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INTRODUCTION



In the last few decades, an Increasing number of
extracapsutar cataract extractien has been performed

{Kraff, M.C., 1980}.

The popularity cof extracapsular cataract extraction
has lIncreased because of the advantage of the posterlor
capsule in ﬁtabilizing 1ntrauucuiaz lens implant, as well
as anterlor and posterior segment structures, This
procedure may al#n be assoclated with a lower incldence

0f cystoid macular ocedema and aphakic retinal detachment

{ Themas J.L., 1885).

Wwith this increasing popularity of extracapsular
technigues as aspiration, phaccemulsification and linear
extraction, more and more patients are being seen with
Ilntact posterior capsules. At tirst most of these are
clear and present no  particular problems. But, if

followed long ensugh a very large percentage of these is



golng to increase Iln thlckneas with tlbrosls, wrlnklling,
pearl formatlon and a decrease In wviaslon (Kraff, M. C.,

1280).

With the popular cholce of the technlgue of E.C.C.E.
and the increasing numbers of opaque poaterior capaules a
varliety of llnes of treatment are new existing. Prevlious
treatments !nclude pollshlng of the capsule and surglcal
diaclisaion. The neodymlum YAG laser recently became
avallable as an alternative means of rupturing the

poaterlor capsule {(Thomas, J. L., 1%85}.



PRINCIPLES OF PLANNED EXTRA-CAPSULAR CATARACT
EXTREACTION IDEALLY

THIS CONSISTS OF THREE MAIN STERS:

l1- Anterjor capsulectomy:

Is carrled out using an lrrlgating cyatltome and
Involves the removal of a large part of the anterior
capsule. A number of 1rrigating cystltomes have been
Introduced and these have the great advantage of keeplng
the anterlor chamber formed ° while the anterlor

capsulectomy i3 performed under microacoplc control.

The selected cystitome 1= passed into the anterior
chamber wlth the blade lylng flat in the plane of the
Irlsa and 1lens capsule, and It ta directed to a polnt
about 2 mm Infront of the lens eguator 1ln the & 0Ofclock
meridian. Here the cyatltome ls rotated so that the point
cof the short blade at right angles to the shaft engages
In the capsule. A series of amall triangular cuts Ias made
carefully observing that none tend to tear towards the
equator. Each cut should lead to the next to ocutline the

plece of capsule to be removed. The indivldual cuts can



then be joined directly with the cystitome or torn away
like perforated paper with the cystitome or sultable

forceps (Stallard, G. 1980).

A loop {or a apoon) !5 held tn the left hand and ia
placed upon the sfleral ltp of the wound at the 17
©'clock poaition, A lena expresasor {or a atrabismus
hook), held Iin the right hand, 1s applied over the lower
limbus atf the & O'clock posltlon, pressure is applied
posterlorely below, and counter pressure is applied by
the loop on the scleral 1llp above. As the upper pole of
the lens ({ilts forward and presentsl in the wound,
preasure with the expressor below is changed from a

posterior to a posterlor-upward direction.

Gentle upward pressure 1s continued until the
nucleua of the lens is delivered and slide on to the 1loop

{J. H. King, 1381}.



3- Irriqatlon / Asplration of the lens cortex (Anterior

chamber tgilet):

Fragments of aoft-leng matter and any flecks of
bloed are gently washed away by directing a stream of
sterlle physlological solutlon at 3; C lnto the anterior
chamber. Thls lavage 1s not persisted wlth for more than
one minute. Care 1s taken not to damage the posterior
capsule; auspensory llgament and hyalold membrane by too
great a pressure of fluld and so0 rlisk prolapse of
vitreogus Into the pupll. Such. irrigation is best done
with a camnula, which is flattened and curved 1llke an
irls reposltor, attached to a disposable plastic syringe
which ia rcontrolled entirely by the surgeon. The
dlsadvantage of an alternatlve apparatus of a closed
fluld infusion bottle connected by plastic tublng to an
anterior chamber cannula ia that this .‘apparatus is not
entirely under the ontrol of Lhe surgeon and ta

dangerous In the hands of an lnexperlenced assistant.

