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Vitrectomy for vitreous
opacification in Fuchs’
heterochromic uveitis

Abstract

Purpose To assess the role of pars plana
vitrectomy (PPV) for symptomatic vitreous

opacification in a series of patients with Fuchs’

heterochromic uveitis (FHU).

Methods A retrospective review was
undertaken of 13 patients with FHU who
underwent vitrectomy for vitreous
opacification between April 1989 and
December 1998.

Results An improvement in visual symptoms
was recorded in all patients, 9 of 13 (69%)
demonstrating at least a 2 line increase in
Snellen visual acuity. All but one patient
attained 6/9 or better visual acuity post-
operatively. Surgery was uneventful and did
not appear to exacerbate any existing
intraocular inflammation.

Conclusion From this series we conclude that

PPV has an important role in the management

of patients with FHU who present with
symptomatic vitreous opacification.

Key words Fuchs’ heterochromic uveitis, Pars
plana vitrectomy, Uveitis, Vitreous
opacification

Fuchs’ heterochromic uveitis (FHU) is a chronic

form of intraocular inflammation. It is a
condition that is diagnosed on clinical findings
alone. The classical features of heterochromia,
low-grade iridocyclitis and cataract were first
described by Ernst Fuchs in 1906." Since then
further clinical features, in particular the
presence of vitreous opacification, have been
identified.>> Moreover, the presence of such

opacification is increasingly being recognised as

a cause of significant visual impairment.

In a review of 103 cases of FHU, Jones® found

evidence of vitreous opacification in 74 (66%)
patients; 34 (33%) of these patients presented
with symptoms of floaters. La Hey et al.” also
reported vitreous opacities in 84% of patients
from a series of 51 cases of FHU in the

Netherlands. Similarly, Fearnley et al 8 reviewed

77 patients with FHU and reported

opacification and debris in the vitreous gel in 73

eyes (84%); reduced vision was recorded in 74
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(96%) of these patients as a consequence of
either cataract formation or vitreous
opacification.

Pars plana vitrectomy (PPV) already has an
established role in the surgical management of
other forms of chronic uveitis complicated by
substantial vitreous opacification.”*° We
describe the results of vitreous surgery in a
series of patients with FHU and symptomatic
vitreous opacification.

Patients and methods

From April 1989 to December 1998 inclusive, we
treated 13 patients with unilateral FHU by a
standard three-port PPV for symptomatic
vitreous opacification. The diagnosis of FHU
was based on the presence of heterochromia,
stellate keratic precipitates and iridocyclitis.

At the end of surgery, all patients received a
subconjunctival injection of Depo-Medrone (4
mg; Pharmacia & Upjohn), Betnesol (4 mg;
Evans) and cefuroxime (125 mg). All were
discharged on a short course of topical steroid
(guttae Betnesol-N (Evans), q.d.s. for 2 weeks).
Surgical outcome was assessed by case-note
review. Information was obtained on patient
satisfaction (as recorded in the case-notes) and
recorded changes in best corrected visual acuity
(measured using a Snellen chart).

Of the 13 patients, 9 were male and 4 were
female with a mean age at the time of surgery of
35.9 years (range 23-62 years). Five patients had
previously undergone cataract surgery with
intraocular lens implantation in the affected eye
(Table 1). The remaining 8 patients had no
evidence of cataract prior to PPV. Pre-operative
visual acuity ranged from 6/5 to 6/60 with
variable interference with vision following eye
movements; in some instances, the best acuity
recorded could be described as ‘fleeting’.

The time between diagnosis of FHU and
vitrectomy ranged from 3 months to 7 years.
Nine patients had previously been treated with
topical steroids and cycloplegic agents for
uveitis prior to the clinical diagnosis of FHU.

Ten patients (77%) presented with floaters,
whilst the remaining 3 presented with “blurred
vision’. A posterior vitreous detachment (PVD)
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Table 1. Details of 13 patients with unilateral Fuchs’ heterochromic uveitis undergoing pars plana vitrectomy for symptomatic vitreous

opacification
Age at  Time from Visual Patient’s Follow-up
Patient surgery diagnosis of Previous Presenting  Pre-operative acuity at  post-operative period
no. Sex (years) FHU to surgery ocular surgery symptoms  visual acuity last visit comment? (months)
1 M 62 14 months None Floaters 6/24 6/9 ‘Excellent’ 3
2 M 29 7 years ECCE + PC-IOL Reduced vision 6/18 6/9 “Thrilled’ 5
3 F 48 18 months ~ ECCE + PC-IOL Floaters 6/9 6/5 ‘Absolutely brilliant” 40
4 M 32 3 months None Floaters 6/5 6/5 ‘Much better’ 17
5 F 23 5 years None Floaters, 6/18 6/7.5 ‘Satisfied’ 18
blurred vision
6 F 34 3 months None Floaters 6/18 6/5 ‘Splendid’ 24
7 M 31 4 months None Blurred vision 6/5 6/6 ‘Happy’ 4
8 M 44 7 years ECCE + PC-IOL Floaters 6/6 6/6 ‘Satisfied’ 12
9 M 44 12 months ~ ECCE + PC-IOL Floaters 6/18 6/4 ‘Very pleased’ 3
10 M 35 3 months None Blurred vision 6/9 6/6 ‘Fantastic’ 0.5
1 M 29 4 years None Floaters 6/24 6/9 ‘Satisfied’ 4
12 M 31 18 months ECCE + PC-IOL Floaters, 6/60 6/5 ‘Much clearer’ 3
blurred vision
13 F 25 18 months None Floaters 6/36 6/12° ‘Satisfied’ 1

