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ECCE

· Wound location generally superior and ~10 -11 mm in length.

· Site of wound is  ~1-2 mm posterior to, and parallel to the limbus.

· Wound usually made in a “shelf” configuration with a superior flap.

· Initial incision is perpendicular to sclera and parallel to the limbus.

· Crescent blade is then used to dissect partial sclera flap forward toward clear cornea.  Dissection should extend equally across the entire extent of the wound.
· Closure requires sutures.  Sutures are typically placed in a radial fashion.  Attempt to tie sutures with equal tension to decrease astigmatism.  Sutures can be selectively cut postoperatively to decrease astigmatism.  Generally use refractive cylinder axis and corneal topography as a guide.  Usually wait 2 weeks before cutting any sutures.


Phaco
Location:  Superior v. Temporal

· Location of wound may be influenced by existing cylinder axis. Steep axis at 90 degrees would benefit from a superior approach. Superior incision placed more centrally overcomes more cylinder than peripheral incision.
· Location may depend upon patient.  May be difficult to operate temporally on obese patients.  May be difficult to operate on patients with deep-set eyes or prominent brow superiorly.

Site: Scleral/corneoscleral v. Clear Cornea

· Site may depend upon factors such as previous h/o RK (clear corneal incisions may result in splitting of RK incisions during phaco).  
· If patient has had LASIK, do not incorporate the LASIK flap into the incision or the irrigating fluid will float the flap off the cornea during the case.
· Dense cataract may necessitate conversion to ECCE.  For ECCE, sclera incision results in less postoperative cylinder.  Generally should be made superiorly.

· Risk of endophthalmitis.  Superior scleral tunnel incisions may be associated with a decreased incidence of endophthalmitis compared to temporal clear corneal incisions.1,2
Blade material: Diamond Keratome v Disposable Metal Keratome

· The benefits of diamond blades are that they are always sharp and produce consistent incision.

· The disadvantages of diamond blades are that they are too sharp and they tend to break easily.  People will not be happy with you if you break a diamond blade worth a few thousand dollars.  Break a few, and no one will ever hand you a diamond blade again.

· There have been some anecdotal reports that diamond blade incisions tend to leak more than metal blade incisions (I feel that this is true, however, I have no proof).  Corneal incisions made with metal blades tend to have more “chatter” or ridges. It is thought that these ridges produce friction between the wound edges that helps to resist leakage.

Incision size: 

· Smaller incisions produce less astigmatism and tend to leak less.

· Risk v benefits of really small incisions.  Is it worth doubling your case time, using a 1 mm (versus a 2.6 mm) incision and tiny little instruments that you can barely move about the anterior chamber in order to prevent 0.005D of astigmatism? Maybe.

Performing the paracentesis:

· Using a 0.8 or 1 mm paracentesis blade, enter anterior chamber to the left of the anticipated incision site (for right-handed surgeons).

· Keep the flat part of the blade and the paracentesis orientation parallel to the iris plane at the limbus.

· This location provides a seal due to the corneal curvature.  

· Paracenteses placed too far anteriorly or perpendicular to the corneal curvature will tend to leak.
· Try not to incorporate conjunctiva into your paracentesis incision.  If you do, irrigation fluid will leave the anterior chamber through the paracentesis site and cause the conjunctiva to “balloon” during the case (very annoying).  If this does occur and the conjunctiva starts to balloon, stop phaco and incise the conjunctiva posterior to the paracentesis site using blunt Westcott scissors.  There is no need to suture it later.

My way of Performing the incision:
· Do not over fill the anterior chamber with viscoelastic.  How much should you use?  Not too much, not too little…just enough.  If your wounds have a “chevron” shape, you are using too much.  If the eye gets all squishy when you make your incision, you are using too little.  After putting just enough viscoelastic into the anterior chamber, be ready to make your incision right away because the eye pressure is now 80-100 mmHg.  It is generally a good idea to make sure the keratome is on the tray prior to starting surgery.  In my experience, it is often forgotten by the assistant.

· Angle upward with the keratome and enter the cornea ~1 mm anterior to the limbus.

· After entering the cornea, angle the blade parallel to the iris plane and enter the anterior chamber.  Changing the angle of the keratome provides a posterior corneal lip and a stepped configuration to the wound.
· Try not to “ding the endothelium” on the way in or out.  The position of the accidental endothelial ding opposite the wound will be apparent to any future ophthalmologists who examine the patient.  Try not to ding the capsule because if you do, it could make your immediate future a swirling torrent of pain and misery.
Closure:  Suture v. Stromal Hydration

· Suture closure may decrease the risk of endophthalmitis.3
· Stromal hydration is faster and decreases the risk of induced astigmatism (at least for temporal incisions).  Use BSS and a 30 gauge cannula.  Oppose the tip of the cannula to the corneal stroma at each end of the wound and forcibly inject fluid until the edges of the wound hydrate.  Repeat at the paracentesis site.  Try not to hydrate Descemets membrane off the cornea.  If you do, odds are that it will reattach on its own over time.  If it detaches centrally, place an air bubble in the anterior chamber and hope for the best.
· Decision to hydrate v suture may depend upon the patient.  Some patients tend to rub their eyes.
· Following hydration or suturing, test the wound by pushing on the globe opposite the wound using 2 Wexell spears.
Wound leak

· Fortunately, wound leaks are uncommon (my guess is ~1 in 500 cases). 

· There are many ways to approach a leaking wound; rehydration at the slit lamp, bandage contact lens, etc.  None of these have ever worked for me

· In my humble opinion, leaking wounds need to be sutured (often with more than 1 suture) because they are poorly constructed.  Check the Seidel at the slit lamp before the patient leaves.  Supine Seidel tests can fake you out.
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