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Abstract

Purpose To analyse clinical outcomes of

trabeculectomy with mitomycin C (MMC) in

eyes with uveitic glaucoma (UG) with inactive

uveitis and compare them to those in eyes with

primary open-angle glaucoma (POAG).

Design Retrospective non-randomized

comparative interventional case series.

Methods A total of 53 eyes with UG and

80 eyes with POAG that received MMC

trabeculectomy as an initial ocular surgery

with average follow-up of 5.4 years were

reviewed retrospectively. The intraocular

pressure (IOP) control and persistence of

filtering bleb were analysed using the

Kaplan–Meier life-table method based on

two definitions of successful IOP control, ie

complete success (IOPp15mmHg without

anti-glaucoma medications) and qualified

success (IOPp15mmHg with topical

anti-glaucoma medications). The incidences

of postoperative complications were also

examined.

Results Complete success rate for

postoperative IOP control at 5 years after

trabeculectomy was 57.1±7.5% (mean±SE)

in UG, being comparable to that in POAG

(53.7±6.1%), and those of qualified success

was 64.7±7.0 and 65.9±5.5% (P¼ 0.60 and

0.53) respectively. Persistence of filtrating

blebs was shorter in UG than in POAG

(P¼ 0.031). Postoperative inflammation in UG

was associated with worse postoperative IOP

control and loss of filtering bleb (P¼ 0.027 and

0.021). Postoperative long-standing ocular

hypotony was more frequent in UG

(P¼ 0.0063).

Conclusions An MMC trabeculectomy for

UG with inactive uveitis as an initial ocular

surgery had IOP control comparable to that for

POAG, suggesting that pre-existing uveitis

itself is not a risk factor for failure of a filtering

surgery.
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Introduction

Although treatment of the causative disease and

medical ocular hypotensive therapy are the first

choices for control of intraocular pressure (IOP)

reduction in patients with uveitic glaucoma

(UG), surgical therapy often becomes necessary.

Trabeculectomy is the most widely used

glaucoma surgery method for medically

uncontrolled glaucoma,1 though pre-existing

uveitis is generally considered to be one of the

risk factors for failure of glaucoma filtrating

surgery.2–5 Recently, the results of

trabeculectomy for patients with glaucoma who

have a high risk for failure of filtrating surgery

have been considerably improved by

concomitant usage of mitomycin C (MMC),6–8

and several reports have also proposed that

MMC use might improve the success rate of

a trabeculectomy for UG, ranging from 50 to

90% with various criteria of success.5,9–12

However, most of the published studies

of a trabeculectomy with MMC (MMC

trabeculectomy) for UG have included only a

clinically small number of patients or have not

reported the results of long-term follow-up.5,9–12

Moreover, patients who previously received

cataract or glaucoma surgery were included in

those reports, though a previous ocular surgery

is known to be a risk factor for trabeculectomy
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failure.13 Thus, to estimate the influence of pre-existing

uveitis itself on the outcome of trabeculectomy

procedures, it is necessary to analyse results obtained

only from the eyes with inactive phase of uveitis that had

no history of ocular surgery. Only two reports have

analysed the outcome of MMC trabeculectomy in 27–30

UG eyes without previous ocular surgeries.11,12 However,

the average follow-up in those studies was only 2.5 and

1.9 years respectively. Thus, long-term outcomes of the

initial MMC trabeculectomy in UG eyes that had no

previous ocular surgery are still of clinical interest.

In the present study, we retrospectively analysed the

outcomes of MMC trabeculectomy as an initial ocular

surgery procedure in 53 UG eyes of 53 patients with a

mean postoperative follow-up period of more than

5 years and compared the results with those of 80 eyes of

80 age-matched primary open-angle glaucoma (POAG)

patients who underwent MMC trabeculectomy as an

initial ocular surgery at the same period.

