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Microincisional
Sutureless Vitrectomy
for Dislocated IOL

An alternative technigue using 23-gauge surgery for refixation of a scleral-sutured lens.

BY MEGAN. E. COLLINS, MD; VEERAL SHETH, MD; SUNIL RAICHAND, MD;
MICHAEL A. SAIDEL, MD; AND SEENU M. HARIPRASAD, MD

In this issue of Retina Today, Megan. E. Collins, MD, Veeral Sheth, MD, Sunil Raichand, MD, Michael A. Saidel, MD,

and Seenu M. Hariprasad MD, describe the details of an alternative technique for refixating a dislocated scleral-

sutured intraocular lens using 23-gauge vitrectomy.

We extend an invitation to readers to submit surgical pearls for publication in Retina Today. Please send sub-
missions for consideration to Ingrid U. Scott, MD, MPH (iscott@psu.edu), or Dean Eliott, MD (deliott@doheny.org).
We look forward to hearing from you.
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ransscleral suture fixation of a posterior chamber
intraocular lens (TS-IOL) is a well-established tech-
nique to secure an [OL when there is loss of poste-
rior capsular support. A number of postoperative
complications have been described with transscleral suture
fixation, including endophthalmitis, retinal detachments
and breaks, vitreous and choroidal hemorrhage, and lens
dislocation.! The reported incidence of lens dislocation fol-
lowing scleral suture fixation varies widely in the literature,
from 1.5% to 27.9%.2 This is in contrast to the incidence of
posterior chamber intraocular lens (PC-IOL) dislocation,
which has been reported to range from 0.2% to 2%.°
In a case series by Kim et al,® trauma and an underlying
diagnosis of Marfan syndrome were associated with an
increased incidence of lens dislocation with TS-IOL.
Suture breakage may occur secondary to knot erosion,
suture degradation, or iatrogenic severing of the suture by
its contact with the lens haptic. Based on histopathology,
Parekh et al” reported that cutting of the suture by the .
sharp surface of the lens haptic was the most likely etiolo-  Figure 1. Preoperative slit lamp photo showing dislocated
gy for lens dislocation. TS-IOL.
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Over the past 2 decades, a number of techniques for
scleral fixation of an IOL have been reported in the liter-
ature. Techniques for both primary insertion of a TS-
IOL2 1 as well as subsequent scleral fixation of dislocat-
ed PC-1OLs, have been described.’'® These techniques
often involve a combined approach of pars plana vitrec-
tomy (PPV) with a scleral-based flap to suture the lens.
In some recent cases, clear corneal incisions, sometimes
with haptic externalization, have also been used to aid
in visualization and securing of the suture around the
haptic.®" There are limited reports in the literature to
describe techniques for refixation of a previously
sutured TS-IOL that has subsequently dislocated.™

Recently, a patient presented with her second disloca-
tion of a TS-IOL. In this article, we describe a novel
approach using 23-gauge microincisional vitrectomy
surgery (MIVS) to resuture a TS-IOL in a patient with
two previous lens dislocations.

PREOPERATIVE CONSIDERATIONS

A 45-year-old patient was referred to our retina prac-
tice by a local cornea specialist for management of a
TS-IOL that had dislocated two times in 8 years. The
patient’s ocular history was significant for a complicat-
ed cataract extraction in 2001 with a posterior capsular
tear and retained lens fragment. The patient was left
aphakic and referred to a retina specialist. She under-
went a partial PPV/pars plana lensectomy to remove
the residual lens fragment and had a TS-IOL placed. In
2005, the patient required additional surgery because
the TS-IOL had dislocated.

The patient had done well until approximately
3 months prior to presentation, when she began to

RETINA SURGERY RETINA PEARLS

notice “shifting images” in her right eye. She reported
no history of recent trauma. Her visual acuity was
20/25 OD. On slit-lamp examination, her TS-IOL was
displaced inferotemporally (Figure 1). The loose lens
haptic was suspended over the macula. There was no
evidence of retinal detachment or a retinal tear,
although the view to the posterior pole was limited
due to the displaced TS-IOL.

