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Glaucoma and cataract often occur together, especially in the elderly,
and each condition can influence management of the other. Progressive lens
change can mimic progressive visual field loss, reduce visual acuity, and
narrow the drainage angle. Glaucoma medications that cause miosis can
aggravate visual impairment from cataract. In addition, prior glaucoma
surgery as well as the occasionally used anticholinesterase class of
medications can accelerate the development of cataracts. Thus each of these

diseases must be considered when treating the other (Stamper et al, 1999)

Glaucoma is the leading cause of irreversible blindness, while cataract
is the most common cause of reversible blindness and it is not uncommon for
patients with glaucoma to require cataract surgery at some points in their life
times & vice versa. Technologic advances in the surgical management of
glaucoma and cataract have expanded the potential options for effective
management of these two conditions. However the management choices still
include three basic surgical approaches, (1) cataract extraction alone, (2)
glaucoma filtering surgery alone (followed by cataract removal at a later
date), and (3) combined cataract and glaucoma surgery as a single procedure.
The appropriate approach for a given patient is a complex decision and must

be individualized. (Samuelson, 1994)

Each of the three -surgical options has its own advantages and
disadvantages. However, one of the major advantages of the combined

procedure in glaucomatous eyes, is that even if the filter has a low long term




