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Abstract:
Background : Fuchs uveitis is a chronic non-granulomatous specific uveitis entity. It is a
common ocular disorder in Iraq and in different parts of the world. The aims of this research
are to study the clinical features, complications and determining the visual outcome after
cataract surgery.
Patients and Methods: (76) patients with Fuchs uveitis presented to Ramadi Teaching
Hospital were prospectively studied ,there were (40) males and (36) females aged between
(16) years and (60) years.
Clinical assessment including thorough slit lamp examination, visual acuity, intraocular
pressure measurement and fundus examination was done for all patients and cataract surgery
was done when indicated.
Results: Results showed that the clinical features of our patients are similar to the classical
features of the condition, low incidence of glaucoma (3.9% )only and cataract surgery is safe
with very good visual outcome in (77.63%) of patients.
Conclusion : FUS patients have clinical features similar to the classical features of the
condition with low incidence of glaucoma . Cataract surgery is safe with very good visual
outcome.
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Introduction:

F

uchs uveitis syndrome(FUS) or Fuchs
heterochromic
iridocyclitis is
a
chronic non-granulomatous specific uveitis
entity which is usually
unilateral (1, 2,
3,4,5)
.
It has an insidious onset, occurs
mostly in the 3rd – 4th decades and affects
both sexes equally (2,3,6,7,8). The
presentation is often by chronic, annoying
vitreous floaters or by gradual blurring of
vision secondary to cataract (2 ,3). Other
presenting
features
include
colour
deference between the two eyes or
incidental detection (1,2,3).
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The etiology of FUS remains
unclear and unknown (6,9,10) . Association
with ocular toxoplasmosis, herpes simplex
virus, and CMV infection have been
suggested (1,3,6,11).Many recent studies
reported strong association of rubella virus
with FUS (11,12,13,14,15,17).
The classical ocular features
include faint flare and mild cellular
reaction of aqueous, keratic precipitates,
absence of posterior synechiae, vitritis,
diffuse iris stromal atrophy, heterochromia,
iris nodules, rubeosis iridis, and rarely
fundus scars and retinal periphlebitis(1,2,1822)
.
Anb Med J Vol.13 No.1; 47-56

مجلـــة االنبـــار الطبيـــــــة

Al-Anbar Medical Journal
Fuchs Uveitis Syndrome Clinical…

Younis I. Kalaph

Fluorescein angiography, optical
coherence tomography and electron
microscopy may show significant ocular
changes (23-27).
Complications of FUS are cataract,
glaucoma and hyphema (2,9,23,28,29).
Anti-inflammatory treatment is usually not
indicated for the low-grade anterior
chamber reaction in FUS patients (6,10).
Vitrectomy may be considered for
sever vitreous opacification that is
reducing vision (1,2 ,30,31).
Cataract surgery by any standard
procedure for cataract surgery can usually
be used without significant risk of
intraoperative
or
postoperative
complications (3,32) .
Many recent studies reported that
phacoemulsification with PC IOL is safe
procedure with good visual outcomes (33-36)
and has better results than extra capsular
procedure (12) .
Glaucoma treatment, it may be difficult
(1,3,12,28,29,37)
and this includes either
medical treatment usually with high failure
rate (29,37) or surgical intervention usually
by trabecloctomy with higher successful
rate than medical treatment (28,29) but still
there is risk of failure after surgery (28,38).

some selected cases when the diagnosis is
doubtful.
B-scan ultrasonagraphy was done
for (26) cases when fundus cannot be seen
because of opaque ocular media.
In all patients, the diagnosis of
Fuchs uveitis entity was reached depending
on the clinical findings since the diagnosis
of FUS remains clinical because of its
characteristic clinical appearance and
because it lacks a sensitive laboratory test
for the diagnosis (3, 12,19).
An appropriate medical treatment is
prescribed when indicated for some
patients including steroid therapy or
antiglaucoma therapy.
Only one case with glaucoma was
difficult to treat medically and even by
surgical trabeculectomy.
In (61) patients with FUS, cataract was
already developed and cataract surgery was
done for (56) of them either by extracapsular extraction procedure or phacoemulsification procedure with posterior
chamber intra-ocular lens implantation
(Acrylic - foldable type or PMMA type).
Post- operative examination, care and
follow-up were achieved for all patients for
a period ranges from 1 - 3 years.
Atypical cases or cases with history of
previous ocular surgery were excluded
from this study.

