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 G I L L E S L E S I E U R, M D,  
 A N D P A U L D U P E Y R E, M S C 

The risk of RD is higher in eyes that 
have undergone cataract surgery than 
in those that have not. A review of the 
literature found an incidence of 0.36% 
to 2.9% within 10 years of phacoemul-
sification.1 A retrospective cohort 
study found an overall cumulative risk 
of 0.39%.2 

My (G.L.) preference for the left eye 
would be an extended depth of focus 
(EDOF) IOL (Lucidis IOL model 124M 
or 124MT, Swiss Advanced Vision) to 
optimize the patient’s intermediate 
visual acuity and correct astigmatism. 
If, however, OCT reveals that the 
left eye experienced a macula-off RD 
with ellipsoid rupture, I would favor 
a monofocal IOL. In that situation, 

the refractive target would be plano 
if it is the patient’s dominant eye and 
residual myopia if it is the patient’s 
nondominant eye. 

I (G.L.) would discuss with the 
patient two options for the right eye. 
The first is contact lens wear until the 
cataract matures. This strategy could 
be successful if the patient is hesitant 
to proceed with surgery on the eye 
and is willing to wear a contact lens. 
With time and posterior vitreous 
detachment (PVD), the RD risk after 
cataract surgery will decrease. 

The second option is to proceed 
with cataract surgery; the RD risk will 
be lower if the eye has experienced a 
total PVD. I would choose the same 
EDOF IOL for both eyes. 

Reimbursement for cataract surgery 
on the fellow eye varies by country. 
In France, where I (G.L.) practice, sur-
gery would be reimbursed because 
of anisometropia if only the left eye 
undergoes surgery and because a 
nuclear cataract is present in the 
right eye. 

The patient would be monitored 
closely for retinal tears after surgery in 
an effort to avoid an RD.

 M A G D A R A U, M D 
More information on the retinal 

pathology that necessitated the vit-
rectomy would be useful for deter-
mining the patient’s visual prognosis. 
Was there macular involvement in the 
RD? Does the patient have diabetic 
retinopathy with or without macular 
edema? Does she have a history of 
ocular trauma or high myopia?

During the ophthalmologic 
examination, the diameter of the 
pupils would be measured. The left 
eye would be evaluated for phaco-
donesis and iridonesis. If macular 
edema is present, the necessity of an 
intravitreal injection before or during 
cataract surgery would be assessed. I 
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A 55-year-old woman is referred for a cataract 
surgery evaluation by her optometrist. The patient 
has a history of retinal detachment (RD) and 
vitrectomy in the left eye. 

As expected, an examination reveals asymmetric 
cataract progression. A moderate nuclear and 
posterior subcapsular cataract is present in the 
vitrectomized left eye. The right eye has a mild 
nuclear sclerotic cataract. Her BCVA is 20/20 OD and 
20/50 OS with a manifest refraction of -5.00 D OU. 

The patient states that she is bothered by 
glare in the right eye but that she is more 
troubled by the blurry vision and glare in the 
left eye. 

The patient and her optometrist expected that 
she would undergo bilateral cataract surgery, but 
her retina specialist cautioned her to postpone 
cataract surgery on the right eye for as long as 
possible. 

How would you counsel the patient about the 

risks of cataract surgery? Would you operate on 
one or both eyes? If you elect to perform cataract 
surgery on one eye only, what refractive options 
would you offer to the patient for the unoperated 
eye? If you elect to remove both cataracts, how 
would you answer the patient’s question about 
whether surgery on both eyes will be covered by 
insurance? 

—Case prepared by Neda Nikpoor, MD
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would advise the patient that cataract 
surgery will improve the visual acu-
ity of her left eye but that visual 
rehabilitation will be limited by her 
retinal comorbidities.

