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Simultaneous bilateral cataract extraction in the UK
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Figure 2 Postoperative complication rate (%) for simultaneous bilateral cataract
extraction and previous reports of unilateral extracapsular cataract extraction
(CCMO=clinically apparent cystoid macular oedema).

trauma was encountered in 0:3% of eyes, less
than previously published data (9:1%,
3:5%).16 19 There were no reports in the litera-
ture with which to compare our incidence of
surgical miosis (4-7%) and bulging iris (1:6%).
This low rate of intraoperative complications
probably reflects the experience of the surgeon
performing the vast majority of operations.

The incidence of postoperative hyphaema,
iris prolapse, uveitis, and CCMO in this study
compares favourably with their respective
pooled postoperative complication rates for
ECCE.? A postoperative rise in intraocular
pressure was seen in 3-0% of eyes, again
consistent with previous reports.12 15

Our incidence of posterior capsular thicken-
ing was 13%, in keeping with reports in the
literature (10-6% to 35%) where duration of
follow up was comparable,12 20-22

We believe that the reluctance of many
ophthalmic surgeons to perform simultaneous
intraocular surgery on both eyes is based on
the fear of bilateral endophthalmitis. In this
series of 638 cataract extractions, one eye
developed this complication, representing an
incidence of 0-15%. The patient presented on
the eighth postoperative day complaining of
pain and reduced vision in the right eye.
Vitreous samples grew Streptococcus faecalis.
The condition did not respond to intravitreal,
topical, and systemic antibiotics and the eye
eventually required enucleation. Measures
taken to avoid cross infection to the other eye
included intravenous antibiotics; frequent
topical antibiotics instilled into both eyes (left
eye first); separate bottles of eyedrops for each

Table 4 Bilateral postoperative complications

Complication type n Incidence (%)
Hyphaema 1 0-03
Striate keratopathy 2 0-06
IOP >22 mm Hg 2 0-06
Uveitis 1 0-03
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Figure 3  Distribution of visual acuities among eyes preoperatively and postoperatively.
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side; vigorous hand washing by nursing staff
before and after administering topical
medication in each eye; patient education as
to the dangers of hand to face contact. The
fellow eye was not affected and achieved a final

" visual acuity of 6/9. There were no cases of

bilateral endophthalmitis. Previous studies
reporting the incidence of endophthalmitis
following unilateral ECCE vary from 0% to
1:89%8 11 20 23-27 with a pooled rate of 0:35%.3

A final visual acuity of 6/12 or better was
achieved in 82% of the eyes in this study. This
result is similar to that of other studies investi-
gating visual outcome of unilateral extracapsular
cataract extraction by experienced surgeons.28 29

The advantages of simultaneous bilateral
cataract extraction can be divided into three
categories — medical, social, and economic.
The medical comprise a reduction in morbidity
and mortality associated with avoiding an addi-
tional general anaesthetic in patients where this
is the preferred form of anaesthesia; improved
stereopsis, binocular visual acuity, and contrast
sensitivity thresholds, and less glare disability,
in the postoperative period compared with
patients awaiting cataract extraction in the
second eye.30 These factors, in theory, could
contribute to a decrease in the number of
accidents experienced by patients postopera-
tively.3! Also, the possibility that the patient
with bilateral lens opacities undergoing
unilateral surgery will not seek surgical atten-
tion for the other eye is avoided. The social
benefits include a single admission to hospital,
a reduction in the number of outpatient visits,
and a shorter period of convalescence. The
economic gains include savings resulting from
one hospitalisation and a single general
anaesthetic in patients unsuitable for local
anaesthesia. In addition, although operating
time would not be reduced, theatre time would

‘be saved because of a single induction of

anaesthesia. Other sources of financial savings
would result from a shorter period of outpatient
follow up and the need to dispense only one
pair of glasses postoperatively. The patient
would also benefit in this regard by requiring
less time off work and fewer transport require-
ments to and from the hospital. However, the
advantages of bilateral cataract extraction at
one sitting should not be confused with the
indications for performing this procedure.

In order to keep complications to a mini-
mum simultaneous bilateral cataract surgery
should only be performed by experienced
surgeons in modern operating theatres.
Patient selection is critical to the success of
the procedure, and the protocol outlined above
should be strictly observed.

We do not advocate routine SBCE. It
should be considered where a general anaes-
thetic is to be used, especially in cases such as
dense bilateral cataracts in the presence of
known age-related macular degeneration or
optic atrophy where it is impossible to predict
the visual prognosis, and when the health
of the patient is such that only one
operative procedure is advisable.” This study,
the largest series reported in the UK, does
demonstrate, however, the safety and efficacy
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of bilateral cataract surgery at one sitting and it
may be appropriate to cautiously widen our
criteria for performing this procedure. It
remains a useful option for the ophthalmic
surgeon.
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