
Monoscleral fixation for posterior
chamber intraocular lenses in cases
of posterior capsule rupture .7

Arturo Maldonado Bas, MD, (‘)
Jose Luis Bulacio, MD, (‘)
Roberto Carrizo, MD, (‘) -

A method for monoscleral xation ofposterior obtained in five cases treated with this technique
chamber intraocular lenses in posterior capsule are presented.
rupture is described. Five lenses fixated with this
technique are reviewed.

Surgical technique
In those cases in which, during surgery, a large

tear occurs in the posterior capsule with vitreous
loss or in those patients already operated on with
an extracapsular cataract extraction who also have
a large capsular rupture, the question arises
whether to place an anterior chamber intraocular
lens (IOL) or to try to place a posterior chamber
IOL with special techniquesl- 3. Although an
anterior chamber IOL is simple to place in cases
of capsular rupture, it also has a greater number
of postoperative complications and disadvantages
depending on its positioning, design, and manu-
facture-‘- *~

In those cases (Figures 1 and 3) in \\hich there

McCannel sutures have been used to fix the
haptics of a posterior chamber IOL to the iris?
Malbran developed a method of using sutures for
guiding and fixing the haptics to the sclera in
patients after intracapsular camract Cxtractiol“) Figure l Posterior capsular rupture The vitreous hodv is iii
Scleral fixation has also been used to hold IOLs ms anmiur Chumbu pi-0fi];3_ '

in place with 3 whole Capsulc or 3 broken one 8' (Modification of original drawing by Rolando Aguero)
9. Nano sutured the optic through its holes to the
iris (personal communication). was a rupture of the posterior capsule and vitreous

loss, a careful mechanical vitrectomy was done
We describe a transscleral fiXaliOr1 technique, 2 through the limbus, until the anterior chamber was

tO 5mm behind the limbus, With Pl'OlCl'1C sutures Clggn Qnd there was a concave surface on the
(Ethicon, Sommerville, NJ) tied to One Of the l65'5 anterior face of the vitreous behind the remaining
haptics in those cases where there is €r10ugh posterior capsule (Figures 5 and 4). In general the
capsule remaining to support the other haptic, enlargement of the capsular rupture expands
which is placed in the ciliary sulcus. The results towards the surgical incision, so there are normally

remains of the capsule in the distal part.
(') From the National University ol Cordoba
Address Ior reprints: Arturo Maldonado Bas. MD,Acnaval Rodriguez, . . d
5000 C°,doba_/“gemina The wound was closed provisionally, an a
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Figure 2 Posterior capsular rupture. Front.
(Modication of original drawing by Rolando Agiiero)

Figure 4 Mechanical vitrectomy. Frontal view.
(Modication of original drawing by Rolando Agiiero)

. suture (l2" T 6160-6 Plus) with two needles , the
l Prolene suture was knotted around the proximal

haptic of the IOL.

The needles were passed through the incision,
through the pupil from front to back, and the
sclera was pierced with both needles from the
inside to the outside in the bed of the sclera] ap
(Figures 5 and 6). The IOL was gently in troduced,
placing the distal haptic in the ciliary sulcus in front
of the remaining inferior capsule.

FiB\"¢3 M¢¢h1f1i¢_='1 \'ilf<?¢l°'1'It'l|1;°'-\8l1tf1EliF'1l>\'$ Pf°d"°¢5 The haptic to be sutured was placed in front of
11'! 1nlCI‘lOl' COHCIVC SUI‘ ICC O C Vil!‘COUS. ‘ - ~

(Modication of original drawing by Rolando Agfiero) ru IYTE-E
larnellar sclerotomy was done, making a lamellar McPhearson forceps in the other hand, the nearer
flap, 2 to 3mm behind the surgical incision, but haptic was introduced behind the iris.
no further than 5.5mm behind the limbus. With
this, the scleral wall was weakened to facilitate the Both Prolene sutures were tightened and kno
passage of the needle and to leave the Knots tted in the bed of the lamellar sclerotomy and
buried. covered with the ap which was sutured with two

stitches of 10-0 nylon so the Knots were buried
Then the incision was reopened and using a (Figures 91nd 10). The comeoscleral incision was

viscoelastic substance with a 9-0 polypropylene closed with a suture of 104) nylon. lntraocular



