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CORNEA AND ANTERIOR SEGMENT
A Comparison of Visual Outcomes after Extracapsular Cataract
Surgery and Phacoemulsification in Eye Foundation Hospital
Lagos Nigeria
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Okonkwo O. N., Ulaikere M. O., Ashano O.
Eye Foundation Hospital, GRA, Ikeja, Lagos, Nigeria.
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Introduction: Phacoemulsification is the procedure of choice for
cataract surgery in most developed countries. [1,2] Extracapsular
cataract surgery (ECCE) is, however, still commonly performed in
many developing countries with variable visual outcomes reported.[3]
Our study compares the visual outcome between these two important
procedures within a private tertiary hospital setting in sub-Saharan
Africa.
Aim:
1	To evaluate and report postoperative unaided and best-corrected
vision at 1 month after extra capsular cataract surgery (ECCE)
and phacoemulsification (Phaco).
2	To evaluate and report postoperative unaided and best-corrected
vision at 3 months after ECCE and Phaco.
Methods: A retrospective review of records of patients that had
phacoemulsification between January 2012 and December 2013 in Eye
Foundation Hospital Lagos Nigeria was done. All pediatric cataracts
and eyes with ocular co morbidities were excluded.
Results: A total of 238 eyes of 186 patients were evaluated,
87 female 99 male. A total of 157 eyes (from 119 patients) that had
Phacoemulsification and 81 eyes (from 67 patients) that had extra
capsular cataract surgery were considered in the course of the statistical
analysis. By the first post-operative month 134 of eyes (85.4%)
that had Phaco had vision of 6/18 and better when compared to 44
eyes (54.5%) that had ECCE (P < 0.001). Similarly 145 post Phaco
eyes(92.4%) had best corrected vision of 6/18 and better at 1 month
when compared to 60 eyes (70.4%) in post ECCE eyes (P = 0.001).
At 3 months postoperatively 126 Phaco eyes (84.6%), had unaided
vision of 6/18 and better compared to 45 of the eyes that had ECCE
(56.3%), P = 0.001, best corrected vision of 6/18 and better was seen
in 146 Phaco eyes (98.0%) compared to 70 eyes (87.5%) that had
ECCE, P = 0.004 [Table 1].
Discussion: In general, a higher proportion of patients undergoing
Phaco have a higher percentage achieving unaided vision of 6/18 and

better when compared with ECCE.[4-6] Similar results were obtained
in our study and these differences were all statistically significant
with Phaco having better results. We also noted that eyes that had
ECCE progressively improved in best corrected vision of 6/18 and
better when comparing the first and third postoperative months
(74.1% to 87.5%), but unaided vision at 3 months remained poor at
only 56.3% in the ECCE group. Earlier visual improvements where
noted in Phaco eyes, by the first post-operative month 85.6% of
eyes in this group already had unaided 6/18 and better. Our study
adds to the available information that Phaco has significantly better
visual outcomes but also shows that ECCE can equally give good
results especially best corrected. The retrospective design of the
study affected preoperative age and sex matching and our sample
size is relatively small.
Conclusion: Although both procedures results in good unaided and bestcorrected postoperative vision at 1 and 3 months respectively with low
complications rates, Phacoemulsification’s results are significantly better.
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Table 1: Visual outcome between phaco and ECCE
Type of surgery
Pre-operative visual acuity
PHACO
ECCE
Unaided visual acuity at 1 month
PHACO
ECCE
Best corrected visual acuity at 1 month
PHACO
ECCE
Unaided visual acuity at 3 month
PHACO
ECCE
Best corrected visual acuity at 3 month
PHACO
ECCE

S24
24

χ² Significance
test

<6/60 (%)

6/60 to <6/18 (%)

6/18 and better (%)

56 (35.7)
45 (55.6)

41 (26.1)
24 (29.6)

60 (38.2)
12 (14.8)

7 (4.5)
12 (14.8)

16 (10.2)
25 (30.9)

134 (85.4)
44 (54.3)

χ² (2)=27.313,
P value<0.001

4 (2.5)
6 (7.4)

8 (5.1)
15 (18.5)

145 (92.4)
60 (74.1)

χ² (2)=15.039,
P value=0.001

2 (1.3)
2 (2.5)

21 (14.1)
33 (41.2)

126 (84.6)
45 (56.3)

χ² (2)=22.266,
P value<0.001

1 (0.7)
2 (2.5)

2 (1.3)
8 (10.0)

146 (98.0)
70 (87.5)