Patients and Methods:
From June 2005 to April 2012, (76)
patients (40 males and 36 females) with
FUS presented to the ophthalmic
department in Ramadi Teaching Hospital
were prospectively studied.
A full history was taken from each
patient followed by a base line distant
visual acuity, an intraocular pressure
measurement (by Goldman tonometer),
thorough slit lamp examination and fundus
examination.
Laboratory investigations including
complete blood picture and ESR were done
for all cases while fasting blood sugar and
Elisa test (for toxoplasmosis) was done for

Results:
A total of (76) patients (40) males
(52.63%) and (36) females (47.36%) were
studied. (table1) The male to female ratio
was 1.1: 1.
Age distribution had shown that the
highest incidence occurred in those
between 21-40 years old (68.4%) of
patients, followed by those between 41-60
years old and those between 1-20 years old
(15.7%) for each (table 2). Their mean age
was 32.63/ ± 9.3SD.
The condition was unilateral in all patients
(100%).
48
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Regarding the clinical presentation;
the most common one was blurred vision
in 39 patients (51.31%) which was caused
mainly by cataract.
The second common presentation
was perception of floaters which is usually
caused by vitreous opacities or vitreal
inflammation in15 patients (19.73%). The
third common presentation was accidental
in 11 patients (14.47%).Other modes of
presentation included ocular pain (from
ciliary spasm or increased IOP) in 7
patients (9.21%) and redness in 4 patients
only (5.26%).
The clinical features of the
condition are shown in Table (3). These
include small stellate keratic precipitates
in all cases(100%) , mild(AC) reaction in
only 24 patients (31.5%) , binocular
heterochromia in 48 patients (63.15 %)
,iris atrophy in 33 patients (43.42%), iris
nodules in 5 patients (6.57%), cataract in
61 patients (80.26 %) , vitritis in 40
patients (52.63%), Amsler sign in 41
patients (53.94%) , increased IOP in only
3 patients (3.94%), rubeosis iridis in 2
patients only (2.63%) and absence of
posterior syneachia in all cases (100%) .
The incidence of glaucoma in FUS
patients was (3.9%) ((only 3 patients)) ;
two of them were controlled medically by
antiglaucoma drugs while the third one
was difficult to control medically and
surgically and the eye ends with poor
vision(perception of light only) .
Cataract was present in (61)
patients and (56) of them underwent
cataract surgery ((extra capsular procedure
or phacoemulsification procedure)) with
posterior chamber IOL implantation.
Regarding the preoperative (best
corrected) visual acuity of patients with
FUS, most patients had low acuity where

18 patients (23.68%) with acuity ranges
between hand movement to counting
fingers (5 meters), 26 patients (34.21%)
with acuity ranges between 6/60 to 6/24,
24 patients (31.5%) with acuity ranges
between 6/18 to 6 /12 and finally only 8
patients (10.52%) had acuity 6/9 or 6/6.
While
postoperative
(best
corrected) visual acuity was good in most
patients where 33 patients (43.42%) with
acuity 6/9 or 6/6, 26 patients (34.21%)
with acuity ranges between 6/18 to 6/12,
11 patients (14.47%) with acuity ranges
between 6/60 to 6 /24 and finally only 6
patients (7.89%) had acuity ranges
between hand movement to counting
fingers (5 meters). P-value was less than
0.05.
Intraoperative and postoperative
complications were mild and transient in
most cases. These included transient and
mild hyphema in 13 cases, transient
increase of IOP in 5 cases, mild
postoperative intraocular inflammation in
32 patients, rupture posterior capsule in
only 3 cases, non-significant (IOL)
deposits in 18 cases and late thickening of
posterior capsule in 15 cases.
Results of laboratory investigations
were not significant in most cases, where 9
patients had increased WBC count and 6
patients had increased ESR.
Past medical history showed 2
patients had hypertension and only one
patient had diabetes mellitus while family
history was negative in all cases. B-scan
was done for 26 patients only and the
results showed vitreal inflammation in
15(19.7%) patients and cataract in
22(28.9%) patients.
Geography, religion, occupation,
past surgical history, smoking, alcoholism,
and drugs history were not significant.
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Table (1) : Sex distribution of the patients
SEX

NO.