Figurc 5 The Prolenc suturc is knotted in the lens haptic and Figure " Thu l()l. 1S inscrtcd into thc cyc Thc distal linptiv

Ih needle passed from the inside to the outside in IS pl:t(L*d in the ciliury $Ll|Cll$ lll lront tit‘ im-

[hf bf‘-1 Of me $51621 3P- rcmainin Ck! sulc. and thc nc-.tr h;t my l.1\-~ in front2 P t .

(Modification of original drawing by Rolando Agucro) oi the iris
(Modification' of original drnxvtng ht" Rol;trtil<i Agucrol

l

V7
Figurctl Thc same in frontal vicw

Figurc 6 The same in frontal vicw. -

(Modification of original drawing by Rolando Agucro) (Modication of original drawing by Rolando Agucro)
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Figurc 9 Thc in-n'~ in placc On: haplic is localcd in lhc ciliary
~ul<.u'\ [ht ulhtf i< xated by [he polypropylene
ll';4>ClCl'2| ~ulurc.

1.\14>(.l1fl(Zl|l! uf uriginal drawing by Rolando Agero)

lcnscs with both Prolene and p0lymcthylmctha-
crylatc hapucs were used.

Figure 10 The lens in placc. The sclcral ap close; by two
nylon 10-0 knols.

(Modication of original drawing by Rolando Agficro)
Table I

Summary of Clinical Data

Case Sex Age(Yrs)l Folow-w(mos) Pm|aryTeclnicpe Reasonfor sutuedlOL

uwuwru-¢

:'\'1:'|'\§

‘1i’$‘Z."§83

__._.

on--ouauxa

Phaooemulsicalion Capsule rupture 7mm PMMA
Inlracapsular Capsule rupture 6.5 Prolene

EOCE Complicated aphakia 7mm PMMA
lntracapsular Luxaled IOL 6.5 Prolene

ECCE with AC IOL Corneal decompensation 7mm PMMA
CME and uveilis

Edi : ex1vacaDSularca1araClex11ac1|0n;AC = amerio1chan'ber.lOL = imraocularlens;CME = cys1oidnnculavedema;andPMMA = polymemytnethacrylale

Table ll

Summary of Clinical Data
VA VA IOP KP

Case Powev Preoperative Podoperaiive Preoperative Postoperative Compicalions at15Days
Tyndd E1186!

1 + 16.50 20/200 20/30
2 + 10 20/211) 20/200 15 16 Previous myopic +

3 .+ 19.50 20/200 20/20 16 14 Pigmentary +

4 + 19.50 20/60 20/25
5 + 19 20/4(XJ 20/60

15 17 - -

maculopathy

dispersion
22 16 - -
15 14 CME +

V‘ = Ywilwvyi K3? = mlraocularp:essuve.CME = cyslond nucuhr edema.
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Results

This technique was used in five eyes (Tables I
and II). Two cases were done at the time of Cataract
surgery after capsule rupture. One eye was
operated on with phacoemulsification and the
other with an intracapsular procedure.

Of the three remaining cases, one was aphakic
with the remains of the nucleus and uveitis; the
second had a relocation of a luxated IOL in the
anterior vitreous; and the third had an exchange
of an anterior chamber IOL in an eye with
complications of endothelium decompensation
and cystoid macular edema.

The postoperative courses of these eyes were
similar to our normal cases, and the visual acuity
obtained was better than 20/40 in those cases with
no preoperative macular problems.

One eye had visual acuity of 20/200 due to
myopic maculopathy. Another had 20/60 visual
acuity due to preexisting cystoid macular edema;
the previous operation had been an extracapsular
cataract extraction with complications, and the
patient came to the consulting room with an
anterior chamber IOL.

Conclusion

Suturing of one loop of an IOL to the sclera is
an easy, useful, and satisfactory technique in our
hands in cases where rupture of the capsule leaves
a shelf on one side to support the other IOL haptic.
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