χ² (2)=10.871,
P value=0.004
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Bilateral Corneal Melting Associated with the Use of Topical
Steroid
Sadiq M. Abdullahi, Murtala M. Umar, Ihenacho I. U.1, Alhassan M. B.2
Departments of Clinical Services, 1Anterior Segment and Cornea and
2
Vitreoretina, NEC, Kaduna, Nigeria. E-mail: abdullahisadiq274@
yahoo.com
Introduction: Steroids are invaluable agents in the treatment of
wide variety of ophthalmic conditions including inflammatory and
noninflammatory diseases.[1] The use of topical steroid can lead to
sight threatening complications.,[2,3] Bilateral corneal melting is not
a common complications associated with the use of topical steroid,
however, non-steroidal anti-inflammatory can cause it.[2,4-6] The purpose
of this study is to present a case of bilateral corneal melting following
use of topical steroid.
Case Report: An 11-year-old pupil presented with two days history
of pain, redness, foreign body sensation, purulent discharge and loss
of vision in both eyes following application of topical corticosteroid
(Stardex ® ). No history suggestive of any systemic diseases.
Examination revealed visual acuity of light perception in both eyes
and bilateral corneal melting involving the central 7.6 mm ×6.8 mm
and 7.8 mm × 6.4 mm in the right and left eye, respectively. There
was descematocele in the two eyes. Microbiological study of the
Corneal scrappins showed no growth. The steroid application was
immediately stopped. The patient was placed on topical diclofenac,
atropine, and ciprofloxacin with systemic ciprofloxacin and ibuprofen.
Two to three weeks later he developed bilateral anterior staphyloma
with deep and superficial vascularization. The patient was referred to
Aravind Eye Hospital India, where he had left penetrating keratoplasty.
Examination three month after the surgery showed presenting visual
acuity of HM and 6/24 in the right and left eye respectively, good graft
and intact sutures.
Discussion: This is a rare case of corneal melting complication
following the use of topical steroid case. Bilateral corneal melting
needs prompt treatment in order to prevent irreversible visual loss.
Our patient developed bilateral corneal melting after use of topical
steroid for two days. This is an uncommon presentation because most
cases of corneal melting from topical application of medications are
unilateral and not steroid-related.[4,5,7,8] Vitamin A deficiency and trauma
are commoner causes of corneal opacity in our environment.[10] To the
best of our knowledge this is the first reported case of bilateral corneal
melting from Nigeria associated with the use of topical steroid. Even
though the patient is at risk of corneal graft rejection due to younger
age of 11 years and corneal vascularization, the graft was clear
3 months after the transplant. He will need long-term follow up for
long term graft failure, graft rejection among other complications. This
case report demonstrated catastrophic ocular complications such as
corneal melting, staphyloma and blindness, which can arise following
short term use of topical steroid. We recommend that topical steroid
should only be prescribed by an Ophthalmologist. There is need for the
drug regulatory agency in Nigeria to strengthen extant laws prohibiting
over the counter sell of topical steroid.
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Commonly Used Posterior Chamber Intraocular Lens Powers in
University College Hospital Ibadan
Aina A. S., Oluleye T. S., Adewole A. T.
Department of Ophthalmology, University College Hospital, Ibadan,
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Background: Cataract is the most common cause of reversible
blindness in the world and it gives the greatest burden in the developing
countries.[1] It can only be managed surgically.[2] Cost (direct and indirect)
of cataract surgery is one of the most frequently reported cause of
barriers to uptake of surgery however direct cost of is often influenced
by the consumables involved in the provision of the service.[2] The use of
intra ocular lens in cataract surgery offers distinct advantages of better
visual outcomes, quicker visual restoration and quality of life.[2,3] Cost
of provision of cataract surgery needs to be minimized by an eye care
provider by having a guided pattern of the posterior chamber intraocular
lens (PC IOL) power’s to be purchased in order to avoid waste that can
occur from unused stock. Furthermore in preparing for eye camps we
need to know the commonly used PC IOL powers so as to be able to stock
appropriate powers that will be needed. This study aims to determine the
most commonly used PC IOL powers in adults in UCH Ibadan.
Methodology: It’s a retrospective study in which 100 adults who
had cataract surgery with PC IOL implantation between January and
June 2013 in the Community Ophthalmology unit were reviewed.
The age, sex and PC IOL powers implanted were retrieved from their
records. Data were analyzed using SPSS version 21.
Results and Discussion: The age range was 22–95 years with
mean age of 68 years. The peak age range was in the 6–7th decade
of life. This is consistent with findings in the NNBVIS[1] and this may be
attributable to the fact that increasing age is the commonest risk factor
for the development of cataract.[4] The slight female gender (53%)
preponderance over male gender (47%) suggests that there is a better
health seeking altitude of females than males. The distribution of the
PC IOL powers showed that all the powers of the intraocular lenses
are not used equally and the commonly used PC IOL powers ranges
between 18.0 D and 23.0 D. This suggests that the majority of the study
participants were likely to be emmetropic since the choice of the power
was guided by the biometry.
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Conclusion and Recommendation: Cost of provision of eye care
services needs to be minimized as much as possible by Avoiding Waste
that can occur as a result of already purchased unused PC IOL powers.
Also while preparing to go for an eye camp, it is important to have a
guide (evidence based) in stocking the different powers of PC IOL’s
that will be used. Similar study should be carried out in other centers
and the findings be made available to the hospital management in
other to Avoid Waste from unused Intraocular lenses.
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Penetrating Keratoplasty in Nigerian Eyes: The Eye Foundation
Cornea Transplant Study
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Background: The indications for penetrating keratoplasty fall into the
following four general categories: optical, therapeutic, tectonic and
cosmetic. An improvement in visual acuity or visual function through the
creation of clear ocular media is the desired goal in most penetrating
keratoplasties.
Methods/Patients/Participants: The aim of the study was to determine
indications for penetrating keratoplasty, surgical outcomes and risk
factors for graft failure in Eye Foundation hospital, Ikeja, Lagos State.
A retrospective analysis of all cases of penetrating keratoplasty done
at the Eye Foundation Hospital, Ikeja from March 2010 to March 2013
was done. All cases were performed by a single cornea specialist
utilizing donor tissue that fulfilled all requirements of the eye bank
association of Nigeria.
Results: A total of 79 eyes underwent penetrating keratoplasty
within the study period. 70 eyes met the inclusion criteria and were
analyzed. The leading indication for PKP was bullous keratopathy
(31.4%) followed by infectious keratitis (18.6%) and repeat penetrating
keratoplasty (14.3%).
Indications
Bullous keratopathy
Infectious keratitis
Repeat penetrating keratoplasty
Traumatic eye injury
Chemical injury
Keratoconus
Band keratopathy
Silicon oil keratopathy
Post pterygium excision
Vernal keratoconjuctivitis
Congenital endothelial dystrophy
Cornea blood staining
Cornea dystrophy
Peter’s anomaly

