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Intraocular Lens Decentration

Decentered within the capsular bag

Partially subluxed outside of intact capsular bag

Subluxed outside of compromised capsule

|OL and capsular bag subluxation

IOL lying on the retina




|OL Decentration Within

Intact Capsular Bag




Late Reopening of
Fibrosed Capsular Bags

For Lens Repositioning







General Principles

Symptomatic IOL Decentration
VS
Symptomatic PC Opacification

When in Doubt
Reposition IOL First
Then Perform YAG




General Principles

AVOID MACULAR PHOTOTOXICITY

e Turn microscope light dov

* Angle microscope light away from macula

— Appropriate powered IOL is focusing light
directly on the retina

— Macular burns can occur Iin a relatively short
perioo




General Principles

* Recentration can be accomplished through
several paracenteses

 Avoid filling the anterior chamber wit
viscoelastic

 Use a combination of viscodissection and
blunt dissection -Axvniddarepps




Technique

e First paracentesis
— easy access to the capsulorhexis
— large portion of the IOL under rhexis




Technique

* Slip cannula between IOL and rhexis

* Inject Viscoat® to dissect anterior capsule
from posterior capsu

* Place as many paracenteses as Is needed




Technique

e Blunt dissection with viscoelastic cannula
e Use broad sweeping movements




Technique

* Reposition IOL
e Bimanual irrigation and aspiration




Late Reopening of Fibrosed Bag

Decentered
PMMA IOL

3 Years Post Phaco/lOL
Implantation

3 Years Post Phaco/IOL




Postoperative Considerations

 Most metaplasia and fibrosis of LECs has
already transpired

— Repeat IOL decentration unlike

 YAG can be performed 2-@ewadsks
following repositioning




Partially Subluxed Outside of

Intact Capsular Bag




3 Years s/p Phaco / IOL




Recurrent Vitreous Hemorrhages




Recurrent Vitreous Hemorrhages




Recurrent Vitreous Hemorrhages




Treatment Options

1w

 Amputate subluxed haptic

* |OL exchange

* Reposition haptic and optic within capsule







Postop IOL Repositioning




Postoperative OCT




Subluxed with Poor Capsular Support




Iris Fixation of Decentered IOL




Iris Fixation of Decentered IOL




Iris Fixation of Decentered IOL




Pars Plana Approach

" ’ :'vl'..f.

|
e '8

,.-r’:‘




Subluxed IOL / Capsular Bag







Transscleral Fixation

ARACT REFRACT SURG - VOL 32, NOVEMBER 2006

TECHNIQUES

Scleral fixation without conjunctival dissection

Richard S. Hoffman, MD, 1. Howard Fine, MD, Mark Packer, MD

Scleral fixation of intraocular lenses (I0Ls) and adjunctive capsular devices can be performed un-
der the protection of a scleral flap. A modification of this technique uses a scleral pocket initiated
through a peripheral clear corneal incision. Full-thickness passage of a double-armed suture
through the scleral packet and conjunctiva, with subsequent retrieval of the suture ends through
the external incision for tying, facilitates scleral fixation. This modification offers several advan-
tages over traditional methods: It eliminates the need for conjunctival dissection and scleral cau-
terization; a scleral pocket affords a greater surface area for suture placement through an ab
externo or ab interno approach; retrieval of the sutures through the external corneal incision
and subsequent tying allows the suture knot to pass under the protective roof of the scleral
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pocket, negating the need for suture knot rotation; and the architecture of the scleral pocket
[] [ ] [] [ eliminates the need for sutured wound closure. Suture retrieval and scleral fixation through a
comeoscleral pocket offers a refined method for fixation of I0Ls and other intraocular adjunctive
J Cataract Refract Surg 2006; 32:1907-1912 © 2006 ASCRS and ESCRS
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C C y - accomplished by means of iris fixation'™ and trans- through the scleral pocket and conjunc

sutured wound closure

scleral fixation through the ciliary sulcus or pars plana **

Although iris fixation of decentered 10Ls is a popular tech-

nique, late-onset combined 101.—~apsular bag subluxation

r:sulum; from zonular weakne: lialysis may be more
paired with scleral fi: »

interno

and ab
passed from
the external surface. Common to all chhniqus for trans-
nleml fixation is |i|= n
ated for

We describe a refinement of our previously reported
scleral tunnel technique®’ for scleral fixation that uses
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quent retrieval of the suture ends through the external
neal incision for tying avoids the need for conjunctival
ction, scleral cauterization, or sutured wound closure
The technique is described for a subluxated 10L-capsular
bag complex bu
vice that requires transscleral f

ed for any 10L or intraocular de-

SURGICAL TECHNIQUE

Calipers dipped in gentian violet are used 1o mark the
locations for peripheral clear corneal incisions. These inci
sions are made 180 degrees from each other in a meridian
that will facilitate proper final positioning of the I0L optic.
The haptics should be incorporated in the suture passes
unless a capsular tension ring (CTR) was previously placed,
in which the CTR can be secured within the suture

k meridians should
avoided to prevent dlmagg to the long posterior ciliary
arteries,

A guarded dnmund B (#0 ", R}n in

make the 3 degrt l.l el

incisions just anterior to the conjunctival insert

limbus (Figure 1). The depth of thes

modified depending on the amount of Iianemn;, desired




Soemmering’s Ring Bag Equator
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Subluxed [OL




Grooved Clear Corneal Incisions
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Scleral Pocket




Haptic Encircling
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Haptic Encircling




Suture Retrieval




Prolene Suture Tying




Suture Degradation

o 10-@ Phalkme Suttines fouwma tw aksmyadiA/Eange s
following scleral fixation

e Recommend @@ Frlele®@Ehicon D8229 CTC#iL)
or 80 Gonttex







Scleral Pocket Fixation
Advantages

e Simpler creation of suture knot covering
— Avoids the need to rotate knots

 No conjunctival dissection or scleral caute

— Faster than traditiondl flap procedure

— Healthier scleral tissue




Scleral Pocket Fixation
Advantages

o Larger surface area thatnflap or groove
— Facilitates ab interno and ab externo approach

e Easie
— Diss




Induced Astigmatism
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Scleral Pocket Fixation

Improved Method for Scleral Fixation

Dislocated IOLs ji

Adjunctive Capsular Devices
— Cionni capsular tension ri
— Ahmed ring segment

Iridodialysis

Iris Prosthesis







IOL Lying on Retina




Various Presentations

Coordinate with Retina Colleague

e Single piece / plate haptic IOL
— Free / on the retina
— In the bag / on the reti RemoNs a0d Bxenange

o 3-piece IOL
— Free / on the retina
— In the bag / on the retina

Iris Fixation




Alternate Option

3-Piece IOL on Retina
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Figure Courtesy of Amar Agarwal, MD







Review
Decentered IOL in the Bag

* Reposition first before YAG
e Avoid macular phototoxicity

 Blunt viscodissection
. 2-3 paracenteses |4




Review
Subluxed Without Capsular Support

e Iris fixation
 Avoid macular phototoxicity

e 2-3 paracenteses




Review
|OL/ Bag Subluxation

e Scleral fixation through the bag
o Facilitated if CTR in place

* Performed through 2 microincisions w
2 scleral pockets —




Review
IOL Lying on the Retina

o Coordinate with your retina colleague




Good Luck !
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