%

Male

40

52.63

Female

36

47.36

Total

76

100%

Table (2) : Age distribution of the patients
AGE (Y)

NO.

%

1 - 20

12

15.78

21-40

52

68.42

41-60

12

15.78

Total

76

100%

Table(4) : Clinical presentation of cases
TYPE OF PRESENTATION

NO.

%

Blurred vision

39

51.31

Floaters

15

19.73

Accidental

11

14.47

7

9.21

Pain
Redness

4

5.26

Total

76

100

50
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Table (3): Clinical features of FUS
SIGN

NO.

%

Keratic precipitates'

76

100

A.C. reaction (mild)

24

31.5

Heterochromia

48

63.15

Cataract

61

80.26

Vitritis

40

52.63

Amsilar sign

41

53.94

Iris atrophy

33

43.42

Iris nodules

5

6.57

Increase IOP

3

3.94

Rubiosis iridis

2

2.63

Posterior synechiae

0

00

Table (5): Best corrected visual acuity (BCVA) of FUS patients

LEVEL OF VA
((BCVA))

PRE-OPERATIVE -BCVA

POST-OPERATIVE- BCVA

NO.

NO.

%

%

H.M -- C.F

18

23.68

6

7.89

6/60 -- 6/24

26

34.21

11

14.47

6/18 -- 6/12

24

31.5

26

34.21

6/9

8

10.52

33

43.42

76

100%

76

100%

-- 6/6

Total

The correct diagnosis of FUS is
important because it affects future
management and prognosis while improper
diagnosis may lead to unnecessary therapy
(9,35,39)
.

Discussion:
FUS is unusual form of uveitis and
frequently overlooked or misdiagnosed (10,
12, 19,24,39)
.

51

Anb Med J Vol.13 No.1; 47-56

مجلـــة االنبـــار الطبيـــــــة

Al-Anbar Medical Journal
Fuchs Uveitis Syndrome Clinical…

Younis I. Kalaph

A previous study in Iraq reported that
FUS accounts for (8.1%) of all causes of
uveitis in Iraqi uveitic patients (40).
FUS usually
affects both sexes
equally(2,3,6,26,32,41,44) and this is true for our
patients where the results showed no
significant difference regarding gender
distribution and the male to female ratio
was 1.1 : 1 ,these findings support the fact
that the disease affects both sexes equally.
The age distribution shows that the
highest incidence (68.4%) is between 2140 years old with a mean age of 32.63/±
9.3 SD. Results of many studies carried out
in different parts of the world reported that
most FUS patients fall within this age
group and the mean age ranges from (29.5
to 35.2) years (2, 3, 6, 24,26,27,32,41,42,), this
consistency supports the concept that the
disease mostly affects this age group.
FUS is usually unilateral(1,2,5,23,24,26)
but, although rare; many studies stated
bilateral involvement (3,23,24,26). Results of
this study showed that all cases are
unilateral. Although these results are
accepted since the disease is usually
unilateral but bilateral involvement may
occur probably because of multifactorial
etiopathology of the disease since it is still
regarded to be of unknown etiology (6, 10,
29)
.
Regarding the clinical features of the
condition ,the results showed that the
more common clinical features of the
patients are keratic precipitates in(100%)
,cataract in (80.2%) ,heterochromia in
(63.1%) ,vitritis in (52.6%), Amsler sign in
(53.9%) , iris atrophy in (43.4%) , mild AC
reaction in (31.5%) and absence of
posterior synechiae in all cases. These
clinical features of our patients are similar
to the common clinical features stated in
many studies carried out in different parts
of the world including USA, England,
India, Saudi Arabia, Mexico, Spain and
China (6,10,23,24,26,35,41,43).