Materials and methods

Patients

Eyes in patients who suffered from UG refractory to

medical treatment and received an MMC trabeculectomy

as an initial ocular surgery at the University of Tokyo

Hospital from May 1996 to November 2004 were

included. Inclusion criteria were (1) uveitis was judged to

be relatively controlled during the preoperative 3-month

period (aqueous cellular scorep 1þ (0, trace or 1þ )11,14);

(2) eyes had not received any kind of ocular surgery

and did not undergo combined trabeculectomy and

cataract or vitreo-retinal surgery; (3) eyes without

neovascularizations; and (4) eyes that could be followed

at least 1 year postoperatively at our clinic.

For comparison, from the database of Tokyo University

Hospital, eyes in patients who suffered from POAG and

received a trabeculectomy as an initial ocular surgery

during the same periods (from May 1996 to November

2004) were selected. Inclusion criteria were (1) eyes had

not received any kind of ocular surgery and did not

undergo combined trabeculectomy and cataract or

vitreo-retinal surgery, and (2) eyes that could be followed

at least 1 year postoperatively at our clinic.

The following variables were analysed: age, sex, score

of medication used preoperatively, preoperative IOP,

postoperative IOP during the follow-up period, period

of persistence of filtering bleb, and postoperative

complications. Medication score (0–5, maximum score

was determined as 5) was calculated by the numbers of

added topical anti-glaucoma eye drops used and oral

acetazolamide score (usage of oral acetazolamide at

500 mg per day or less was counted as a score of 2 and

more than 500 mg per day was counted as a score of 3).

As for postoperative complications, we reviewed the

following major complications after MMC

trabeculectomy: hyphaema, leakage from bleb, choroidal

detachment, cataract progression that required operation,

long-standing ocular hypotony, hypotonic maculopathy,

and blebitis/endophthalmitis.

Surgical technique

Operations were performed superiorly using a limbus-

based conjunctival flap and a modified Cairns technique.

After dissecting a 4� 4 mm scleral flap, intraoperative

MMC (Kyowa-Hakko Co., Tokyo, Japan) was applied for

3 min using a surgical sponge soaked in 0.04% MMC

solution. Thereafter, 150 ml of balanced salt solution

(Alcon, Fort Worth, TX, USA) was used for washing out.

A block of tissue located just anterior to the scleral spur

of 1.5� 3.0 mm wide was removed, followed by a

peripheral iridectomy. The scleral flap was closed with

2–4 sutures using 10–0 nylon adjusted to allow minimal

leakage during reformation of the anterior chamber.

Finally, the incision of Tenon’s capsule and conjunctiva

was carefully closed with a 10–0 nylon running suture.

Following the operation, all patients received topical

ofloxacin or levofloxacin four times a day, 0.1%

betamethasone four times a day, and topical 1% atropine

once a day. In seven patients (13.2%), patients with UG

who had received systemic corticosteroid or

immunosuppressants (cyclosporin or colchicine)

preoperatively for control of the condition, those

medications were continued postoperatively. Laser

suture lysis was performed when an inadequate filtering

bleb was noted. Digital massage was given to patients

with signs of bleb encapsulation.

Follow-up and evaluation of surgical outcomes

All patients were subjected to detailed ophthalmic

examinations, including best corrected-visual acuities, a

Goldmann applanation tonometer, slit-lamp microscopy

examination, and funduscopy. IOP values measured at

three different visits just before surgery were averaged to

create baseline IOP. In principle, patients were examined

in detail on 1 and 3 days, and 1 and 2 weeks after surgery,

and then every month for 2 years, and bimonthly during

the follow-up periods after 2 years.

To evaluate IOP controls during the follow-up period,

we used a Kaplan–Meier life-table, with two different

definitions of successful IOP control. Complete success

was defined as postoperative IOPp15 mm Hg without

anti-glaucoma medications. Qualified success was

defined as postoperative IOP p15 mm Hg with use of

topical anti-glaucoma drugs. Failure of IOP control was
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defined as postoperative IOP not meeting the above

criteria at three consecutive observations, use of any

anti-glaucoma medications (complete success), or the

need for oral acetazolamide or additional glaucoma

surgery. When a patient met either definition of failure on

three consecutive visits, the first of the three visits was

considered to be the time of failed IOP control. Because

the results of visual field test do not always represent the

stage of glaucoma in UG patients because of possible

involvement of retina and/or choroid, visual field results

were not factored into the failure of trabeculectomy in

this study. The second needling procedure was

considered a re-operation and patients who received the

second needling procedure were considered to have

failed.