With the end of the irrlgator and the gentle stream
of sterlle fluld, iris and lens capsule may be replaced
as thils Ilnstruments ls withdrawn from the eye. By

withdrawlng the plunger of the syrlnge, =mall flecks of



elther plgment or blood or scft-lens matter may be sucked
into the cannula. When such wlll not leave the eye by
irrigation (Stallard G. 1980).

* If necessary, the postertor capsule can be
pcllshed uslng a sand blasted cannula (Kratz scratcher)

{Jack J. Kanskl, 1984).

NOTE:

* T1f the c¢ataract 13 soft, the corneoscleral
Incislon may be limited to a dlatance Just large
enough te admit the end of the two-way cannula

inte the lens svhstance for lrrigatlon.

* Tf large pleces of capsule or lens nucleus remaln,
they may be wlthdrawn gently by the wuse ot
amooth intracapsular lens torceps or speclally

designed forceps.

* Retained lens materlal may be seen by using an

ultraviclet light wlth the room darkened (J. H.
EH

King, 19817.



The cavitron unilt baslcally conslata of A
hollow 1 mm titanlum needle whlich 13 actlivated by an
ultrasonlc mechanliasm to vlbrate at 40,000 times a second
In 1lta 1longltudinal axlis. Thla mechanical wvibration
transforms the lens matter Inte an emulzion which can be
asplrated from wilthin the capsular bag and replaced by
Infusion fluld. The nucleus may be emulslfled 1In the
poestertor chamber or 1t can be (first dislocated Into the
anterlor chamber, emalaified, and then=asp1rated. The
later technique is less popular due to the operatlve loss

of corneal endothelial cells.

* Advantages of KPE include a amall lncislon {much
smaller than In slmple extracapsular extractlon), more
rapld wound bheailng, short convalescence, and early

stabilization of refractlve error with less astigmatlsm.




A’D‘\.’MT&%ES 0F EXTRA-CAPSUCAR OVER
THE INTRA-CAPSULAR METHOD OF
CATARACT EXTRACTION



The posterior capsule can be considered a friend of
the retina, the macula, the vitreous, and the corneal

endothelum {(Little, J. H., 1%80).

The followling cperatlve and postoperative
complicatlaons are lesas  frequent when the posterlor
capsule i3 1ieft in place, vitrecus loss, with all lts
sequelas; ls infrequent when the posterior capsule 1is
left. Cnnsequentiy extracapsular- surgery ls prefered
when operative vitregus loss is likely to occur as for

example, in myoplc eyes {(Little J,. H., 1980).

The vl!trec-endothellal touch sayndrome ieadlng to
rerneal oedema is eliminated by the intact posterior
capsule, also lnabllity toe tolerate contact lenses is
much less freguent. Thls 13 directly related to the

proximity of the hyaleoid face, bulglng towards, and not
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necessarily touching the c¢orneal endothellum (Little J.

H., 1980).

In 1973, a remarkable clinlcal observation was made
by Blnkhorst and conflrmed by worat (1978) that extra
capsular surgery is highly effective In preventing
cystold macular cedema: It is presumed that the posterlor

capsule has a barrler actlon protecting the retina from

toxic constituents of the aguecous (Worst J. F., 1978}.

The Incldence of retinal breaks and detachment is
lower after extra capsular than afler Ilntra capsularzx
surgery. Lltlle (1980}, estimated that Lhe post operative

detachment rate teo he less by approximately one third.

There 13 legs likelihood of a redatchment 1Iin
patlents who have Had previous retihal detachment surgery
and who requlre cataract extracticn. It is assumed that
the posterlor capsule {(even wilith a capsulotomy} keeps the
vitreous from bulging forwards, thus lessening vitreous

shock (Jaffe W. 5., 13%81).

There is also a great reductlion of

endophthalmodonesls, which refers to the relatlive



