteria for consensus and divergence.

Discussion

Uveitic cataract surgery represents a highly complex 
intersection of cataract and inflammatory disease management, 
challenging even the most experienced surgeons. Unlike senile 

cataracts, the perioperative management of uveitic cataracts is 
highly individualized. The management is dependent on the 
underlying etiology of uveitis, anatomical complications, and 
the systemic immunosuppressive therapy (IST) received by 
the patient.7 The current guidelines provide limited specific 
recommendations, leaving the majority of decisions to the 
discretion of the managing clinician. In this context, the present 
survey-based study provides valuable insight into real-world 
clinical preferences and highlights areas of consensus among 
ophthalmologists experienced in uveitic cataract. These findings 
aimed to provide a basis for future controlled studies on areas of 
divergence.

Question 1 focused on the inflammation-free period before 
surgery. According to the survey results, 85% of the experts 
recommended a 3-month quiescent period. This finding is 
broadly consistent with the common view in the literature. 
Numerous studies have emphasized the importance of quiescence 
of inflammation for a period of at least 3 months prior to cataract 
surgery.5,7,8,9,10 It is hypothesized that this period is conducive to 
a reduction in postoperative complications, particularly cystoid 
macular edema (CME).9,11 In an expert survey conducted by 
International Uveitis Study Group (IUSG), 70% of respondents 
preferred 3 months, while 11% indicated a tendency to wait 
longer (e.g., 6 months).12 In a study conducted on pediatric 
uveitis patients, the shortest inflammation-free period was 
reported to be 6 months, and this was found to be safe.13 
However, some studies suggest that surgery may be considered 
in patients with recurrent or chronic uveitis during a “window 
of opportunity” when inflammation is better controlled.14 The 
etiology of uveitis is also a significant factor in this decision-
making process. Patients diagnosed with Fuchs uveitic syndrome 
were reported to have a favorable prognosis following cataract 
surgery, even when the anterior chamber reaction is not fully 
controlled.15 A study on the outcomes of cataract surgery in 
patients diagnosed with Vogt-Koyanagi-Harada disease found 
no significant difference in postoperative outcomes between a 
1-month or 3-month inflammation-free period before surgery.16 
Although the literature on this subject is based primarily on 
expert opinion, a recent study showed that longer quiescence 
periods, such as 30, 60 or 90 days, significantly reduced the risk 
of recurrence within the first 90 days.10

Table 3. Postoperative strategies and response distribution

Question Option % (n)

Q8. Tapering topical 
steroids

4-6 weeks 80% (16)

3 months 35% (7)

6 months 5% (1)

Q9. NSAID for CME 
prophylaxis

Postop only (1 month) 45% (9)

Not used 35% (7)

1 week preop 20% (4)

1-3 days preop 5% (1)

Q10. Postop 
recurrence 
management

Add systemic steroid 70% (14)

Periocular steroid 55% (11)

Intravitreal steroid 40% (8)

Increase topical + add 
systemic

35% (7)

Increase IS dose 20% (4)

Add new IS agent 15% (3)

Increase topical only 5% (1)

CME: Cystoid macular edema, NSAID: Non-steroidal anti-inflammatory drug, Preop: 
Preoperative, Postop: Postoperative, IS: Immunosuppressive, Q: Question, n: number of 
responses from participants. The option with the highest rate of selection is marked in bold

Table 4. Survey results categorized by consensus classification*

Strong consensus Consensus Divergence

Q1: 3-month inflammation-free period preoperatively 
(85%)

Q3: Topical-only for anterior uveitis (65%) Q2: Preoperative topical steroid regimens (mixed)

Q5: Continue conventional IST unchanged (95%)
Q4: IV steroid on surgery day for posterior/
panuveitis (60%)

Q9: NSAID use for CME prophylaxis (varied 
approaches)

Q7: Hydrophobic acrylic IOL for JIA (80%) Q6: Time surgery with biologic half-life (75%)
Q10: Postop recurrence strategies (no dominant 
choice)

Q8: Taper topical steroids in 4-6 weeks (80%)