Presence or absence of intraocular inflammation was

graded by slit-lamp microscopic findings. The presence

of cells and flare in the anterior chamber was scored

using semi-quantitative scoring with six grades

(0, trace, 1þ , 2þ , 3þ , and 4þ ).14 The presence of

preoperative inflammation was defined as cells or flare

graded 1þ at any examination during 1 month before

surgery. The presence of postoperative inflammation was

defined as cells or flare graded 1þ or more at any

examination from 2 weeks to 3 months after surgery.

The persistence of a filtering bleb after surgery was

examined by slit-lamp microscopy, and was considered

to have scarred down when the filtering bleb appeared to

have disappeared and could not be increased with digital

massage.15

The presence of postoperative complications was

examined at each clinical visit. Leakage from the bleb

was tested using the Seidel test, which was routinely

carried out at every visit. Long-standing ocular hypotony

was defined as IOP of less than 5 mm Hg lasting more

than 3 months after the first postoperative month.

Hypotonic maculopathy was defined as retinal and/or

choroidal folds at the posterior pole of the fundus with

IOP of less than 5 mm Hg.

Statistical analysis

Evaluation of continuous variables (age, follow-up

period, IOP) was achieved using two-tailed t-test.

Categorical variables (sex, numbers of anti-glaucoma

drugs) were evaluated with w2-test. A Kaplan–Meier

life-table was used for calculation of success rate of

postoperative IOP control and persistence of the filtering

bleb on both UG and POAG eyes and UG eyes with

or without activity of intraocular inflammation.

Comparisons of survival curves among the groups were

conducted with a log-rank test. A level of Po0.05 was

accepted as statistically significant. All statistical analyses

were performed with SPSS for Windows version 11.0

(SPSS Inc., Chicago, IL, USA). Values are shown as the

mean±SD or mean±SE.

Results

A total of 53 eyes from 53 patients (30 men, 23 women;

52.0±16.5 years old) with secondary glaucoma due to

various uveitis-related conditions (preoperative mean

follow-up period 1.6±1.9 years, postoperative mean

follow-up period 5.5±3.0 years; range 1.0–10.4 years,

median 5.6 years) were included. All patients were

Japanese. Diagnoses of UG in the study subjects include

Posner–Schlossmann syndrome (nine patients), Behcet’s

disease (seven patients), sarcoidosis (six patients),

Vogt–Koyanagi–Harada disease (five patients), herpes

simplex kerato-uveitis (two patients), rheumatoid

arthritis (two patients), Fuchs’ heterochromic iridocyclitis

(one patient), ocular tuberculosis (one patient), and

human T lymphotropic virus type 1-associated UG

(one patient). In addition, 19 patients were diagnosed

with idiopathic UG without clinical features

characteristic of any recognized uveitic entities or not

attributed to a specific systemic disease.

A total of 91 POAG patients who received a

trabeculectomy as an initial ocular surgery during the

same periods were screened. The eyes that received

combined surgery with cataract operations (n¼ 6) were

excluded. To match the range of patient’s age with that of

UG group, we excluded the oldest five patients. Finally,

80 eyes of age-matched 80 Japanese patients (51 men and

29 women, 55.7±12.9 years old) with POAG refractory to

medical treatment and received an MMC trabeculectomy

as an initial ocular surgery (preoperative mean follow-up

period 1.0±2.2 years, postoperative mean follow-up

period 5.3±2.2 years; range 1.0–11.6 years, median 5.4

years) at the same period were included in this study.

In patients who underwent bilateral filtration surgery,

only the first eye was included. All eyes in both groups

were operated by two surgeons (MA and SS).

Demographics of the patients are shown in Table 1.

There were no significant differences in age, sex,

preoperative and postoperative follow-up periods

between the patients with UG and POAG (w2-test or

unpaired t-test, P¼ 0.13, 0.41, 0.19 and 0.56 respectively).