The risk of complications during 
and after cataract surgery increases 
after vitrectomy. Surgery may be 
complex owing to intraoperative 
variations in anterior chamber depth, 
poor pupillary dilation, damaged zon-
ules, posterior synechiae, tears in the 
posterior capsule, a mobile lens-iris 
complex, and altered intraocular 
fluid dynamics. I would discuss these 
factors and the risks of tearing or 
rupturing the capsule during cataract 
surgery with the patient, and I would 
inform her that it could become 
necessary to perform IOL implanta-
tion as a second operation at a later 
date. After cataract surgery, the risk 
of capsular phimosis and IOL disloca-
tion is higher in vitrectomized eyes. 
Additionally, IOL power calculations 
tend to be less predictable in vitrec-
tomized eyes.3 A recent retrospective 
study found hyperopic outcomes 
in vitrectomized eyes with all of 
the traditional and next-generation 
formulas evaluated except for the 
Kane formula.4

I would offer the patient delayed 
sequential bilateral cataract surgery, 
and I would operate on the vitrecto-
mized left eye first. An aspheric IOL 
that filters blue light such as a Lentis 
LS-312Y (Teleon Surgical) or an EyeCee 
One Preloaded (Bausch + Lomb), 
both with C-loop haptics, would be 
my preference, but a three-piece IOL 
for implantation in the ciliary sulcus 
would be available as a backup. If the 
macula is stable and the patient desires 
spectacle independence, I would be 
comfortable offering a Tecnis Eyhance 
(Johnson & Johnson Vision), Lentis 
Quantum (Teleon Surgical), or Acunex 
Vario/Variomax (Teleon Surgical). 
I would avoid a plate-haptic lens 
because it might put stress on the zon-
ules. I would also avoid a trifocal IOL 
because it requires precise centration 

and it could reduce visibility during 
vitrectomy, should one be required in 
the right eye in the future. A capsular 
tension ring would be placed to stabi-
lize the capsular bag. The IOL power 
calculation for the second eye would 
be adjusted based on the refractive 
outcome of the first eye.

In Germany, where I practice, 
insurance would cover cataract surgery 
on both eyes, but an outpatient clinic 
fee would be paid for only one eye if 
immediate sequential bilateral cataract 
surgery were performed.

 B L A K E K. W I L L I A M S O N, M D, M P H, M S 

This is an interesting situation and 
one that I encounter routinely. The 
patient might do well with an EDOF 
IOL in the vitrectomized eye, but my 
preference would be to implant an 
IOL that will transmit as much light as 
possible to the retina. I would favor a 
monofocal or toric IOL or possibly a 
Light Adjustable Lens (RxSight). 

Because the contralateral eye does 
not yet have a visually significant cata-
ract, insurance likely would not cover 
cataract surgery in the United States, 
where I practice. Moreover, the patient 
has minimal trouble with the vision in 
this eye other than glare. It is neces-
sary, however, to address the patient’s 
anisometropia. Glasses would be an 
inadequate solution. I would refer her 
to my practice’s contact lens specialist. 
If the patient can tolerate a contact 
lens on this eye, I would expect her 
to do well. Contact lens intolerance 
would warrant a discussion with her 
retina specialist. If a thorough retinal 
examination rules out retinal pathol-
ogy, I expect that she would do well 
with cataract surgery. Again, I would 
favor a monofocal lens, a toric lens, or 
a Light Adjustable Lens. 

Detailed informed consent is 
required for cataract surgery on each 
eye. The patient should expect to wear 
reading glasses for near tasks. The signs 
and symptoms of retinal tears and RD 
should also be reviewed, and I would 
emphasize that she should contact 
her retina surgeon immediately if 
she experiences any of these signs or 
symptoms.

 W H A T I  D I D: N E D A N I K P O O R, M D 

Whenever patients have high 
myopia, I explain to them that they are 
at increased risk of a retinal tear and 
RD during their lifetime. I also explain 
that studies have shown that individu-
als with a history of RD are at increased 
risk of experiencing an RD in the fel-
low eye.5 I emphasized to the patient 
that these risks exist with or without 
cataract surgery but that the risk of a 
retinal break generally increases with 
cataract surgery. 

A PVD had already occurred in the 
right eye, and I noted that the condi-
tion is thought to lower the risk of 
retinal breaks after cataract surgery. As 
part of the consultation, I described 
the signs and symptoms of a reti-
nal tear and an RD, and I instructed 
her to call the office immediately if 
she noticed any of them regardless 
of when and whether she chose to 
undergo cataract surgery.