This consistency supports
the
concept that FUS has a characteristic
clinical appearance and the diagnosis of
the disease can usually be made on clinical
grounds alone (3,12,19).
Other uncommon or rare clinical
signs are iris nodules in only (6.5%) and
this result is not consistent with results of
other studies where it is reported to range
from 28.0% to 50% of cases (23,43), rubeosis
iridis
(which
reflects
ischemia)in
only(2.6%) which is again not consistent
with previous figures in other studies
where it is reported to range from 6% to
22% of cases(5) and increased IOP in only
(3.9%) .
The incidence of glaucoma in our FUS
patients (3.9%) appears to be very low in
comparism with its incidence in many
parts of the world where it is reported to
affect (20-30%) of cases (3, 9, 23,28,29). This
significant discrepancy is probably because
low incidence of neovascularization in our
patients which is usually the main cause of
glaucoma in FUS (28,44), but also there are
other two studies held in India and Mexico
(35,43)
showed results which are consistent
with our results. These studies reported
that its incidence is (zero) in the first study
and only (4%) in the second one, these
different figures among different countries
reflect some difference in the behavior of
the disease among different populations
probably due to different etiological factors
or probably different immunological
reactions.
One of those patients with glaucoma
lost vision because of failure of medical
and surgical treatment. This is because
FUS glaucoma is usually difficult to
control both medically and surgically
(1,3,12,28,29,37,38)
but fortunately its incidence
is low in our patients.
The most
common mode of
presentation in our patients is blurring of
vision found in about half of the
patients(51.3%) and this result is consistent
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with results of many studies which
reported that the most common presenting
symptom is blurred vision(2,3,6,9,10,23,27)
which is usually caused by cataract (2,3).The
second common mode of presentation is
vitreous floaters which occur in (19.7%) of
the cases. These are also found to be an
often presenting feature in many previous
studies (2, 6, 21). The floaters are usually
caused by vitritis or vitreous opacities that
are commonly found in FUS (1,2,3).
Another occasional clinical presentation
is accidental during routine ocular
examination or examination for another
ocular problem. It is found in (14.4%) of
cases, this mode of presentation is also
found to be oftenly a presenting feature in
previous studies because FUS patients are
usually asymptomatic (1,2,3,6). Other rare
presenting features includes pain (or
discomfort) in (9.2%) and redness in only
(5.2%) of cases. Although these presenting
features are reported in some previous
studies (1, 9), but these are usually rare since
the inflammation in FUS patients is usually
mild (1,2,3) .
Regarding the visual outcome, it is clear
from the results of the present study that
there is significant improvement of vision
after cataract surgery (P value is less than
0.05), since most patients before surgery
had poor vision ((57.8% of patients had
visual acuity less than 6/24 and only
10.5% of patients had visual acuity better
than 6/9)) while most patients after surgery
had good vision ((77.6 % patients had
visual acuity better than 6/18 and only
7.8% of patients had visual acuity less than
6/60)), these results are supported by
results of
many previous studies in
different parts of the world which reported
that cataract surgery with (pc) IOL
implantation in FUS patients resulted in
good or excellent visual outcome (10,12,3136,41,45-52)
, safe procedure (36,50) and had
good long term prognosis (6).

In general, surgical procedures for
cataract are safe (36,50) and usually there are
no major
surgical intraoperative
or
(10,35,36,45-47)
postoperative complications
. In
this study results showed that cataract
surgery is also a safe procedure and
complications are usually mild and
transient in contrast to results of other
studies which reported many surgical
complications in FUS patients (49-51).
Regarding the laboratory tests that
have been used for diagnosing FUS, the
results of the study revealed that these tests
are not useful tools in the process of
reaching the diagnosis of FUS. This is
supported by the fact that FUS lacks a
sensitive laboratory test for the diagnosis (3,
12)
.
Past medical history (including
history of diabetes mellitus, hypertension
and drugs), past surgical history and family
history are found to be not significant
regarding FUS features and prognosis
which probably means that there is no
genetic or systemic association, that is why
FUS is classified as specific uveitic entity
in all textbooks (1,2,3).
Although B-scan findings (vitreal
inflammation in (19.7%) and cataract in
(28.9%) of cases) can support the diagnosis
for cases where vitreous cannot be
examined because of opaque ocular media,
this conclusion is also found in another
study (23), but it is still of limited value in
the work up of FUS patients.

Conclusion:
Fuchs uveitis is a common condition
in Iraq that has common clinical features
similar to classical clinical features of the
disease in other parts of the world.
The incidence of glaucoma in our
patients is significantly low but the
incidence of cataract is high.