*Strong consensus was defined as ≥75% agreement with at least a 20% margin from the next response, consensus was defined as 60-74% agreement with a 15% margin, and responses without a 
clear majority or with <15% margin were considered divergent
CME: Cystoid macular edema, IOL: Intraocular lens, IST: Immunosuppressive therapy, IV: Intravenous, JIA: Juvenile idiopathic arthritis, NSAID: Non-steroidal anti-inflammatory drug, Q: Question
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Question 2 focused on preoperative topical steroid regimen 
preferences. The responses demonstrated significant variability, 
with no dominant protocol emerging. This finding aligns with 
recent observations in the literature.8,17 While the administration 
of topical steroids prior to surgery is common practice, there 
is no standardized protocol concerning dosage, frequency, or 
duration.14 Different regimens have been described in previous 
studies, including every hour on the day before, 8 to 12 times a 
day for 2 days before, 4 times daily for 72 hours before, and 3, 4, 
5, or 6 times a day for 1 week before surgery.1,4,5,18,19,20,21,22,23 This 
diversity is reflected in the distribution of survey results and the 
variation in practice. The current literature lacks clear, high-level 
evidence-based guidance on this topic.12 

Question 3 addressed the use of steroid coverage strategies 
for the management of anterior uveitis. A moderate consensus 
emerged, with 65% of experts preferring management with 
topical steroids alone in patients with anterior uveitis. This 
finding aligns with the established principle that preoperative 
regimens should be adapted according to the anatomical 
classification of uveitis and the severity of disease.8 Some reports 
suggest that topical steroid use alone may be sufficient in patients 
with inactive isolated anterior uveitis or where inflammation is 
controlled with topical treatment alone, as stated above.1,8,17 
Conversely, in more complex or severe cases (posterior/panuveitis, 
persistent inflammation, high-risk patients), the necessity of 
systemic steroids or other immunosuppressives is emphasized.5,8 
The 30% of participants who reported not using a preoperative 
steroid coverage strategy may be indicative of the view that 
in very mild or single-episode cases, no additional steroid 
protection is required.

Question 4 addressed steroid coverage strategies in cases 
of posterior/panuveitis. The survey results indicated that 60% 
of the experts favored the administration of intravenous (IV) 
steroids on the day of surgery, 40% preferred preoperative 
systemic dose escalation, 25% preferred postoperative systemic 
supplementation, 10% preferred topical treatment alone, and 
15% used no additional treatment. As stated in the discussion 
of question 3, the type and severity of uveitis are crucial factors, 
and more intensive preoperative steroid prophylaxis may be 
necessary in high-risk uveitis cases with severe inflammation, 
such as panuveitis, or those prone to aggressive postoperative 
inflammation.5,8 Various protocols have been proposed in the 
literature: 1 g IV methylprednisolone daily for 3 days prior to 
surgery, a single dose of IV methylprednisolone (15 mg/kg) half 
an hour before surgery, or oral prednisolone (0.5-1 mg/kg/day) 
started up to 2 weeks prior to surgery and then tapered.5,8,9,18,22,24 
In one study, a 2-week preoperative course of oral prednisolone 
was found to be more efficacious in recovering blood aqueous 
barrier function than a single dose of IV methylprednisolone.25 
The IUSG expert survey similarly demonstrated that preoperative 
systemic corticosteroid escalation is common (76%), but there is 
variation in dosage and timing.12 Considering this variation, 
the 60% consensus in the present study suggests that the 
indicated IV regimen is a common preference, though there are 

alternative approaches in the literature that are considered valid 
or equivalent. 

Question 5 assessed views on adjusting conventional IST 
preoperatively. The survey revealed a strong consensus among 
experts, with 95% expressing their agreement that conventional 
IST should be maintained without any alteration in dosage. 
This result is consistent with the literature, which states 
that uveitic patients who are scheduled to undergo cataract 
surgery, particularly those exhibiting no inflammatory activity, 
should continue their current maintenance immunosuppressive 
regimen.5,8

