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Prospective trials of perioperative management remain limited, but successful  
outcomes can be achieved.

CATARACT SURGERY 
IN PATIENTS WITH 
VITREORETINAL DISEASE 

Cataract surgery in patients 
with vitreoretinal disease 
poses challenges for both 
anterior segment and retinal 
specialists. Level 1 evidence 
regarding the optimal peri-
operative management of 
these patients—including 

those with age-related macular degeneration 
(AMD), diabetic macular edema (DME), and 
uveitis—is unavailable to guide best prac-
tices. Recent studies report that favorable 
outcomes can be achieved, however, and this 
research emphasizes the preoperative control 
of cystoid macular edema and inflammation 
in particular.

UVEITIS
No randomized controlled studies exist to determine 

the optimal perioperative treatment regimen for cataract 
surgery on patients with uveitis. Reflecting this gap, the 
American Academy of Ophthalmology Preferred Practice 
Patterns guidelines state that treatment must be individual-
ized, given each patient’s comorbid systemic disease, the 
expected duration of therapy, and his or her preferences.1

The key to successful outcomes in patients with uveitis 
remains strict preoperative control of inflammation. In gen-
eral, uveitis specialists maintain that inflammation must be 
quiet for at least 3 months prior to cataract extraction, an 
approach that has support in the literature.2 Favorable out-
comes can be achieved in this population. A recent meta-
analysis of 89 studies by Mehta et al found that a visual acu-
ity of 20/40 or better was achieved in 68% of uveitic patients 
undergoing phacoemulsification when inflammation was 
“quiet or mostly quiet” at the time of surgery.3 

The choice of IOL for adults with uveitis remains a matter 
of debate. Leung et al found insufficient evidence to recom-

mend a particular IOL for patients with uveitis in a 2014 
Cochrane Review.4 Mehta et al, however, reported poorer 
outcomes with silicone IOLs, suggesting that other materials 
may be preferable.3 

Counseling is mandatory for patients with uveitis, because 
postoperative complications such as glaucoma, posterior 
capsular opacification, and cystoid macular edema are com-
mon.5,6 Comanagement with a uveitis specialist is advisable.

Figure 1.  Fundus photograph (A) and enhanced depth 

imaging optical coherence tomography (OCT) scan (B) of 

a 59-year-old patient with DME. A report by the DRCR.net 

found that prior treatment for DME or preoperative DME 

increases the risk of center-involving DME postoperatively.7
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DIABETIC MACULAR EDEMA 
The prevention of postoperative DME is imperative for 

achieving favorable outcomes after cataract surgery in dia-
betic patients. In a recent report by the DRCR.net,7 Baker et 
al found that 11% of patients with DME not involving the 
center on OCT developed center-involving DME 16 weeks 
after cataract surgery (Figure 1). Prior treatment for DME 
was associated with an increased risk of postoperative cen-
ter-involving DME (P < .001).

Level 1 evidence regarding the optimal treatment for DME 
prior to and after cataract surgery is unavailable. In patients 
with persistent disease despite consistent antivascular endo-
thelial growth factor (anti-VEGF) or focal laser therapy, no 
data exist to suggest that cataract surgery must be deferred 
until the complete resolution of DME. In our practice, 
patients with center-involving DME are treated until the 
level of edema is deemed stable, based upon OCT findings, 
clinical examination, and visual acuity. Once stable, patients 
are then treated 1 to 2 weeks prior to cataract extraction 
and are reevaluated 4 weeks after the last anti-VEGF treat-
ment. Given the data from the DRCR.net, patients without 
center-involving DME are evaluated 1 month after cataract 
extraction and no later than 16 weeks after cataract surgery 
to assess them for DME occurrence.

Numerous studies have reported a statistically significant 
reduction in postoperative macular edema, stabilization of 
central macular thickness, and better BCVA8-10 when anti-
VEGF treatment is used prior to or at the time of cataract 
surgery in diabetic patients with or without baseline DME. 
Confirmatory data and future research on efficacy, patient 
selection, and the ideal timing of preoperative treatment 
will be of particular interest. Given the available evidence, 
however, the “prophylactic” anti-VEGF treatment of patients 
without center-involving DME cannot be recommended and 
may result in overtreatment.

AGE-RELATED MACULAR DEGENERATION 
Data from large, prospective AMD trials have demonstrated 

good visual acuity results in patients with AMD undergoing 
cataract surgery without increased progression to neovas-
cular AMD. The Age-Related Eye Disease (AREDS) 2 study 
found that visual acuity improved in all AMD disease severity 
groups (P < .0001) 5 years after cataract surgery in 1,232 eyes 
of 793 patients with mild, moderate, severe, noncentral geo-
graphic atrophy, or advanced AMD.11 Similarly, work by the 
AREDS study group found no increased risk of progression to 
neovascular AMD after cataract extraction at 5 years.12 

Also encouraging, recent retrospective studies have not 
shown an increased anti-VEGF treatment burden after 
cataract extraction.13,14 Such data are useful for counseling 
patients regarding the risk of neovascular complications 
after cataract surgery. Prospective studies are needed to 
determine the optimal timing and level of exudative control 

required to maximize cataract surgery outcomes in patients 
with neovascular disease.

POSTERIOR VITREOUS DETACHMENT AND 
RETINAL DETACHMENT

The evolution of posterior vitreous detachment has been 
implicated in pseudophakic rhegmatogenous retinal detach-
ment.15,16 Described risk factors include a history of retinal 
detachment in the fellow eye, a long axial length, lattice 
degeneration, posterior capsular rupture, male gender, and 
younger age.17,18 

Level 1 data regarding the prophylactic treatment of 
peripheral retinal pathology, including lattice degeneration 
and atrophic retinal holes, prior to cataract surgery or after 
an Nd:YAG laser capsulotomy are unavailable (Figure 2). We 
mostly consider prophylactic laser retinopexy of peripheral 
retinal pathology for patients with a history of a retinal tear 
or detachment in the fellow eye, but treatment is determined 
on a case-by-case basis. Further data from a prospective study 
would be of interest to cataract and retinal physicians alike. 

ENDOPHTHALMITIS
There is currently no consensus on the use of intracameral 

antibiotics for the prophylaxis of endophthalmitis after cataract 
extraction,19 but recent reports in the United States and Japan 

Figure 2.  Lattice degeneration without associated retinal 

breaks in a 62-year-old patient. No level 1 evidence exists 

regarding the necessity of prophylactic laser retinopexy or 

cyrotherapy prior to cataract extraction for these lesions, 

and treatment should be individualized.
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have been promising. Storestein et al found a 22-fold decrease 
in the endophthalmitis rate with the use of intracameral antibi-
otics,20 whereas Matsuura et al reported a threefold reduction.21 
Further study of the use of intracameral antibiotics will be of 
interest, particularly in patients with posterior capsular rupture 
who may be at elevated risk of postcataract endophthalmitis.

CONCLUSION
Cataract surgery on patients with coexisting retinal 

disease can be completed safely with favorable visual out-
comes. Prospective data will help to clarify the timing, 
nature, and necessity of perioperative treatments. n
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