However, preoperative IOP was significantly higher in

UG group (30.5±8.4 mm Hg) than POAG group

(22.2±5.5 mm Hg, Po0.001, unpaired t-test), and was

associated with increased numbers of preoperative

anti-glaucoma drugs (4.47±0.58 vs 4.11±1.03, P¼ 0.023,

unpaired t-test). During the follow-up periods, suture

lysis was performed in 32 cases (60.4%) of eyes with

UG and 56 cases (70%) with POAG (P¼ 0.25, w2-test).

Needling procedure was performed in seven cases

(13.2%) of eyes with UG and nine cases (8.8%) of eyes
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with POAG (P¼ 0.73, w2-test). Needling procedure was

performed twice in four eyes with POAG, whereas in

none with UG. In 43 (81.1%) of the 53 eyes with UG,

topical corticosteroids (0.1% dexamethasone, 29 eyes;

0.1% fluocinolone acetonide, 14 eyes) had been

administered preoperatively. During the postoperative

follow-up periods, cataract surgeries were performed in

15 eyes (28.3%) with UG and 11 eyes (13.8%) with POAG,

and penetrating keratoplasty was performed in 2 eyes

with UG.

Figures 1 and 2 show the survival curves based on the

two definitions of failed postoperative IOP control. The

probability of complete success (Figure 1) at 5 years after

surgery was 57.1±7.5% (mean±SE) in eyes with UG and

53.7±6.1% in eyes with POAG, respectively, whereas

that of qualified success (Figure 2) was 64.7±7.0 and

65.9±5.5% respectively. In both definitions of failed

postoperative IOP control, there were no significant

differences in estimated success probability between the

two groups (P¼ 0.60 and 0.53, respectively, log-rank test).

The estimate of bleb survival rate at 5 years after

surgery was 59.1±7.6% in eyes with UG and 72.0±5.3%

in eyes with POAG (Figure 3). The survival of filtering

bleb was significantly shorter in the patients with UG

than those with POAG (P¼ 0.031, log-rank test).

To elucidate the influence of preoperative and

postoperative activities of intraocular inflammation on

the successful IOP control by an MMC trabeculectomy,

we divided eyes with UG into two groups according to

the presence or absence of preoperative (n¼ 15 with

preoperative aqueous cell score of 1þ and 38 with

preoperative score of 0 or trace respectively) or

postoperative (n¼ 23 and 30 respectively) inflammation.

There were no significant differences in probability of

complete success and qualified success between the

groups with and without preoperative inflammation

(data not shown; P¼ 0.92 and 0.70, log-rank test),

whereas significant differences were found in the

probability of complete and qualified success rates

between the groups with and without postoperative

inflammation (P¼ 0.027, Figure 4 and P¼ 0.083, data not

shown, log-rank test). Moreover, by comparing the

persistence of filtering bleb between the patients of

Table 1 Demographics of the study populations

UG POAG P-value

Patients 53 80
Gender (male/female) 30/23 51/29 0.41a

Age 52.0±16.5 55.7±12.9 0.13b

Preoperative follow-up period
(years)

1.6±1.9 1.0±2.2 0.19b

Postoperative follow-up period
(years)

5.5±3.0 5.3±2.2 0.56b

Preoperative IOP (mm Hg) 30.5±8.4 22.2±5.5 0.001b

Numbers of anti-glaucomatous
drugs

4.47±0.58 4.11±1.03 0.023b

UG, uveitic glaucoma; POAG, primary open-angle glaucoma; IOP,

intraocular pressure.
aw2-Test.
bStudent’s unpaired t-test.
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Figure 1 Kaplan–Meier curves for successful intraocular
pressure (IOP) control by trabeculectomy with mitomycin C in
the patients with uveitic glaucoma (UG, broken line) and
primary open-angle glaucoma (POAG, solid line). Definition of
success of IOP control was IOPp15 mm Hg without anti-
glaucoma medications (complete success). Probability of com-
plete success at 5 years was 57.1±7.5% in eyes with UG and
53.7±6.1% in eyes with POAG (P¼ 0.60, log-rank test). The
number of the patients who could be followed-up at 5 years after
trabeculectomy was 32 (60.4%) in UG and 47 (58.8%) in POAG,
and those at 8 years was 11 (20.8%) in UG and 9 (11.3%) in
POAG.
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Figure 2 Kaplan–Meier curves for successful intraocular
pressure (IOP) control by trabeculectomy with mitomycin C in
the patients with uveitic glaucoma (UG, broken line) and
primary open-angle glaucoma (POAG, solid line). Definition of
success of IOP control was IOPp15 mm Hg with topical anti-
glaucoma medications (qualified success). Probability of quali-
fied success at 5 years was 64.7±7.0% in UG and 65.9±5.5% in
POAG (P¼ 0.53, log-rank test).
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with and without postoperative inflammation, it was