Question 6 addressed the management of perioperative 
biologic agents. The majority of experts (75%) preferred to 
adjust the timing of surgery according to half-life, with 45% 
stating they did not interrupt treatment and 15% preferring 
to skip a dose. Biological agents are used in cases of severe or 
refractory uveitis.5,24 The most critical prerequisite for cataract 
surgery is the quiescence of inflammation, and biological agents 
are a part of this suppression.9,22 There is an absence of detailed 
protocols in the literature regarding the adjustment of surgical 
timing according to the specific half-life of biological agents. 
Nonetheless, expert opinion suggests that pharmacokinetic 
profiles are considered during surgical planning. The objective 
is presumably to identify the window in which the biological 
agent’s efficacy is at its zenith, during which the probability 
of surgical stress-induced inflammation is lower. The 45% 
preference for not interrupting treatment is consistent with the 
general principle of maintaining systemic immunomodulation 
to reduce the risk of flare.5,8 Our findings point to the increasing 
role of biological agents in uveitis management and a more 
sophisticated surgical decision-making process based on their 
properties. 

Question 7 addressed IOL preferences in JIA-associated 
uveitis, a subgroup with a high risk of postoperative 
complications.2 In the present survey, 80% of respondents 
reported a preference for hydrophobic acrylic IOLs, while 
20% opted to defer IOL implantation and 10% preferred 
hydrophilic IOLs. IOL implantation in JIA cases has historically 
been the subject of controversy, with aphakia frequently being 
favoured.1,5,21 Nevertheless, contemporary approaches indicate 
that IOL implantation in this group can be both feasible 
and successful when perioperative inflammation is stringently 
controlled.13,21,26 In a study focusing on JIA-associated uveitic 
cataract, favorable visual outcomes were reported in patients who 
were quiescent for a period of at least 6 months preoperatively.13 
Comparative studies on IOL materials have generally focused 
on uveitic eyes as a whole rather than specifically on JIA. The 
existing literature consistently demonstrates that acrylic lenses 
are associated with lower rates of inflammation, posterior capsular 
opacification, and CME compared to materials such as silicone 
or poly(methyl methacrylate), thus supporting their superior 
biocompatibility.18,27 Direct comparisons have been made between 
hydrophobic and hydrophilic acrylic lenses, with hydrophilic 
IOLs demonstrating slightly higher flare and CME rates. 
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However, other studies have indicated that modern hydrophilic 
acrylic lenses possess satisfactory uveal biocompatibility.23,28 
These findings help explain the predominant preference for 
hydrophobic acrylic IOLs in the current survey. Our results 
are consistent with those of the IUSG survey, in which 71% of 
responders preferred hydrophobic acrylic IOLs.12 The authors 
emphasized that IOL selection in such complex cases is largely 
guided by individual clinical experience, reflecting the perceived 
absence of high-level evidence.12 In brief, the current survey data 
indicate that when inflammation is adequately controlled, IOL 
implantation is widely favored in JIA-associated uveitis, with 
hydrophobic acrylic lenses being the dominant choice among 
experienced clinicians.

Question 8 asked about approaches to tapering topical 
corticosteroids in the postoperative period of uncomplicated 
cataract surgery. A strong consensus was observed, with 80% 
of participants favoring a 4-6 week tapering period. The 
literature highlights the significance of regulating postoperative 
inflammation following cataract surgery in uveitic eyes. The 
severity of postoperative inflammation determines the frequency 
of topical steroid use.4,5,19,20,21 The taper times of topical steroids 
may vary in the literature.19,29 In this context, the 4-6 week period 
in this survey may be consistent with shorter or intermediate 
taper regimens. However, in severe or persistent cases, the use of 
topical steroids over a longer period (3-4 months or 6 months) 
may also be indicated.6,19,28

Question 9 assessed the use of non-steroidal anti-inflammatory 
drug (NSAID) drops for CME prophylaxis in the postoperative 
period. Topical NSAID drops were utilized by 60% (12/20) 
of the participants, with considerable variability in timing 
and duration. Topical NSAID drops play a pivotal role in the 
prevention of CME.30 According to the literature, combination 
therapy (topical steroids + NSAIDs) appears more effective than 
steroids alone in reducing CME risk in severe uveitis.31,32,33 A 
study focusing on postoperative NSAID use in Behçet’s uveitis 
reported reduced inflammation, although CME outcomes were 
not specifically assessed.34 In alignment with current reviews, 
our results confirm that NSAIDs are frequently incorporated 
as adjunctive agents rather than replacements for steroids. 
However, the lack of uniformity in practice patterns suggests a 
need for further evidence-based guidance, particularly regarding 
timing, duration, and indications tailored to disease severity.