53

Anb Med J Vol.13 No.1; 47-56

مجلـــة االنبـــار الطبيـــــــة

Al-Anbar Medical Journal
Fuchs Uveitis Syndrome Clinical…

Younis I. Kalaph
11- Kongyai N, Sirirungsi W, Pathanapitoon K,et
al. Viral causes of unexplained anterior uveitis
in Thailand. Eye (Lond). 2012 Apr; 26(4):52934.
12- Mohamed Q, Zamir E.Update on Fuchs' uveitis
syndrome.
Curr Opin Ophthalmol. 2005 Dec; 16(6):356-63.
Review.
13- De Groot-Mijnes JD, de Visser L, Rothova
A,et al. Rubella virus is associated with fuchs
heterochromic iridocyclitis.Am J Ophthalmol.
2006 Jan;141(1):212-214.
14- Suzuki J, Goto H, Komase K, Rubella virus as
a possible etiological agent of Fuchs
heterochromic iridocyclitis.Graefes Arch Clin
Exp Ophthalmol. 2010 Oct;248(10):1487-91
15- Stunf S, Petrovec M, Žigon N, et al. High
concordance of intraocular antibody synthesis
against the rubella virus and Fuchs
heterochromic uveitis syndrome in Slovenia.
Mol Vis. 2012; 18:2909-14.
16- Cimino L, Aldigeri R, Parmeggiani M, et al.
Searching for viral antibodies and genome in
intraocular fluids of patients with Fuchs uveitis
and non-infectious uveitis.Graefes Arch Clin
Exp Ophthalmol. 2013 Jun;251(6):1607-12.
17- Birnbaum AD,Tessler HH,Schultz KL, et al.
Epidemiologic relationship between Fuchs
heterochromic iridocyclitis and the United
States rubella vaccination program. Am J
Ophthalmol. 2007 Jan;144(3):224-228.
18- Beneyto P, Fernández MJ, García A, et al.
Fuchs'
heterochromic
cyclitis
without
heterochromia: a diagnostic approach.
Arch Soc Esp Oftalmol. 2007 Jun;82(6):355-9.
Review. Spanish.
19- Liesegang TJ. Clinical features and prognosis
in Fuchs' uveitis syndrome. Arch Ophthalmol.
1982 Oct; 100(10):1622-6.
20- Mili-Boussen I, Gharbi O, Letaief I, et
al.Fluffy white iris precipitates in Fuchs
uveitis: a new sign for an old disease.Dridi H,
Touati S, Errais K, Ouertani A. Int
Ophthalmol. 2013 Jan 29.
21- Norrsell K, Sjödell L.Fuchs' heterochromic
uveitis: a longitudinal clinical study.Acta
Ophthalmol. 2008 Feb;86(1):58-64. Epub 2007
Nov 6.
22- Sungur G, Hazirolan D, Duman S, Kasim R.
Fuchs' heterochromic uveitis associated with
retinal break or dialysis.Can J Ophthalmol.
2008 Feb;43(1):109-10. doi: 10.3129/i07-202.
23- Yang P, Fang W, Jin H, Li B, Chen X, Kijlstra
A.Clinical features of Chinese patients with
Fuchs'
syndrome.Ophthalmology.
2006
Mar;113(3):473-80.

In general, cataract surgery for our
FUS patients is safe with mild and
transient surgical complications and visual
outcome is very good.
It is recommended to do more
laboratory studies that concern the
probable etiological factors of FUS like
rubella and other viral antigens in aqueous
humour of those patients since establishing
the cause may affect the prognosis and
prevent complications.