found that postoperative inflammation significantly

worsened the survival of filtering blebs (Figure 5;

P¼ 0.021, log-rank test).

The incidences of postoperative complications in eyes

with UG and POAG were as follows: hyphaema (24.5

and 17.5%, P¼ 0.32, w2-test), leakage from bleb during the

follow-up (7.5 and 12.5%, P¼ 0.53), long-standing ocular

hypotony (28.3 and 10.0%, P¼ 0.0063), hypotonic

maculopathy (15.1 and 3.8%, P¼ 0.018), and cataract

progression that required operation (28.3 and 13.8%,

P¼ 0.038). Twelve eyes (22.6%) with UG and 18 eyes

(22.5%) with POAG were complicated with choroidal

detachments in the early postoperative period (P¼ 0.98).

In the cases with choroidal detachments, two eyes with

UG (16.7%) and two eyes (11.1%) with POAG required

surgical intervention (transscleral drainage). None of the

present patients were complicated with blebitis or

endophthalmitis.

Conclusion

In the present study, we analysed the postoperative

outcomes of 53 UG eyes of 53 patients with inactive

uveitis that had no previous ocular surgeries and

received an initial MMC trabeculectomy, with a mean

postoperative follow-up of 5.5 years. This study included

the largest series of UG patients without any previous

ocular surgeries with the longest follow-up reported.

The probability of complete success of IOP control

(IOPp15 mm Hg without anti-glaucoma medications)

and qualified success of IOP control (IOPp15 mm Hg

with topical anti-glaucoma medications) was 57.1±7.5

and 64.7±7.0%, respectively, at 5 years.

Prata et al9 reported that the probability of successful

IOP control was 75% at 20 months for an MMC

trabeculectomy in eyes with UG, when the target IOP

was set at 21 mm Hg or less, whereas Wright et al10

reported the probability of 58% at 1.5 years using the

same success criteria. Noble et al5 recently reported that

the probability of successful IOP control was 79% at

2 years, when the target IOP reduction was 30% or more
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Figure 4 Presence or absence of postoperative intraocular
inflammation and Kaplan–Meier curves for successful intrao-
cular pressure (IOP) control by trabeculectomy with mitomycin
C in the patients with uveitic glaucoma. Definition of success of
IOP control was IOPp15 mm Hg without topical anti-glaucoma
medications (complete success). There was a significant differ-
ence in the probability of success rate between the patients
with postoperative inflammation (n¼ 23, broken line) and those
without postoperative inflammation (n¼ 30, solid line)
(P¼ 0.027, log-rank test).
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Figure 5 Presence or absence of postoperative intraocular
inflammation and Kaplan–Meier curves for survival of persis-
tence of filtering bleb after trabeculectomy with mitomycin C in
the patients with uveitic glaucoma. There was a significant
difference in the probability of bleb survival between the
patients with postoperative inflammation (n¼ 23, broken line)
and those without postoperative inflammation (n¼ 30, solid
line) (P¼ 0.021, log-rank test).
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Figure 3 Kaplan–Meier curves for survival of persistence of
filtering bleb after trabeculectomy with mitomycin C in the
patients with uveitic glaucoma (UG, broken line) and primary
open-angle glaucoma (POAG, solid line). The estimate of bleb
survival rate at 5 years after surgery was 59.1±7.6% in UG and
72.0±5.3% in POAG (P¼ 0.031, log-rank test).
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with glaucoma mediation. These reports included

