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INTRODUCTION

When the posterior capsule ruptures or there is dd@
zonular support, an intraocular lens can be placéue anterior
chamber between the cornea and iris, as in iretdot and
closed or open-loop anterior chamber intraoculaséds(Por
and Lavin, 2005).

The intraocular lens can be implanted in the paster
chamber within the ciliary sulcus posterior to this, as in
sutured iris-fixated and scleral fixated postericnamber
intraocular lengMcAllister and Hirst, 2011)

Various techniques have been used in the pastgtaimn
an intraocular lens in eyes following a posteri@psular
rupture, but every technique has its own limitagiorPre-
requisites for an anterior chamber intraocular iemdantation
are the presence of an anatomically normal antehamber
and accurate sizing of its horizontal diamefapple et al.,
2008)

The subclinical uveitis secondary to lens-tissuptact
creates inflammatory products that could be diyacikic to the
endothelium and angle and could also result in @gsnacular
edema, uveitis-glaucoma-hemorrhage syndrome has bee
reported and late dislocations may occur. Iris1®du
intraocular lenses can cause cat-like pupil ansl ¢haffing,

-1-
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with uveitis and/or pigment dispersion and secondar
complications such as chronic inflammation and sdaoy
glaucoma, These techniques need sufficient irisnsr for
fixation (Scharioth, 2009).

Sutured scleral fixated intraocular lens are asdedi
with visually significant complications due to laabluxation.
In a histologic study, intraocular lens stabilitasvthe result of
intact scleral sutures and not to fibrous encapsuar correct
placement of the haptic in the ciliary suldusibniewski et al.,
2010).

As a result, intraocular lens dislocation is likébyoccur
if sutures are inadvertently removed or if sutwatgiue occurs.
Two-point suture fixation carries a higher riskaodial IOL tilt,
and 3 or 4 point fixation heightens the risk fomgications
resulting from increased intraocular manipulatigviste et al.,
2006).

Glue assisted intrascleral fixation differs fromhert
sutureless techniques in a way that two partiaratkhickness
flaps are made 180 degrees apart and the sclecaktzoare
made at the edge of the flap base, parallel tostberotomy
wound. The haptics are tucked in the scleral pecked the
flaps are then adhered to the base with the hetigsie fibrin
glue. The glue also helps in sealing the sclerotsite/ which
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would otherwise act as a filtration site and cabgpotony
(Gabor and Pavlid, 2007).

This technique has an advantage in that it can be
performed in the presence of significant structakalormalities
of the anterior chamber and that it mitigates manmythe
adverse outcomes associated with anterior chambraocular
lenses, iris fixated intraocular lenses and sutscteral fixated
intraocular lense€Scharioth et al., 2010).

Externalization of the greater part of the haptang its
curvature stabilizes the axial positioning of tld.land thereby
prevents intraocular lens tilt. The use of scléwainel fixation
of the haptic is less technically demanding becaustbilizes
the intraocular lens in the posterior chamber withadifficult
suturing procedurg$charioth et al., 2009).

Placing the I0OL haptic beneath the flap preventthér
movement of the haptic, reducing the pseudophacxisnthat
leads to constant motion in the vitreous and, waitety, to
retinal damage. The ends of the haptic are lethentunnel to
prevent foreign body sensation and erosion of trgunctiva
and to reduce the risk of inflammatiddacobi and Jagger,
1981).
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AIM OF THIS ESSAY

Is to discuss the glue assisted intrascleral foxatof
posterior chamber intraocular lens in absence gfsuar
support and to evaluate advantages, post-operatit@mes,
visual prognosis and complications of this techeiqu




Chapter (1): Indications of Postevior Chamber
Intraoveudar Lens Fixation

INDICATIONS OF POSTERIOR
CHAMBER
INTRAOCULAR LENS FIXATION

1- Aphakia:

Visual rehabilitation with an intraocular lens (IDis an
ideal option in aphakic eyes. In some cases, sampitary |IOL
implantation in the ciliary sulcus is a viable @ptj in others,
the capsulorrhexis remnants are not sufficient eégueely
support an IOL. The use of an anterior chamber @t also
been described, but so have the long-term comaitst
associated with these lenses, especially in eyés shallow
anterior chamber&awada et al., 2010).

