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Overview

 History of ISBCS
 Benefits of ISBCS
 Current state of ISBCS around the globe

Bilateral Cataract Surgery

 First reported in 1952 by Chan and De La Paz in the Philippines
 ICCE!!!

 Numerous other reports exist for ECCE and Phacoemulsification
 Earlier reports from developing world

 Decisions driven by resources (surgeons, hospital beds, etc.)

 Viewed as pathway to treat more patients efficiently

 Results often less than impressive by current standards

ISBCS in the Industrialized World

 Beatty et al reported in 1995 on cases performed between 1985 and 
1991 in the UK

 All cases ECCE under general anesthesia
 638 eyes in 319 patients
 No cases of bilateral endophthalmitis, one case of unilateral 

endophthalmitis
 82% achieved 20/40 or better
 Complication rates similar to unilateral ECCE reports

 Bilateral complications in only 6 patients
 Hyphema, corneal edema, chronic uveitis, elevated IOP
 All achieved 20/40 or better

Limitations on ISBCS in the US

 Significant financial and medicolegal disincentives
 50% penalty for second eye

 Not “community standard of care”

 Limited indications
 Bilateral congenital cataracts

 General anesthesia required in high-risk patient
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ISBCS in the United States

 First major prospective trial reported by Rush and colleagues in 2015
 42 patients (84 eyes) in ISBCS and DSBCS groups

 ISBCS – 1 required early YAG cap

 DBCS – 1 required haptic repositioning

 Significant cost differences identified
 Total visits, total costs, travel distance and time travelled all less in ISBCS

 ASC costs higher in ISBCS

 Surgeon time similar between the two groups

ISBCS in the United States (cont)

 Herrinton, Liu, et al reported a retrospective study of ISBCS vs DSBCS 
(2017)

 13,711 DSBCS and 3561 ISBCS patients
 Essentially no difference in vision between the groups

 48.5% DSBCS and 52% ISBCS eyes achieved 20/20 BCVA

 Complication rates similar
 Endophthalmitis – 1 ISBCS/2 DSBCS (none bilateral)

 PCR and CME rates similar

ISBCS and COVID-19

 Cuts postoperative visits in half
 Eases physical distancing
 Reduces staff contact with the patient (and vice versa)
 Reduced COVID-19 test usage

 ***Enabled us to maintain near-normal (~70%) case volumes despite 
restrictive safety protocols 

Where is ISBCS Performed?

Commonly
 Finland

 Sweden

 Canary Islands

Less Commonly
 Canada

 US – (refractive lens exchange, 
capitated systems)

 United Kingdom

 Poland

 Ireland

Where is ISBCS Restricted/Banned?

Hard Ban
 Ukraine

Soft Ban (Financial Penalty)
 US

 Israel

 Japan

General Principles of ISBCS

 Surgery should be indicated bilaterally
 Ocular comorbidities should be optimized
 Patient should be free to choose ISBCS or DBCS
 Redundancy, checklists, and use of primary documentation to avoid 

lens/laterality confusion
 Each eye should be treated as a separate procedure
 If complications arise with the first eye defer the second procedure
 Use a see-through eye shield in place of patches, start drops ASAP

 iSBCS - General Principles for Excellence in ISBCS, 
https://www.cosprc.ca/wp-
content/uploads/2021/01/ISBCS_ACUPO_FINAL_V5_Dec_31_2020-COS-
Endorsed-DEC-2020.pdf
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Indications for ISBCS

 Surgery requires general anesthesia
 Socio-economic factors

 Inpatient stay required

 Transportation problems

 Patient requires drop assistance
 Patient requires faster recovery time
 Anticipated postoperative anisometropia

Contraindications to ISBCS

Absolute
 Patient desires DSBCS
 Presence of macular edema (DME, 

CME, etc)
 History of uveitis
 Retrobulbar block required
 Factors increasing risk for 

intraoperative complications
 Posterior polar cataract, 

Pseudoexfoliation, Traumatic 
cataract

Relative
 Positioning/patient factors

 Unable to lie flat for expected 
duration

 Kyphosis/spine problems

 Unusual biometry
 Axial Length >24.5 mm or <22.5 mm
 Ks >46 D and < 40 D

 Need for toric IOLs bilaterally
 Need for concurrent MIGS
 History of prior surgery

 Keratorefractive
 PPV

Process Map
 High Level View

 Focus on transitions
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The Utility of Surgical Intervention in Delayed  
Presentation of Congenital Unilateral Cataracts  
 
 
Akhila Alapati, MD, Resident, Class of 2023 
Primary Supervisor: Erin Stahl, MD  

 
Purpose: To determine the utility of surgical intervention in delayed presentation of unilateral 

congenital cataracts.  

 

Background: Pediatric cataracts have become a leading cause of childhood blindness worldwide. 

The standard of care is surgical intervention at 6 weeks of age for visually significant congenital 

unilateral cataracts. Currently, there is limited literature in understanding the long-term value of 

surgical intervention for a delayed presentation of unilateral congenital cataract. 