References:
1- American Academy of Ophthalmology: Basic
and Clinical Science
Course (BCSC). Intra
ocular Inflammation and Uveitis, Sec.9. San
Francisco, 2011- 2012: p. p. 132-134.
2- Kanski-J
J,
Bowling
B.
Clinical
Ophthalmology: A systematic approach,
seventh edition. Edinburgh, Elsevier Saunders;
2011: P.P. 469.
3- Smith-RE, Nozik-RA. Uveitis: A Clinical
Approach to Diagnosis and Management ,
second edition. Baltimore, MD: Williams &
Wilkins; 1989 : p. p.209 - 211.
4- Spriewald BM, Lefter C, Huber I, et al. A
suggestive association of fuchs heterochromic
cyclitis with cytotoxic T cell antigen 4 gene
polymorphism. Ophthalmic Res. 2007;
39(2):116 -20.
5- Srinivasan S,Layall D,Kiiri C . Amsler –Verrey
sign during cataract surgery in fuchs
heterochromic uveitis .BMJ Case Report .2010
oct .
6- Bonfioli AA ,Curi AL,Orefice F. Fuchs
heterochromic cyclitis .Semin ophthalmol.
2005 jul-sep ; 20(3) :143-6.
7- Kanski JJ. Clinical ophthalmology: A synopsis,
second edition. Edinburgh, Elsevier; 2009: P.P.
265-266.
8- Kazokoglu H, Onal S, Tugal-Tutkun I, et al.
Demographic and clinical features of uveitis in
tertiary
centers
in
Turkey.Ophthalmic
Epidemiol. 2008 Sep-Oct; 15(5):285-93.
9- Fearnley
IR,
Rosenthal
AR.Fuchs'
heterochromic iridocyclitis revisited. Acta
Ophthalmol Scand. 1995 Apr;73(2):166-70.
10-Velilla S, Dios E, Herreras JM, Calonge M.
Fuchs heterochromic iridocyclitis: a review of
26 cases. Ocul Immunol Inflamm. 2001 Sep;
9(3):169-75.

54

Anb Med J Vol.13 No.1; 47-56

مجلـــة االنبـــار الطبيـــــــة

Al-Anbar Medical Journal
Fuchs Uveitis Syndrome Clinical…

Younis I. Kalaph

24- Tugal-Tutkun I, Güney-Tefekli E, KamaciDuman F, Corum I.A cross-sectional and
longitudinal study of Fuchs uveitis syndrome in
Turkish patients. Am J Ophthalmol. 2009
Oct;148(4):510-515.
25- Bouchenaki N, Herbort CP.Fluorescein
angiographic findings and clinical features in
Fuchs'
uveitis.Int
Ophthalmol.
2010
Oct;30(5):511-9.
26- Tandon M, Malhotra PP, Gupta V, Gupta A,
Sharma A.
Spectrum of Fuchs uveitic syndrome in a North
Indian population.
Ocul Immunol Inflamm. 2012 Dec;20(6):429-33.
27- Basarir B, Altan C, Pinarci EY, Celik U, Satana
B, Demirok A. Analysis of iris structure and
iridocorneal angle parameters with anterior
segment optical coherence tomography in
Fuchs' uveitis syndrome.
Int Ophthalmol. 2013 Jun;33(3):245-50.
28- Jones NP. Glaucoma in Fuchs' Heterochromic
Uveitis: etiology, management and outcome.
Eye (Lond). 1991;5 ( Pt 6):662-7.
29- La Hey E, de Vries J, Langerhorst CT, et al.
Treatment and prognosis of secondary glaucoma
in Fuchs' heterochromic iridocyclitis. Am J
Ophthalmol. 1993 Sep 15;116(3):327-40.
30- Waters FM, Goodall K, Jones NP, McLeod D.
Vitrectomy for vitreous opacification in Fuchs'
heterochromic uveitis.Eye (Lond). 2000 Apr;14
( Pt 2):216-8.
31- Soheilian M, Karimian F, Javadi MA, et
al.Surgical management of cataract and
posterior chamber intraocular lens implantation
in Fuchs' heterochromic iridocyclitis. Int
Ophthalmol. 1997;21(3):137-41
32- Tejwani S, Murthy S, Sangwan VS. Cataract
extraction outcomes in patients with Fuchs'
heterochromic cyclitis.J Cataract Refract Surg.
2006 Oct;32(10):1678-82.
33- Budak K, Akova YA, Yalvac I, et alk
.Catract surgery in patients with Fuchs
heterochromic
iridocyclitis.
Jpn
J
Ophthalmol. 1999 Jul-Aug; 43(4):308-11.
34- Estafanous MF, Lowder CY, Meisler DM, et al.
Phacoemulsification cataract extraction and
posterior chamber lens implantation in patients
with uveitis. Am J Ophthalmol. 2001
May;131(5):620-5.
35- Ram J, Kaushik S, Brar GS, Gupta A.
Phacoemulsification in patients with Fuchs'
heterochromic uveitis.J Cataract Refract Surg.
2002 Aug; 28(8):1372-8.
36- Javadi MA, Jafarinasab MR, Araghi AA, et al.
Outcomes of phacoemulsification and in-thebag intraocular lens implantation in Fuchs'