patients who had a history of prior ocular surgeries,

which is one of the important risk factors for

trabeculectomy failure.13 Ceballos et al11 analysed the

outcomes of MMC trabeculectomy in UG eyes that had

previously received ocular surgery (14 eyes) and those

without previous surgery (30 eyes), with an average

postoperative follow-up period of 2.5 years. They

reported that the probability of successful IOP control in

eyes with and without previous surgery was 70 and 58%,

respectively, after 2 years, when the target IOP was set at

21 mm Hg or less. There were no significant differences

between two groups. Imaizumi et al12 treated 27 eyes

with UG that had no previous ocular surgery by an initial

MMC trabeculectomy (average postoperative follow-up,

1.9 years) and reported that the probability of success

was 76% after 5 years, when the target IOP was set at

21 mm Hg or less. If the target IOP was set at 21 mm Hg

or less in the current cases, the probability of successful

IOP control was calculated to be 84.0±5.2% at 2 years

and 79.1±6.0% at 5 years, respectively, which is

favourable compared to the previous reports.

In the current study, we also retrospectively compared

the outcomes of the initial MMC trabeculectomy in UG

eyes with those of the age- and sex-matched POAG eyes

being operated at the same period, and found that

probability of successful IOP control was similar between

the current UG and POAG eyes (57.1±7.5 and

53.7±6.1% at 5 years for the probability of complete

success and 64.7±7.0 and 65.9±5.5% at 5 years for the

probability of qualified success). Several reports

regarding long-term outcome of the initial MMC

trabeculectomy in eyes with POAG have been published.

In a recent study by Fontana et al,16 the probability of

successful IOP control was 62±4% after 5 years for that

procedure in 292 eyes of 225 phakic patients with open-

angle glaucoma that had no previous ocular surgeries,

when the target IOP was 18 mm Hg or less and the target

IOP reduction was 20% or more. Moreover, Kim et al17

performed primary trabeculectomy with MMC (3–5 min

at a concentration of 0.5 mg/ml) in 38 phakic POAG

patients and reported that the probability of successful

IOP control was approximately 75% at 3 years after the

surgeries, when the target IOP was set at 21 mm Hg or

less. Shigeeda et al18 reported that the probability of

successful IOP control following MMC trabeculectomy in

Japanese POAG patients with no previous ocular surgery

was 71.3±4.1% after 5 years, when the target IOP was

18 mm Hg or less. If the target IOP was set at 18 mm Hg

or less in the POAG cases in the current study, the

probability of successful IOP control for the initial MMC

trabeculectomy was calculated to be 82.4±4.3% at 2

years and 74.1±5.3% at 5 years for qualified success

(with topical anti-glaucoma medications), respectively,

which was comparable to those reported for the initial

MMC trabeculectomy in phakic eyes with POAG in the

United States16,17 or Japan.18

Thus, our results suggested that pre-existing uveitis

itself is not a significant risk factor for the failure of

trabeculectomy, when the uveitis was controlled at the

time of surgery and the procedure was performed as an

initial surgery and with MMC. Long-term preoperative

topical corticosteroid usage for UG may be at least partly

responsible for the current rather unexpected results,

because topical corticosteroid can reduce the numbers of

fibroblasts and macrophages in the conjunctiva,19 and, in

the same manner, long-term postoperative use of topical

corticosteroid in eyes with UG to control uveitis might

also have favourable impact on the success rate of

trabeculectomy.20

Regarding the appearance of a filtering bleb, the

current study suggested that the blebs in the current UG

patients lost their appearance more rapidly compared

with POAG patients (Figure 3). However, success rates of

postoperative IOP control in the current UG and POAG

were comparable (Figures 1 and 2). Indeed, we

sometimes experienced UG eyes with low postoperative

IOP without apparently functioning filtering bleb after

trabeculectomy. Reduced aqueous production in chronic

uveitis patients21 and/or high levels of intrinsic

prostaglandins in aqueous humor of uveitic eyes might

be at least partly responsible for the above finding.