After weighing the risks and benefits of various surgi-
cal approaches, including lens removal and insertion of
an anterior chamber intraocular lens, we decided to
attempt refixation of the subluxed lens haptic.

Although the patient had undergone a previous vit-
rectomy, there was still significant vitreous present. In
consultation with our cornea specialist, we elected to
proceed with a combined 23-gauge MIVS and transscle-
ral approach using a novel technique to refixate the
subluxed lens haptic.

DESCRIPTION OF SURGICAL TECHNIQUE

In the OR, three cannulas were placed to perform
23-gauge MIVS. Because we planned to create our scle-
ral flap nasally, we had to displace our superonasal port
clockwise 2 clock hours relative to where it is typically
placed. A 360° vitrectomy was performed using diluted
triamcinolone acetonide (Triesence, Alcon
Laboratories, Inc.) to enhance vitreous visualization
during vitreous base shaving with skilled scleral depres-
sion from an assistant. Although our patient had
undergone a previous vitrectomy, multiple adhesions
between the vitreous and lens implant were noted. The
dislocated TS-IOL was still secured temporally while
the nasal haptic was suspended in the vitreous cavity

Figure 2. Intraoperative picture of scleral flap creation.

Figure 3. Intraoperative picture of docking STC6 needle in
27-gauge needle.
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Figure 4. Postoperative slit lamp photos showing repositioned TS-IOL.

over the macula. No retinal tears or breaks were noted
on scleral depression under the binocular indirect
ophthalmoscope.

Following the vitrectomy, a partial thickness limbal-
based scleral flap was created using #66 and a #69
blades 1-mm posterior to the nasal limbus (Figure 2).
One end of a double-armed STC6 needle (Ethicon,
Inc,10-0 Prolene, 16.0 mm) was passed through the
superotemporal 23-gauge cannula, through the eyelet of
the free-floating nasal haptic of the CZ70 BD lens (Alcon
Laboratories, Inc,, Fort Worth, TX) with 23-gauge dispos-
able forceps assistance through the nasal 23-gauge can-
nula. A hollow bore 27-gauge needle was then inserted
through the nasal scleral flap into the posterior chamber.
Both the STC6 needle and the tip of the 27-gauge nee-
dle could be directly visualized under the microscope.
The STC6 needle was docked into the hollow bore of
the 27-gauge needle (Figure 3). With the STC6 needle
engaged by frictional forces, the 27-gauge needle was
slowly removed with resultant externalization of the
STC6 needle through the scleral flap. The other half of
the double-armed STC6 needle was passed in a similar
fashion temporally through the 23-gauge cannula.
Instead of passing the second half of the STC6 needle
through the eyelet, however, it was passed anterior to
the haptic. The second half of the STC6 needle was
docked within the bore of the 27-gauge needle and
removed through the scleral flap in a manner similar to
the first half. The two ends of the STC6 needle were
pulled to the appropriate tension to re-suspend and
center the TS-IOL and then tied. The scleral flap was
then closed with 8-0 Vicryl suture. The entire case time
less than local anesthesia/retrobulbar block was under
25 minutes.
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POSTOPERATIVE RESULTS

Our patient has done well postoperatively. Her visual
acuity remains 20/25, and her TS- IOL is well-centered
without evidence of dislocation (Figure 4). She has
remained stable for 6 months since surgery and will con-
tinue to be followed by the referring cornea specialist.

CONCLUSIONS

Although there have been several case reports of
multiple episodes of suture breakage after insertion of a
TS-I0L, the actual incidence of rebreakage remains
unknown. In our patient, this was her second case of a
dislocated TS-IOL, each episode occurring approximate-
ly 4 years after lens insertion or repair. A number of
techniques have been described for initial insertion of a
TS-IOL or scleral fixation of a PC-IOL following lens dis-
location. There are limited data on surgical approaches
for refixation of a recurrently dislocated TS-IOL.