Another alternative is transcleral fixation of &Ll This
technique has gained popularity over the past 2dks; most
likely due to improvements in lens designs and anfition
techniques. One technique to fixate a posteriomides IOL in
the absence of sufficient capsular support is tlengl suturing.
It can be used in primary and secondary IOL im@hon
procedures and also to refixate a malpositiones (l€éwong et
al., 2007).

There are numerous surgical approaches for fixadion
an |IOL to the scleral wall adjacent to the ciliaglcus or pars
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plana, as well as for securing the lens to irisugs These
techniques enable surgeons to achieve safe anié $itedtion

of posterior chamber IOLs in high-risk cases, awvwmdthe

complications of anterior chamber I0I(wong et al., 2007).

In pediatric aphakia, implantation of a sclerakted
posterior chamber IOL is preferable to an antesfamber IOL
because of long-term complications associated thi¢hlatter,
namely corneal decompensation, glaucoma, and puopill
ectopia. As with all treatment options for pedataphakia,
posterior chamber IOL implantation can be assodiatéth
problems, especially in the long term, can resaultlens
decentration or subluxatiqBurcu et al., 2014)

In transscleral sulcus fixation of posterior chami_s
after intracapsular cataract extraction (ICCE) phakic eyes,
although most posterior chamber I0OLs can be suthyetheir
haptics to the sclera with square knots or slipt&neeveral
specialized haptic designs facilitate this maneuvidrese
include haptics with enlarged ends to avoid susliepage
(Malbran et al., 2003).

2-Deficient capsular support:

Intraocular lens (IOL) implantation in eyes withfideent
capsular support has been at the forefront of sakrgesearch
for many years now. IOL implantation in the ciliagylcus is




Chapter (1): Fndications of Postevior Chamber
Intraoveudar Lens Fixation

possible in eyes with adequate anterior capsulgpat
(Taskapili et al., 2007).

However, in eyes with deficient anterior capsulan,ri
anterior chamber (AC) IOL, iris claw lenses, onsatl scleral-
fixated (SF) IOL are usually performé&deh et al., 2000).

Fibrin glue-assisted posterior chamber (PC) IOL
Implantation is a new technique started in eye$ dgficient
capsular suppo(tNair et al., 2009).

In eyes with insufficient or no capsular suppo@LI
implantation and fixation techniques are still comersial.
Many reports confirm that anterior chamber or fnksted IOLs
can be implanted, or, alternatively, a posteri@rsher IOL can
be fixated in the ciliary sulcus using transsclesaturing or
gluing (Anand and Bonman, 2007).

The endocapsular placement of an intraocular 1EDis) (
iIs undoubtedly anatomically most preferable follogi
successful cataract extraction. However, the pessesf an
unstable capsule-zonule complex or its absencewitds a
dislocated lens or pseudoexfoliation syndrome, ptsnthe
endocapsular fixation of the IQPor and Lavin, 2005).

The implantation of an IOL in the capsular bag jules
stable fixation at a position closest to the nquant of the eye
(McAllister and Hirst, 2011).
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3-Trauma:

Scleral-fixated PC IOL's have a theoretic advantags
other IOL's with regard to complications, espegiatl eyes
after trauma and in young patieiftote et al., 2006).

Scleral-fixated PC IOL's provide better visual @&gw@nd
binocularity, lead to a lower incidence of strabismthan
contact lenses, and avoid the complications of @C'd, which
are seen more with rigid closed loop I0OLs than waipien-loop
and iris-claw IOL'SEpley et al., 2001).

Severe blunt ocular trauma or penetrating injuryy ma
result in loss of capsular support. All of the mmafixation
techniques have been reported in cases of postata
cataract extraction and IOL implantation. If injuiy the iris
occurs, angle supported or iris-sutured fixationy nmet be
enabled. Most recent series have described sclexation
strategies for IOL placement after traur(lgarwal et al.,
2010).

4-Complicated Cataract Surgery:

Alternate fixation strategies are often neededofeihg
complicated cataract surgery. IOL placement mayoet the
same time as complicated cataract extraction, arsecondary
procedure at a later dgf®@lsen and Pribila, 2011).