heterochromic iridocyclitis.J Cataract Refract
Surg. 2005 May; 31(5):997-1001.
37- Regenbogen LS, Naveh-Floman N. Glaucoma
in Fuchs' heterochromic cyclitis associated with
congenital Horner's syndrome.Br J Ophthalmol.
1987 Nov;71(11):844-9.
38- Carreño E, Villarón S, Portero A, et al.Surgical
outcomes of uveitic glaucoma. J Ophthalmic
Inflamm Infect. 2011 Jun; 1(2):43-53.
39- Tabbut BR, Tessler HH, Williams D. Fuchs'
heterochromic iridocyclitis in blacks. Arch
Ophthalmol. 1988 Dec;106(12):1688-90.
40- Kashen MA, Kalaph YI. Uveitis in Iraqi
patients: prevalence's
of causes and importance of laboratory tests.
JABMS. 2008 ;9(2):56-63.
41- Al-Mansour YS, Al-Rajhi AA, Al-Dhibi H,
Abu El-Asrar AM. Clinical features and
prognostic factors in Fuchs' uveitis.Int
Ophthalmol. 2010 Oct; 30(5):501-9.
42- Mocan MC, Kadayifcilar S, Irkeç M. In vivo
confocal microscopic evaluation of keratic
precipitates and endothelial morphology in
Fuchs' uveitis syndrome. Eye (Lond). 2012 Jan;
26(1):119-25.
43- Arellanes-García L, del Carmen PreciadoDelgadillo M, Recillas-Gispert C. Fuchs'
heterochromic
iridocyclitis:
clinical
manifestations in dark-eyed Mexican patients.
Ocul Immunol Inflamm. 2002 Jun; 10(2): 12531.
44- Mocanu C, Barăscu D, Marinescu F, et al.
Neovascular glaucoma--retrospective study.
Oftalmologia. 2005;49(4):58-65. Romanian.
Am J Ophthalmol. 1989 Sep 15;108(3):310-4.
45- Jakeman CM, Jordan K, Keast-Butler J, Perry
S. Cataract surgery with intraocular lens
implantation
in
Fuchs'
heterochromic
cyclitis.Eye (Lond). 1990; 4 ( Pt 4):543-7.
46- Razzak A, al Samarrai A. Intraocular lens
implantation following cataract extraction in
Fuchs' heterochromic uveitis.Ophthalmic Res.
1990;22(2):134-6.
47- Daus W, Schmidbauer J, Buschendorff P,et al .
Results of extracapsular cataract extraction with
intraocular lens implantation in eyes with
uveitis and Fuchs' heterochromic iridocyclitis.
Ger J Ophthalmol. 1992; 1(6):399-402.
48- Kheireddine A, Turut P, Milazzo S. Functional
results of cataract surgery with implantation in
Fuchs' heterochromic cyclitis.J Fr Ophtalmol.
1993;16(5):326-31. Review. French.
49- Ram J, Jain S, Pandav SS, Gupta A, Mangat
GS. Postoperative complications of intraocular
lens implantation in patients with Fuchs'
heterochromic cyclitis. J Cataract Refract Surg.
1995 Sep; 21(5):548-51.

55

Anb Med J Vol.13 No.1; 47-56

مجلـــة االنبـــار الطبيـــــــة

Al-Anbar Medical Journal
Fuchs Uveitis Syndrome Clinical…

Younis I. Kalaph

50- O'Neill D, Murray PI, Patel BC, Hamilton AM.
Extracapsular cataract surgery with and without
intraocular lens implantation in Fuchs
heterochromic cyclitis. Ophthalmology. 1995
Sep; 102(9):1362-8.

51- Cheng B, Liu Y. Phacoemulsification in eyes
with Fuchs' heterochromic iridocyclitis. Yan Ke
Xue Bao. 2000 Jun; 16(2):97-8. Chinese.
52- Mahendradas P, Shetty R, Malathi J, Madhavan
HN. Chikungunya virus iridocyclitis in Fuchs'
heterochromic
iridocyclitis.Indian
J
Ophthalmol. 2010 Nov-Dec; 58(6):545-7.

56

Anb Med J Vol.13 No.1; 47-56