Our surgical approach was based on the principles
established for scleral suture fixation of a dislocated
PC-IOL. We combined a three-port MIVS with a limbal-
based partial thickness scleral flap to refixate the sub-
luxed lens haptic. There are several unique aspects to
our minimally invasive approach in comparison with
those reported previously. First, to the best of our
knowledge, this is the first time an STC6 needle has
been used to refixate a dislocated TS-IOL. In addition,
this is the only description in the literature of directing
the STC6 needle through the vitrectomy port rather
than through a scleral flap to secure a lens haptic.
Second, although several previous authors have used a
25- or 27-gauge needle as a docking port, this is the first
report of the use of a 23-gauge MIVS cannula; as previ-
ous cases reported the need for creation of an addition-



By using a combined PPV/transscleral
approach, we were able to have
adequate visualization of the haptic
eyelet without the need for
haptic externalization.

al scleral flap or a corneal incision. Finally, most of the
techniques described previously involve suturing the
haptic arm of a foldable IOL. We had to develop an
approach for securing the suture through the eyelet of
the CZ70 lens. The use of disposable 23-gauge MIVS
forceps (disposable is preferred as the forceps tip may
be damaged during this procedure) to hold the haptic
while the STC6 needle was passed through the eyelet
proved to be invaluable and easy to perform. By using a
combined PPV/transscleral approach, we were able to
have adequate visualization of the haptic eyelet without
the need for haptic externalization.

In conclusion, this is the first reported case of per-
forming a combined 23-gauge MIVS-transscleral
approach to secure a dislocated TS-IOL. There are sever-
al advantages of our technique, including its minimally
invasive approach; direct visualization of the haptic
while it is being secured with the STC6 needle; passing
the STC6 needle through the 23-gauge cannula to avoid
the creation of a second scleral flap or a corneal inci-
sion; and using the 27 gauge needle to guide external-
ization of the STC6 needle. m

Seenu M. Hariprasad, MD, is an Associate
Professor and the Director of Clinical Research at the
University of Chicago Department of Surgery, Section
of Ophthalmology and Visual Science. He serves as
Chief of the Vitreoretinal Service and Director of the
Surgical Retina Fellowship Program. Dr. Hariprasad states that he
is a paid consultant for OD-OS, Alcon Laboratories, Inc, Ocular
Therapeutix, and Pfizer, Inc, and is on the speakers bureau for
Genentech, Inc, Allergan, Inc, and Alcon Laboratories, Inc. He
can be reached by e-mail: retina@uchicago.edu.

Megan. E. Collins MD, Veeral Sheth, MD, and Michael A.
Saidel, MD, are all with the University of Chicago, Department
of Surgery, Section of Ophthalmology and Visual Science in
Chicago. Sunil Raichand, MD, is with DuPage Eye Associates in
Downer’s Grove, IL.

Ingrid U. Scott, MD, MPH, is a Professor of Ophthalmology
and Public Health Sciences, Penn State College of Medicine,
and is a member of the Retina Today Editorial Board. She may
be reached by phone: +1 717 531 4662; fax: +1 717 531 5475;
or via e-mail at iscott@psu.edu.

RETINA SURGERY RETINA PEARLS

Dean Eliott, MD, is a Professor of Ophthalmology and
Director of Clinical Affairs, Doheny Eye Institute, Keck School of
Medicine at University of Southern Carolina and is a member
of the Retina Today Editorial Board. He may be reached by
phone: +1 323 442 6582; fax: +1 323 442 6766; or via e-mail at
deliott@doheny.org.

1. Bading G, Hillecamp J, Sachs HG, et al. Long-term safety and functional outcome of combined
pars plana vitrectomy and sclera-fixated posterior chamber lens implantation. Am J Ophihalmol.
2007;144:371-377.