FHU, Fuchs’ hetrochromic uveitis; ECCE + PC-IOL, extracapsular cataract extraction with posterior chamber lens implant.

“As recorded in the patient’s records.
¥Suspected amblyopia.

was documented in all affected eyes; this may have been
the reason for the acute onset of floaters where this had
been reported.

Results

The PPV was uncomplicated in all patients and the pre-
operative diagnosis of a complete PVD was confirmed.
No intraocular haemorrhage was noted at the time of
surgery but one patienthad a smallhyphaema (2 mm) on
the day after surgery. None of our patients had evidence
of cystoid macular oedema (CMO) either pre-, intra or
post-operatively. At the first follow-up assessment (2
weeks), all patients had a quiet eye with an optically
clear posterior segment.

All patients reported a subjective improvement in
their visual symptoms (Table 1), 9 of 13 (69%)
demonstrating at least a 2 line improvement in Snellen
visual acuity. With the exception of one patient with
suspected amblyopia (no. 13) all attained 6/9 or better
corrected visual acuity. The mean post-operative follow-
up period was 10.7 months; 2 patients (nos. 10 and 13)
were seen at their first post-operative visit but failed to
attend again despite two reminders. Of the phakic
patients, one (no. 5) went on to develop an early
posterior subcapsular lens opacity.

Discussion

Vitreous opacification is common in many types of
chronic uveitis and can blur vision or cause floaters. In
1978, Diamond and Kaplan'® reported the outcome of
PPV combined with lensectomy for uveitis of various
types; an improvement in vision occurred in 24 of 25
(96%) patients. Similarly, Algvere et al.'? discussed the
role of vitrectomy in the treatment of chronic uveitis with
vitreous opacification; 21 of 28 (75%) patients showed an
improvement in visual acuity while 4 of 28 (14%) showed

a deterioration as a consequence of CMO and/or retinal
degeneration. Girard et al.'> undertook PPV and
lensectomy by ultrasonic fragmentation in 23 eyes with
chronic uveitis complicated by cataract formation and
vitreous opacification; 21 of 23 (91%) of these cases
showed an improvement in vision with no operative
complications. Petrilli et al.'® and Bovey et al.’® also
reported excellent results following combined PPV and
lensectomy on patients with various forms of uveitis.
Finally, there have been specific forms of chronic uveitis
in which vitrectomy has been found to be of benefit;
1720 presumed
toxocariasis,” toxoplasmosis,'’ ankylosing spondylitis*®
and sympathetic uveitis.*! Ours is the first large series
documenting the results of PPV in patients with FHU.

Operative complications reported after vitrectomy for
uveitis include retinal detachment,'%*
hypotony,15 choroidal ischaemia® and vitreous
haemorrhage.'*!” No such problems arose in this series.
Furthermore, in various types of chronic uveitis treated
by vitrectomy (with or without combined cataract
surgery) CMO has limited the improvement in visual
acuity despite a clear visual axis.'*'*!>1¢2° However, in
our experience, CMO rarely, if ever, occurs in FHU (even
post-operatively).

Some authors'®? have postulated that vitrectomy
performed for intermediate uveitis may influence the
clinical course of this condition by reducing the severity

and frequency of recurrent inflammation. This has been
4.1920

these include intermediate uveitis,

ocular

attributed to a reduction in the antigenic loa
Certainly, our surgery did not appear to exacerbate the
existing uveitis in any of our patients, who were all
treated with subconjunctival and topical steroids
following PPV.

One patient had a small hyphaema on the first post-
operative day. No intraocular haemorrhage had been
observed at the time of surgery. The occurrence of a
hyphaema following paracentesis in patients with FHU
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was first described by Amsler” and is often seen during
cataract surgery. The bleeding is thought to arise from
abnormal iris and iridocorneal angle vessels and, in view
of this, care should be taken during surgery to avoid
hypotony.

One phakic patient subsequently went on to develop a
posterior subcapsular cataract typical of those that form
in patients with FHU. This is unlike the central nuclear
cataract which characteristically occurs after vitrectomy
in phakic patients over 50 years of age.”® Patients with
FHU are known to develop cataract as part of the disease
process, so consideration should be given to combining
vitrectomy with cataract surgery in those patients who
show evidence of lens opacification pre-operatively.?*
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