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with a high rate of retinal tears. It is, however, important to
do an anterior cortical clean up and an anterior vitrectomy
if vitreous prolapse occurs. Concerning IOL insertion, this
is feasible unless the dislocated lens fragment is particu-
larly dense (that is fragmatome removal would then be
impossible) thus making removal of the lens material via
the limbus a necessity. Postoperatively, topical and even
systemic steroids may be required to dampen the inflam-
matory response. Prompt referral to a vitreoretinal surgeon
is of paramount importance. The majority of authors?3 23
would suggest early removal of the nuclear fragment with a
combined vitrectomy/fragmatome approach as being the
best course, citing reduced rates of corneal decompensa-
tion, cystoid macular oedema, and secondary glaucoma.
Interestingly, most authors?! 24 25 do recognise the fact that
nuclear lens material in the vitreous (particularly if small in
size) may remain inert with retention of good visual acuity.
The study of Gilland et al,2! however, examined the out-
come of conservative management versus surgical removal
of the lens fragment, and this study suggests that the long
term visual acuity was better and the incidence of compli-
cations less in the operated group. As to the second issue
raised, we feel that to some extent this debate is much
more applicable to cases where a corneal graft is in situ
(or where very severe endothelial disease is present), and
inadequate capsular support exists for capsule supported
fixation. For these latter cases, the study by Schein ez al26
would suggest that insertion of an iris sutured PC IOL may
be the best option, but as stated in a recent article by
Olson,?” even for cases associated with penetrating
keratoplasty, no clear guidelines regarding the ideal IOL
type or location exist and long term data, particularly
important in these cases, are not available. We are of the
opinion, therefore, that for eyes which have inadequate
capsular support for a PC IOL (after phacoemulsification)
AC IOL insertion is a very reasonable means to correct
aphakia.

Four cases in our series had a primary insertion of an AC
IOL when insufficient capsular or zonular support
remained for fixation of a PC IOL. The decision to implant
in the sulcus, or in the bag, is governed by several factors;
the disruption type (tear or dialysis) and the extent of the
dialysis, or extent of the tear. As has been mentioned
above, the ideal location for an IOL when faced with
dialysis is endocapsular. If a posterior capsular tear is small
or circular endocapsular fixation is possible, but if
adequate zonular support is present, ciliary sulcus fixation
remains an option, even if the tear is too large to allow
endocapsular placement. One must still, however, balance
the advantages of sulcus fixation with the threat of poste-
rior migration or decentration of the IOL. In our series
anterior chamber fixation was avoided if possible, based on
our own and others’!02829 dissatisfaction with AC IOL
sequelae.

Fifty six per cent of cases had 10/0 nylon sutures used to
close the section site. This was, of course, mandatory when
an AC IOL was implanted. All cases in which an anterior
vitrectomy was warranted had the scleral tunnel closed
with 10/0 nylon. This was felt to be advantageous given the
risk of a high postoperative intraocular pressure and the
risk of vitreous wick syndrome.

Table 4 lists the postoperative side effects seen in this
series. The raised intraocular pressure on the first post-
operative day was felt to be the result of several factors: (1)
increased instrumentation; (2) the increased amount of
viscoelastic used and the fact that it was sometimes not
aspirated at the end of the procedure; (3) the fact that
residual soft lens matter was present in the anterior cham-
ber (47% of cases with raised intraocular pressure had soft
lens matter in the anterior chamber) or in the vitreous;
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(4) the fact that anterior vitrectomy had been carried out
(41% of cases with raised intraocular pressure had an
anterior vitrectomy). In our series no patient developed
raised intraocular pressure which persisted outside the
immediate postoperative period. Other complications seen
postoperatively included two cases of retinal detachment
and one case of a horseshoe tear. No case in our series had
documented clinically significant cystoid macular oedema,
and it was felt unjustifiable to perform fluorescein angi-
ography for study purposes only. Gimbel!” does not
mention postoperative cystoid macular oedema in his
series, and Osher and Cionni? report only one case of clin-
ically significant cystoid macular oedema. Chambless?
reported the incidence of clinically significant cystoid
macular oedema as 7-6% in phacoemulsification cases
complicated by posterior capsular disruption.

As can be seen from Table 5, the visual prognosis after
complicated phacoemulsification surgery can be very good
— 60% of patients’ corrected visual acuity was 6/9 or bet-
ter and 79% of patients had a visual acuity of 6/18 or bet-
ter. This compares favourably with 77% and close to
100% of cases seeing 20/40 or better in Gimbel’s!? and
Osher and Cionni’s? respective series. We do feel, how-
ever, that the more anatomical position of the lens (in the
bag or sulcus) will, in several years’ time, prove to be more
satisfactory with regard to the fine visual acuity. This is in
contrast with eyes receiving an AC IOL, whose ultimate
visual potential may be compromised by late onset
pseudophakic glaucoma, bullous keratopathy, and cystoid
macular oedema. The reports of Spiegelman et al 14 and
Claoue and Steele! both affirm the poorer long term
visual prognosis of eyes with AC IOLs compared with eyes

~with PC IOLs in extracapsular surgery complicated by

capsular disruption.

In our study, 60% of the patients had their fellow eye
operated on; of these, 35% were complicated by a poste-
rior capsular tear or dialysis. We do feel, therefore, that it
is particularly important that the surgeon considers this
fact when planning to undertake phacoemulsification
surgery on the second eye of a patient who had compli-
cated surgery in the first eye. Our findings contrast with
Osher and Cionni’s series,? which failed to show an
incidence of capsular disruption in the fellow eye (39% of
cases in their series had the fellow eye operated on). This
variation between series may be attributable to differing
case selection.

Conclusion

Posterior capsular disruption is a very important intra-
operative complication but current techniques permit
endocapsular or sulcus fixation of the IOL in a high per-
centages of cases. Furthermore, good visual acuity and
minimal long term complications ensue. Surgery on the
fellow eye of a patient who has already had a posterior
capsular disruption is associated with an appreciable risk
(35%) of posterior capsular tear or dialysis in the second
eye.
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