2. Vote BJ, Tranos P, Bunce C. Long-term outcome of combined pars plana vitrectomy and scleral
fixated sutured posterior chamber intraocular lens implantation. Am J Ophthalmol. 2006;141:
308-312.

3. Johnston RL, Charteris DG. Pars plana vitrectomy and sutured posterior chamber lens implana-
tion. Curr Opin Ophthalmol. 2001;12:216-221.

4. Filipovic T, Grzetic R, Merlak M, et al. Complications after primary and secondary transsclerally
sutured posterior chamber intraocular lens implantation. Coll Anthropol. 2005;29:Supp 1:37-40.
5.Kim SS, Smiddy WE, Feuer W et al. Management of dislocated intraocular lenses.
Ophthalmology. 2008;115:1699-1704.

6. Kim J, Kinyoun JL, Saperstein DA, et al. Subluxation of a transcleral sutured posterior chamber
intraocular lens. Am J Ophthalmol. 2003;136:382—384.

7. Parekh P, P, Green WR, Stark WJ, et al. Subluxation of suture-fixated posterior chamber intraocular
lenses: a clinicopathologic study. Ophthalmology. 2007;114:232-237.

8. Peden M, Adams S, Huffman B, et al. Alternative technique for implantation of a scleral-fixated
intraocular lens. J Cataract Refract Surg. 2009;35:226-229.

9. Hannush SB. Sutured posterior chamber intraocular lenses: indications and procedure. Curr Opin
Ophthalmol. 2000;11:233-240.

10. Berler DK, Friedberg MA. Scleral fixation of posterior chamber intraocular lens implants com-
bined with vitrectomy. Tr Am Ophth Soc. 1991; 215-234.

11. Smiddy WE, Flynn HW. Needle-assisted scleral fixation suture technique for relocating posteri-
orly dislocated I0Ls. Arch Ophthalmol. 1993;111:161-162.

12. Smiddy WE. Modification of scleral suture fixation technique for dislocated posterior chamber
intraocular lens implants. Arch Ophithalmol. 1998;116:967.

13. Nikeghbali A, Falavarjani K. Modified transcleral fixation technique for refixation of dislocated
intraocular lenses. J Cataract Refract Surg. 2008;34:743-748.

14.Han Q, Wang L, Hui Y et al. Transcleral suture technique for fixation of a dislocated posterior
chamber intraocular lens. J Cataract Refract Surg. 2004;30:1396—1400.

15. Rahim M, Malyugin B. Two-string technique to manage dislocated posterior chamber plate-hap-
tic intraocular lens. J Cataract Refract Surg. 2006;32:722—726.

16. Kokame GT, Yamamato |, Mandel H. Scleral fixation of dislocated posterior chamber intraocular
lenses: temporary haptic externalization through a clear corneal incision. J Cataract Refract Surg.
2004;30:1049-1056.

17. Kokame GT, Atebara NH, Bennett MD. Modified technique of haptic externalization for scleral fix-
ation of dislocated posterior chamber lens implants. Am J Ophthalmol. 2001;131:129-131.

18. Balta FN, FN. Surgical technique for repositioning subluxated previously scleral-fixated intraocu-
lar lenses. Am J Ophthalmol. 2004;138:676—677.

WATCH IT ON NOW ON THE RETINA SURGERY

CHANNEL AT WWW.EYETUBE.NET!

An Alternative Technique
Using 23-gauge
Microincisional Sutureless
Vitrectomy for Refixation
of a Dislocated Scleral-

Sutured Intraocular Lens

By Seenu M. Hariprasad, MD Q eyopetUbe

hthalmic Video Resource

direct link to video: http://eyetube.net/v.asp?dijedi

NOVEMBER/DECEMBER 2009 | RETINA TODAY | 35