We are also interested in the influence of postoperative

intraocular inflammation on the success rate of MMC

trabeculectomy in UG patients. One retrospective study

of trabeculectomy procedures without anti-proliferative

agents in eyes with UG suggested that surgical success

was dependant on postoperative inflammation, but not

on inflammation at the time of surgery.22 In the present

study, the presence of low-grade intraocular

inflammation at the time of surgery showed little

influence on the probability of successful IOP control

(data not shown), whereas the presence of postoperative

inflammation between 2 weeks and 3 months after

surgery significantly worsened the probability of

successful IOP control (Figure 4). The present findings

also showed that postoperative intraocular inflammation

reduced the probability of persistence of the filtering bleb

(Figure 5). Failure of filtration surgery is believed to be

mainly due to conjunctival fibroblast proliferation,

collagen synthesis, and subconjunctival fibrosis.23

Because many kinds of inflammatory cytokines could

become chemoattractants or activators of fibroblasts, they

have the possibility of accelerating subconjunctival

fibrosis after trabeculectomy.23 In fact, a number of

fibroblasts and inflammatory leucocytes, such as

lymphocytes and macrophages, were observed in the

conjunctiva in the area of filtering blebs in UG patients
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after a trabeculectomy.24 Thus, our results suggest the

importance of suppressing inflammation postoperatively

for a better outcome of trabeculectomy in eyes with UG.

Because many eyes with UG are already associated

with damage by inflammation before surgery, they are

expected to have a higher complication rate than eyes

with POAG.10 Ceballos et al11 reported that the most

common complication after an MMC trabeculectomy in

UG was transient worsening of intraocular inflammation

(27%), followed by serous choroidal detachment (21%),

a shallow or flat anterior chamber (16%), transient

hyphaema (11%), and hypotony maculopathy (7%).

Although the incidence of hypotonic maculopathy was

rather high (15.1%) in our UG cases, the incidences of the

other postoperative complications in the current UG eyes

were comparable with those of previous reports.11,12

In addition, the current study demonstrated a higher

incidence of postoperative cataract progression,

hypotonic maculopathy, and long-standing hypotony in

eyes with UG than the eyes with POAG . Cataract

progression might be accelerated by longer history of

intraocular inflammation and longer topical

corticosteroid use in eyes with UG. Hypotonic

maculopathy and long-standing hypotony in eyes with

UG might be partly attributed to the reduced aqueous

production associated with uveitis.21

In conclusion, although our study has limitations that

are common to retrospective investigations, our results

demonstrated that an initial trabeculectomy with MMC

for UG eyes with inactive uveitis that had no previous

ocular surgeries had outcomes comparable to that for

POAG eyes, suggesting that the pre-existing uveitis itself

is not a significant risk factor for the failure of a

trabeculectomy with MMC when the uveitis was under

control. However, a decrease in the success rate of IOP

control and persistence of the filtering bleb were found to

be associated with the presence of postoperative

intraocular inflammation in eyes with UG.
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1. Which of the following is considered the first
choice for the treatment of raised intraocular
pressure (IOP) in patients with uveitic glaucoma?

A Medical ocular hypotensive therapy

B Surgical therapy with trabeculectomy

C Both therapies

D Laser therapy

2. Which of the following is considered a risk factor
for trabeculectomy failure?
A Previous glaucoma surgery

B Previous cataract surgery

C Preexisting uveitis

D All of the above

3. Which of the following most accurately describes
complete success, as defined in this study?

A Postoperative IOP of 21 mm Hg or less without
medications

B Postoperative IOP of 21 mm Hg or less with topical
medications

C Postoperative IOP of 15 mm Hg or less with topical
medications

D Postoperative IOP of 15 mm Hg or less without
medications

4. Which of the following best describes the rate of
complete success of MMC trabeculectomy for
uveitic glaucoma vs primary angle-closure glaucoma
(POAG) in this study?

A Higher for POAG

B Higher for uveitic glaucoma

C Similar at over 50% for both

D Similar at under 50% for both

CME

5. Which of the following adverse outcomes was seen
more commonly in patients with uveitic glaucoma
compared with POAG after MMC trabeculectomy?

A Hyphema

B Ocular hypotony

C Leakage from bleb

D Choroidal detachment
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