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SURGICAL  TECHNIQUE 

Simple sutureless intrascleral fixation technique  

of posterior chamber intraocular lens 

When there is insufficient capsular support or no support 

at all, intraocular lens (IOL) implantation was inserted 

using trans-scleral suture into ciliary sulcus or anterior 

chamber, or by using iris fixation suture. It was reported 

that the existing trans-scleral suture method had such 

problems as IOL decentration, tilt, suture exposure, suture 

breakage, and endophthalmitis. In recent days, sutureless 

intranscleral fixation has been introduced by several 

authors and is now widely used. The authors introduce a 

new intrascleral fixation technique which does not require 

scleral flaps or fibrin glue. This method does not need any 

special tool but can be performed in a simpler and safer 

manner compared to the other methods. 

Figure1 A to J 

A.  A linear scleral groove is made 2mm from the limbus. 

B. A 25-gauge microvitreoretinal blade is used to perform a sclerotomy             

parallel to the iris. 

C. The 25-gauge needle is used to create a scleral tunnel parallel to the 

limbus at the end of the groove. 

D. The leading haptic is grasped at the tip with a 25-gauge forceps and 

pulled through the sclerotomy. 

E-F. The tip of the trailing haptic is grasped with a 25-gauge forceps and 

pulled through the second sclerotomy. 

G. Haptic is withdrawn back into the eye, and the haptic tip is placed on 

scleral groove. 

H-I. The tip of the IOL haptic is inserted into the limbus–parallel scleral 

tunnel with a 25-gauge forceps. 

J.  The sclera is sutured with 8-0 vicryl, the incision is completely closed. 

A retrospective review was performed on 19 eyes of 19 
patients with crystalline lens dislocation, IOL dislocation, or 
postsurgical aphakia. All IOLs were stable and positioned 
well at the center of the pupils. After the operation, none of 
the patients had serious complications such as retinal 
detachment, endophthalmitis, bullous keratopathy, and 
secondary glaucoma. 
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Under peribulbar anesthesia, localized conjunctival peritomy is 

done over the operated portion, and then wet cautery is used to 

stop bleeding. Infusion cannula is inserted and, if needed, a 

conventional 23-gauge vitrectomy technique is used to perform 

vitrectomy. Two scleral incisions are made at 2.0mm from the 

limbus exactly 180 degrees apart diagonally so as to create 

scleral grooves (Figure 1, A). Two sclerotomies are made using a 

25-gauge microvitreoretinal (MVR) blade within scleral grooves 

parallel to the iris (Figure 1, B). At the end of scleral grooves, 

scleral tunnels are created using a 25-gauge needle parallel to 

the limbus(Figure 1, C). A punctual dilator is used to enlarge an 

entry to scleral tunnel so that IOL haptic may be easily inserted 

into scleral tunnel later. 2.7mm keratome is used to conduct the 

corneal incision. A standard 3-piece IOL is inserted using an 

injector, while the tip of haptic is held using 25-gauge vitrectomy 

forceps and pulled through a sclerotomy, so that the tip may be 

externalized to the left side (Figure 1, D). After trailing haptic is 

again inserted into the eye; in the same way, the haptic tip is 

pulled through the second sclerotomy, so that the tip may be 

externalized to the right side (Figure 1, E, F). 

After the externalized haptic is moved back within the eye, the 

end of haptic is put on a scleral groove (Figure 1, G). After a 

haptic is held with 25-gauge vitrectomy forceps and inserted 

into a limbus-parallel scleral tunnel, in the same manner, the 

other haptic is also inserted into the second scleral tunnel 

(Figure 1, H, I). Then, adjustments are made so that IOL may 

be positioned at the center of the pupil. The scleral incision is 

sutured using 8-0 vicryl in order to prevent sclerotomy from 

wound leakage and haptic from shifting immediately after 

surgery (Figure 1, J). The conjunctiva is closed with 8-0 vicryl. 

CONCLUSIONS 

It is a simple and safe method, which conducts sutureless 
intrascleral fixation using scleral grooves, but does not 
require the creation of scleral flaps or fibrin glues. 


