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Abstract
We describe a flanged Sutureless Scleral Fixation (FSSF) technique for dislocated sulcus Intraocular 
Lens (IOL) in patient with high myopia. We formed a 2 mm scleral tunnel 2 mm from and parallel 
to the limbus with 27-gauge needle entering sclera transconjunctivally. The leading haptic was 
threaded into the lumen of the needle using a 23-gauge forceps. This haptic was externalized onto 
the conjunctiva and a transconjunctival safety suture is placed at the tunnel entry side around the 
haptic with a 10-0 nylon suture. These steps are repeated for the other haptic. The ends of the haptics 
were cauterized to make a flange. The flanges of the haptics were pushed back and fixed into the 
scleral tunnels. The safety suture is removed at postoperative first week. No complications were seen 
intraoperatively or postoperatively. Using FSSF of IOL method in patient with high myopia is an 
alternative scleral fixation surgery.
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Introduction 
Intraocular Lens (IOL) dislocation develops after cataract surgery in the presence of insufficient 

capsule or zonular support. IOL dislocation can be seen more in association with factors such as 
high myopia, previous vitreoretinal surgery, and uveitis [1]. Having high myopia is one of the most 
common causes of late-onset IOL dislocations [2]. When an IOL dislocation occurs, either the IOL 
can be removed and replaced with a new one, or IOL can be repositioned with different methods. The 
repositioning of the IOL can vary depending on the nature of the lens. Because posterior chamber 
lenses are used, iris or sclera fixation methods can be used in the correction of these lenses. The 
methods used have their own advantages and disadvantages [1]. In the management of dislocated 
IOLs due to high myopia, replacement with a new anterior chamber lens or scleral fixation lens, iris 
or sclera suture fixation methods were used [2]. Recently, Sutureless Scleral Fixation (SSF) methods 
began to be used widely [3-6]. There are very few publications in the literature about SSF of dislocated 
sulcus İOL [7]. However, there is no published literature regarding the SSF of dislocated sulcus İOL 
in patients with high myopia. In this case report, 27-gauge needle-assisted flanged SSF method will 
be presented in a patient with high myopia and dislocated three pieces IOL in the sulcus.

Case Presentation
A 50-year-old female operated in another clinic presented with low vision 10 months after 

cataract surgery. Infero-temporally dislocated three pieces IOL in sulcus was observed at the 
examination (Figure 1a). We planned to fixate the implanted IOL with SSF techniques which 
require less manipulation since we didn’t prefer explanting the IOL. Since we do not know the 
haptic structure of the IOL inserted in cataract surgery, we decided to choose the SSF method after 
seeing the lens haptics during surgery. After marking of the peripheral cornea at 180 degrees apart 
at the 6 o'clock and 12 o'clock position, two opposite corneal incisions were made with the MVR 
knife (Figure 1b). The anterior chamber was filled with OVD. Because of the "J" shape of the three-
piece IOL haptics that have already been inserted, we have decided to make a flanged sutureless 
intrascleral haptic fixation method. We formed a transconjunctival 2 mm scleral tunnel, 2 mm from 
and parallel to the limbus with 27-gauge needle at an approximately 20 degrees angle (Figure 1c, 
1d). The leading haptic was threaded into the lumen of the needle using a 23-gauge serrated forceps 
(Figure 1e). This haptic was externalized onto the conjunctiva (Figure 1f) and a transconjunctival 
safety suture is placed at the scleral tunnel entry site around the haptic with a 10-0 nylon suture 
(Figure 2a). These steps are repeated for the other haptic (Figure 2b, 2c). The ends of the haptics 
were cauterized to make a flange (Figure 2d). The flanges of the haptics were pushed back and fixed 
into the scleral tunnels (Figure 2e, 2f). This safety suture is removed at postoperative first week. No 
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complications were seen intraoperatively or postoperatively. After 1 
month follows up period IOL was seen stabilized.

Discussion
Since the eyes of patients with high myopia are larger in diameter, 

IOLs placed in these eyes are more likely to be dislocated than normal 
subjects. In addition, zonular weakness can develop because of the 
eye diameter enlargement in these patients. When sulcus-fixated 
IOL is inserted due to the above reasons it can be dislocated [2]. 
Severe IOL decentration or dislocation may cause glare, diplopia 
and decreased visual acuity; surgical intervention may become 
necessary in such cases [1]. There are many surgical methods. The 
choice of methods is mostly dependent on the state of the capsule. 
According to the state of the capsule, IOL can be repositioned in the 
sulcus. Iris or sclera fixation methods can be used [1]. Recently, SSF 
methods have been widely used. So far, these methods are usually 
performed as implantation of three-piece lenses in aphakic patients 
with insufficient capsule support. These methods have the advantages 
of not using suture and avoiding complications due to suture [3-10]. 
In our case, we chose flanged SSF because it had a three-piece IOL 
"J" haptic. Intrascleral fixated IOL implantation methods that have 
been made up to now; three-piece IOLs with a "C" haptic are generally 

preferred [3]. The reason for choosing such a lens is that it is easier to 
place both haptics in the sclera than the "J" haptics. Generally The first 
haptic emerges from the sclera when attempting to place the second 
haptic into the sclera in "J" IOLs. In order to prevent this possibility, 
we put a safety suture with 10-0 nylon suture after being taken out 
of the first haptic. After placing both haptics in scleral tunnels, we 
formed a knob by cauterizing the tip of the haptics. We achieved good 
stability in haptics by both of them; safety suture and knob at the 
tip of the haptics. Yamane et al. for the first time reported a flanged 
sutureless intrascleral IOL fixation method with the help of a cautery. 
They pulled the haptics out of the eye by two 30 gauge needles [6]. 
According to our idea the fact that two needles at the same time inside 
the eye increase the possibility of surrounding tissues damage [8]. In 
our method, with a 27 gauge needle, we first removed the first haptic 
from the eye and placed a safety suture, then we pulled the second 
haptic out and put a safety suture and cauterized the end of the 
haptics to make a flange. We took these safety sutures at the end of the 
first post-operative week that we thought fibrosis developed around 
the haptics. In transconjunctival scleral-fixated IOL implantation 
methods, the temporary safety suture provides both a good haptic 
stabilization and a reduction in the postoperative hypotonia and risk 
of endophthalmitis. We have not found any complications in our 
case' follow-up. In conclusion, using flanged sutureless intrascleral 
IOL fixation method in patient with high myopia is an alternative SSF 
surgery.
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Figure 1: a: Inferotemporally dislocated three pieces sulcus IOL, b: Two 
opposite corneal incision were made with the MVR knife, c,d: 2 mm scleral 
tunnel 2 mm from and parallel to the limbus with 27-gauge needle, e: The 
leading haptic was threaded into the lumen of the needle using a 23-gauge 
forceps, f: The haptic was externalized onto the conjunctiva.

Figure 2: a: Transconjunctival safety suture is placed at the scleral tunnel 
entry site around the haptic, b,c: The second haptic was threaded into the 
lumen of the needle using a 23-gauge forceps and the haptic was externalized 
onto the conjunctiva, after then safety suture is placed, d: The ends of the 
haptics were cayterized to make a flange, e: The flanges of the haptics were 
pushed back and fixed into the sclera tunnels, f: The appearance of eye at 
the end of the surgery.
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