S26
26

Number of eyes

%

22
13
10
5
4
3
2
2
2
2
2
1
1
1

31.4
18.6
14.3
7.1
5.7
4.2
2.9
2.9
2.9
2.9
2.9
1.4
1.4
1.4

Graft survival was defined as a clear cornea button at 1 year
postoperative and there was a graft survival rate of 66% (46 eyes) at
6 months, 63% (44 eyes) at 9 months and 60% (42 eyes) at 1 year.
Multivariate survival analysis techniques were used to estimate rates
of graft outcome events and to estimate the magnitude of risk factors.
Age, gender, endothelial cell count of graft tissue, Harvest – implant
time, concomitant operative procedures, and ocular comorbidities were
analyzed in a linear and logistic regression against graft clarity at one
year with insignificant results. P >0.05. However, there was a linear
correlation between complications and graft failure with P =0.01 at
95% confidence interval of −0.046 which was statistically significant.
Discussion/Conclusion: Anecdotally assumed risk factors for graft
failure such as endothelial cell count of graft tissue, harvest-implant time,
age or concomitant operative procedures did not statistically affect the
clarity of cornea grafts at 1 year but postoperative complications such
as rejection, epithelial defects, button perforation were high indicators of
poor graft clarity. This study demonstrates that cornea grafts have equal
chances of survival as long as they fulfill all requirements of the eye
bank and the need for aggressive managements of complications in the
postoperative period is imperative as they arise to threaten graft clarity.
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Introduction: Following vitreous loss during cataract surgery, a variety
of lens options exist when the intraocular lens cannot be placed in the
capsular bag. Most surgeons however consider the flexible open loop
anterior chamber intraocular lens (AC IOL) and the trans-sclerally
sutured posterior chamber intraocular lens to be the most acceptable
alternatives.[1] In our hospital we implant an AC IOL when faced with
inadequate capsular support which usually occurs following a posterior
capsule rupture (PCR) with vitreous loss (VL).
Methods: Retrospective analysis of medical records of a consecutive
series of primary anterior chamber intraocular lens implantations
carried out in the Jos University Teaching Hospital, Jos over a 5 year
period from January 2004 to December 2009. Eyes with complicated
or traumatic cataracts, ocular co-morbidity and cases of combined
surgery were excluded from the analysis of visual outcome.
Results: There were 119 cases of primary anterior chamber intraocular
lens implantations during the study period. The case files of 100 eyes
of 96 patients were available for review. Inadequate capsular support
following PCR was the commonest indication for implanting the AC IOL.
Visual outcome was analyzed in 76 eyes that met the inclusion criteria
[Table 1]. The commonest postoperative complication was corneal
edema (38%) followed by distorted/updrawn pupil (29%).
Discussion: When VL occurs during cataract surgery, there is a greater
risk of a poor visual outcome and a rise in the incidence of postoperative
complications.[2] Also implantation of an AC IOL after VL is associated with
a poorer visual outcome than implantation of a posterior chamber IOL.[3]
In our series the proportion of eyes with a good outcome (42%) contrasts
with over 70% reported in studies that used vitrectomy machines.[2,4]
Conclusion: Our results indicate a less than satisfactory visual
outcome with primary implantation of anterior chamber intraocular
lenses. Caution should be exercised when implanting an AC IOL
following complicated cataract surgery, particularly in the absence of
appropriate vitrectomy equipment.
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Table 1: Visual outcome
VA

No (%)

<6/60
6/60‑<6/18
≥6/18
Total
Lost to follow up

Preop VA

VA 1/52

VA 8/52

BCVA

70 (96)
2 (3)
1 (1)
73 (100)
16

38 (52)
29 (40)
6 (8)
73 (100)

18 (32)
27 (47)
12 (21)
57 (100)
16

10 (18)
23 (40)
24 (42)
57 (100)
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