 

Methods: A total of 304 charts of patients diagnosed with cataracts and evaluated at Children’s 

Mercy Ophthalmology clinics were reviewed. The inclusion criteria included patients with visually 

significant congenital unilateral cataracts with no known secondary causes who either underwent 

surgical intervention after six weeks of age or were not surgically intervened upon. Visual acuity 

data was gathered from the first and final patient visits and was converted to a common logMAR 

scale. The change in visual acuity for medically managed patients versus surgically intervened 

upon patients was compared. We performed statistical analysis using the Wilcoxon Rank Sum 

tests to interpret the logMARs of the different groups by comparing the medians and IQRs. 

 

Results: A total of 34 charts met the inclusion and exclusion criteria. The median difference in 

logMAR of the initial and final BCVA for the surgical group was -.0.11 (-0.60-0) while the median 

difference in logMAR of the initial and final BCVA for the nonsurgical intervention group was -0.10 

(-0.25-0). There was no statistically significant difference in change between the surgical and non-

surgical groups (p=0.399). 

 

Conclusion: Overall, this study demonstrates compelling evidence towards deferring surgical 

intervention. However, these cases must be discussed on a case-by-case basis with the clinician’s 

own judgment.  



EXCELLENCE is not an 
institutional choice.

EXCELLENCE is …
A PERSONAL CHOICE. 

Artificial Iris transplantation
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Aniridia refers to the lack of a large portion of the iris. 
Two different forms of aniridia exist: inherited and traumatic.

In many cases, aniridia is rare, inherited disorder occurring in
between 1: 64,000 and 1:96,000 livebirths. The three most
common settings in which aniridia occurs are as (1) an
autosomal disorder; (2) an identifiable chromosome deletion
of the short arm of chromosome 11 including band p13; and
(3) a sporadic case. In most cases the defect is bilateral.

About two thirds of persons with inherited aniridia have a family 
history consistent with autosomal dominant inheritance. Patients 
with aniridia who have a positive family history are not at increased
risk for Wilms' tumor. Two genetic loci for aniridia have been 
identified: one (AN1) on chromosome 2p and one (AN2) on 
chromosome 11p13. Neither has been characterized, but the AN2 
locus is under investigation.

BACKGROUND INFORMATION ON ANIRIDIA

50 YO WF, aniridia, pseudophakia with PC IOLs, stem cell deficiency

HM @ 6 feet CF@ 3 feet
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Traumatic aniridia is associated with severe 
anterior segment disruption after a penetrating injury 
to the eye. Corneal scarring, cataract, and vitreous 
abnormalities are common. Late after ocular injury, 
secondary glaucoma, cystoid macular edema or 
retinal detachment may develop.

Contact lenses that filter light are extremely helpful in management, however complications may occur:
(i.e. giant papillary conjunctivititis)
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My first artificial iris implant – the beginning!
December 2002
University of Chicago
Morcher type 67 7 x 10 mm black iris diaphragm optic
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2019

9‐0 prolene suture broke with IOL dislocation

19 20

21 22

23 24



16 year old contact lens 
wearer presented with pain
and decreased vision 

Confocal positive for amoeba

What’s going on in top right
And bottom left?

Bottom right shows patient 
after the following procedures:
1) DALK
2) PK
3) Seton placement
4) Phaco/IOL/iris prosthesis
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17 year old with anirida and poor vision referred by Dr Gangadhar 10/2/2019
BCVA 20/150 right and 20/100 left
What is your surgical plan?

• Patient and physician must agree on iris color
• Both sign on color photograph
• Send images to VeoOphthalmics in Germany

• Right eye
• Left eye
• Bridge of both eyes
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12/7/2020 ‐ phaco with ECTR, PC IOL, Prosthetic Iris11/2/2020 ‐ phaco with ECTR, PC IOL, Prosthetic Iris

1/4/2021
‐1.00 sphere OU
20/80 right
20/70 left
Macular hypoplasia
Postoperative secondary glaucoma ‐steroid

54 YO WM contact lens wearer presented with pain and light sensitivity for 2.5 weeks;
Referred to KUMC for suspected fungal keraritis on 12/29/2018; cultures later positive for Fusarium

PK with ICCE and vitrectomy
1/10/2019
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5/12/2020 – all sutures out
Manifest refraction +7.75 sphere 20/25+2 right and ‐2.50 sphere 20/20 left
20/30 vision with scleral contact lens, but complains of glare.
Aphakia with tonic pupil right eye; How would you manage now?

2/8/2021 – secondary IOL with iris prosthesis and Ahmed FP‐7 seton placement
POW#1 uncorrected vision 20/60

‐4.50 +6.00 x 120 20/40 right
‐2.25 sphere 20/15 left
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prosthesis

silicone oil keratopathy and aniridia
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Lesson KUMC:

WTTMSW
WHOEVER
TRIES
THE
MOST
STUFF
WINS

“YOU MISS 

100% OF 
THE SHOTS YOU 
NEVER TAKE.”
—Wayne Gretzky

Another innovative procedure we offer
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