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High volume Manual cataract surgeries with IOL Implantation -A ray of hope to combat cataract backlog and a promise of quality vision for rural curable blinds in India
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Vivekanand Netralaya, Belgaum, Karnataka. 
Out of 45 million blinds worldwide, 12 million reside in India[1]. Majority of them reside in rural remote areas. Every year 3.8 million backlog of cataract is created and only 2.7 million cataract surgeries are done[2,3].The figures are overwhelming and alarming[4]. It looks like a “Mission Impossible” to achieve our goal of “Vision 2020-Right to Sight for all”. Reasons are plenty; to quote a few-socio-economic conditions, evergrowing population, increase in life expectancy, polarisation of services in urban areas, limited resources and personnel etc. Performing high volume surgeries, using available resources  and  cost effective techniques are the only instant solution. This is practical  only if each one of us take this as a moral responsibility  to serve the rural population .In this scenario MSICS with IOL  is “a ray of hope” because this technique not only happens to be  most cost effective[5]  to  patients as well as doctors, but also less time consuming, so high volume surgeries[6] are possible. The procedure is simple, safe and effective. With minimal post operative care and excellent visual outcome, quality vision to rural, underprivileged population is possible.
MATERIALS AND METHODS

       In last 3.5 years a total 5216 cataract surgeries were performed at our base hospital in Belgaum district, Karnataka. Survey conducted by NPCB in 1999 had revealed a high incidence of 7% blindness in certain pockets of our district. As an NGO we concentrated on these pockets. Cataract screening camps were held twice a week by a team of an ophthalmologist, an ophthalmic assistant and a local field worker. A batch of 15-20 identified patients were then brought free to the base hospital and were operated for cataract the next day. Later they were transported back to their respective villages. 
PROCEDURE

          Preoperatively all patients underwent Biometry for IOL calculation. Local antibiotic drops were used previous day of surgery. All patients underwent Manual Small Incision Cataract Surgery by “Frowning[7] outside, Smiling inside-Funnel[8,9,10,11] Incision with Phaco fracture and visco expression” technique.  After donning the patient with sterile gown, cap and leggings the eye and the surrounding areas were thoroughly cleaned with Betadine 1% solution. Regional peribulbar anaesthesia using 3-5 ml cocktail of 2%Lignocain, 0.5% Sensorcain and hylase were given. After painting the eyelids again with Betadine, eye and its surroundings was draped.  Wire speculum was used for better exposure. Superior and inferior rectii were tagged. Eye was washed with Ringer lactate (added with 0.3 ml Tobramycin). A limbal based conjunctival flap was raised. 4-5 mm of Initial groove for frowning  incision was made using 11 No blade, 1-1.5 mm away from limbus. With the crescent knife a “funnel” was created by sweeping action till a smiling incision of 6-7 mm was created inside the cornea 1-1.5mm away from limbus. An additional side port incision of 1.5mm was made with 150 blade at 7oclock position. Trypan blue was used for capsular staining. Capsulorhexis[12] was made using cystotome made up of 26G needle; the size and shape of capsulorhexis depended on size and grade of nucleus. Anterior chamber was entered   with 3.2mm keratome blade. The sideways extension again depended on size and grade of nucleus. Hydro dissection was performed through main incision with 26G canula. One pole of nucleus was then prolapsed  into AC. The nucleus was wheeled out by dialing hook or visco canula. Plenty of visco was used in AC  above and below the nucleus. The nucleus then was engaged in funnel with vectis , followed by phaco fracture and removal of fractured fragment. The remaining nucleus was then pushed back in AC and using visco elastic the remaining fragment of the nucleus was expressed out. Later irrigation and aspiration was performed using 23G Simcoe canula. The appropriate IOL was inserted and visco elastic was washed out.0.4 ml of Sub conjunctival Gentamicin and Dexamethasone was injected. Ofloxacin ointment was applied in the fornex and the eye was patched.  

ANALYSIS OF DATA AND RESULTS

A total of 5216 cases performed in last three and a half years were retrospectively studied. 45% were males. Age ranged from 28 yrs -98yrs (mean of 72 yrs). 11% were less than 40 yrs and 62 % were above 65yrs. More than 57% had hyper mature cataract[13].21.6% had mature cataract, 10.8% posterior polar cataract and 10.6% immature cataract. IOL was implanted in 98.8% cases. Patients were discharged the next day and were followed 7 days and 4 weeks later.4.5% had zonular dehiscence, 2.8% had posterior capsular rupture.8.9% had corneal edema on first postoperative day which subsided in all cases by seventh day with sodium chloride eye drops. 92.6%had workable vision[14] without any correction.60%had V/A between 6/6-6/12,31.5% had visual acuity between6/18-6/36 who needed glasses for finer vision, 8.5%had 6/60 or less which did not improve with glasses, these patients had preexisting ION/ARMD/Retinopathy .  
CONCLUSION
            Manual small incision cataract surgery with IOL implantation is  simple, safe, effective, fastest &most economical way to provide quality vision to rural population and hence better quality of life. If each one of us do such projects of high volume camp base approach, targeting rural curable blind population our dream of VISION 2020 Right to Sight to all can become a reality.  
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Steps of MSICS with “Frowning outside Smiling inside Funnel incision, Phacofracture &Visco expression”
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Initial groove for “Frowning”incision  ( 
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Creation of “funnel “by 
sideways sweeping with crecent    ( 
                           
Sideport incision                                 ( 




 Trypan blue for capsular staining  ( 
            
Capsulorhexis 
( 

   
   Entry with 3.2mm blade  ( 
                                

wheeling out nuclieus 

with viscoelastic cannula    (            

Nuclieus brought in funnel with vectis ( 
                      Phaco      fracture &fragment 

       removal with vectis            (
               

Pushing back remaining nucleus in AC                                                                                                                                                                visco expression of nuclieus fragments (                                                                             

  

I/A through 23 gauge Simcoe cannula ( 



                         IOL insertion (                                                                                                                                
 hydration of sideport  (                                                   S/C antibiotic & steroid 0.3 cc  (                                                                                                        

EACH AND EVERY STEP ABOVE IS INTENTIONAL AND HAS CONTRIBUTED TO THE EXCLLENT VISUAL OUTCOME