We also discussed anisometropia 
and the options for her right eye. I 
explained that, if she chose observa-
tion for the right eye, it was likely that 
spectacle correction would be insuf-
ficient and that a contact lens, laser 
vision correction, or an IOL would be 
required for binocular vision without 
anisometropia. I added that laser vision 
correction could limit her IOL choices 
in the future, and we discussed her 
mild contact lens intolerance. The 
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patient stated that she did not want 
to wear a contact lens on the unoper-
ated eye during all waking hours and 
that she did not wish to experience 
anisometropia with glasses. She also 
believed that cataract surgery on the 
right eye would ultimately be required 
and that the increased risk of a retinal 
tear or RD was therefore inevitable. 

The patient decided to proceed with 
delayed sequential bilateral cataract 
surgery and understood that a final 
decision about surgery on the right 
eye would be made 1 week after sur-
gery on the left eye. She wanted to 
maximize her range of vision, and I 
explained that a nondiffractive EDOF 
lens would be preferable to a diffrac-
tive multifocal lens because of her risk 
of developing a retinal tear or RD in 
the future. The patient therefore opted 
to receive an AcrySof IQ Vivity IOL 
(Alcon) in each eye.

Surgery on the left eye was routine. 
One week later, she decided to 
proceed with cataract surgery on the 
right eye. Anisometropia when not 
wearing a contact lens was listed as the 
medical indication for cataract surgery, 

which facilitated insurance coverage of 
the procedure. 

Postoperatively, her uncorrected 
distance and intermediate visual acu-
ities were 20/20 OU, and she achieved 
functional uncorrected near visual 
acuity. n 

1. Qureshi MH, Steel DHW. Retinal detachment following cataract phacoemulsifi-
cation-a review of the literature. Eye (Lond). 2020;34(4):616-631.
2. Olsen T, Jeppesen P. The incidence of retinal detachment after cataract 
surgery. Open Ophthalmol J. 2012;6:79-82.
3. Vander Mijnsbrugge J, Fils JF, Jansen J, Hua MT, Stalmans P. The role of the 
vitreous body in effective IOL positioning. Graefes Arch Clin Exp Ophthalmol. 
2018;256(8):1517-1520.
4. Tan X, Zhang J, Zhu Y, et al. Accuracy of new generation intraocular lens 
calculation formulas in vitrectomized eyes. Am J Ophthalmol. 2020;217:81-90. 
5. Gonzales CR, Gupta A, Schwartz SD, Kreiger AE. The fellow eye of patients 
with rhegmatogenous retinal detachment. Ophthalmology. 2004;111(3):518-521.

SECTION EDITOR NEDA NIKPOOR, MD
n  Cataract, cornea, and refractive surgeon, Aloha 

Laser Vision, Honolulu, Hawaii
n  Member, CRST Editorial Advisory Board
n  drneda@alohalaser.com
n  Financial disclosure: Consultant (Alcon, Allergan, 

Bausch + Lomb, Johnson & Johnson Vision, Kala 
Pharmaceuticals, Oyster Point Pharma); Research 
support (Alcon, RxSight); Speakers bureau (Alcon, 
Allergan, Glaukos, RxSight, Ziemer Ophthalmic 
Systems)

GILLES LESIEUR, MD 
n  Centre Ophthalmologique Iridis, Albi, France
n Member, CRST Europe Editorial Advisory Board
n g.lesieur@centre-iridis.fr; Twitter @gilleslesieur
n  Financial disclosure: Consultant (Carl Zeiss 

Meditec); Royalties (Beaver-Visitec International, 
Rumex)

PAUL DUPEYRE, MSC
n  Optometrist, Centre Ophthalmologique Iridis, 

Albi, France 
n  p.dupeyre@centre-iridis.fr
n  Financial disclosure: None

MAGDA RAU, MD
n  Head, Augenklinik Cham and Refractive 

Privatklinik-Dr. Rau, Cham, Germany
n  Head, Eye Centre Prag, Prague
n  Member, CRST Europe Editorial Advisory Board
n  info@augenklinik-cham.de
n  Financial disclosure: None

BLAKE K. WILLIAMSON, MD, MPH, MS
n  Refractive and anterior segment surgeon, 

Williamson Eye Center, Louisiana
n  Member, CRST Editorial Advisory Board
n  blakewilliamson@weceye.com
n  Financial disclosure: None