The responses to question 10, regarding the preferred 
treatment approaches in immunosuppressed patients with 
posterior/panuveitis recurrence in the postoperative period, 
demonstrate a high level of agreement with extant literature. The 
majority of the experts preferred systemic steroid administration 
(70%) as first-line treatment, followed by periocular (55%) and 
intravitreal (40%) steroid administration. High-dose oral or IV 
corticosteroids remain the cornerstone for managing severe flare-
ups.1,5,6,7,8,11,21,24,25 In severe exacerbations, IV methylprednisolone 
or high-dose oral corticosteroids have been recommended.9,25 
In several studies, periocular steroid administration has been 
emphasized as a potential alternative to systemic steroids.35 
Intravitreal triamcinolone and dexamethasone implants 

were also shown to be effective in controlling postoperative 
inflammation and providing targeted therapy with reduced 
systemic side effects.5,24 It has been hypothesized that intravitreal 
triamcinolone may be more efficacious than orbital floor 
triamcinolone with regard to CME and early inflammation.20 
A comparative study conducted between systemic steroids and 
intravitreal administration revealed comparable outcomes in 
terms of postoperative inflammation control and visual recovery. 
However, intravitreal use was associated with an increase in 
intraocular pressure, while systemic administration was linked 
to the development of CME.19 An alternative approach, which 
was less frequently favored in our study but has a place in the 
literature, involves increasing the dose of existing IST (20%) 
or adding a new agent (15%). It has been documented that 
these options are being considered in cases resistant to steroid 
treatment or those with frequent recurrences.4,21 In light of 
these data, the survey results suggest that multiple routes 
of steroid administration are commonly used in practice for 
the management of recurrence after uveitic cataract surgery, 
but patient-specific and individualized approaches are also an 
integral part of the treatment process.

Study Limitations
This expert-based survey provides valuable insights into 

real-world perioperative strategies in uveitic cataract surgery. 
Nevertheless, this study has limitations. Firstly, the survey 
allowed participants to select multiple response options but did 
not include open-ended questions. While this design facilitates 
the identification of general trends, it limits the ability to 
determine the order of preference, frequency of use, or primary 
strategy employed by each clinician. Furthermore, it potentially 
restricted the reporting of non-conventional or varied approaches 
beyond the scope of the predefined answer choices. Secondly, 
the modest sample size (n=20) may limit the generalizability of 
the findings. This limitation reflects the inherent challenge of 
conducting surveys in highly specialized fields such as uveitis, 
where the pool of qualified respondents is limited. Finally, the 
institutional context (e.g., university hospitals, public referral 
centers, private clinics) was not evaluated as a variable in this 
study. The influence of perioperative decision-making may 
be attributed to variations in institutional resources, local 
treatment protocols, and patient demographics. The absence 
of stratification based on practice setting may have resulted 
in unmeasured confounders, complicating interpretation of 
treatment preferences and observed patterns.

Conclusion

This survey highlights prevailing trends and variations in the 
perioperative management of uveitic cataract surgery, offering 
a structured overview of current practices among experienced 
uveitis specialists. A strong consensus was observed in key areas, 
including the recommended preoperative quiescent period, the 
continuation of conventional IST, and IOL preferences in JIA-
associated uveitis, reflecting shared principles in core decision-
making domains. Conversely, notable divergence was identified 
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in preoperative topical steroid use, NSAID prophylaxis for CME, 
and strategies for managing postoperative recurrences. These 
domains, which are characterized by variability and an absence 
of standardized protocols, may serve as valuable focal points for 
future prospective studies aiming to establish more definitive 
guidelines. While personalized care remains paramount, in the 
absence of universally accepted guidelines, expert consensus 
continues to serve as a critical reference point, supporting the 
refinement of perioperative strategies in this complex and 
nuanced field.
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