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The results* of the last survey

1. Considering your ‘routine’ cataract
surgery, do you place your
corneal incision:

. 47%

Always superior?
. 25%
Always temporal?

28%
On the steep axis?

2. Do you utilise toric intraocular lenses in
either your NHS or private practice?

. 55% Yes
. 45% No

3. When seeing a patient in clinic with
significant corneal astigmatism, do you
offer them a toric intraocular lens?

. 60% Yes (Go to Q4)

. 40% No (Go to Qs)

4. If you do offer your patients a toric
intraocular lens, at what level of
astigmatism do you suggest this would
be beneficial for them?

. 14%1D
. 31%1.5D

31% 2D

. 24%2.5D

5. Why do you not offer a toric intraocular lens

to the patient?

your unit

privately

the patient

6% Noreason

. 28% You do not utilise them in

. 22 You do not do them yourself

31% Theyare only available

. 13% You do not believe they are
efficacious or beneficial for

6. Do you believe toric
intraocular lenses should be
available on the NHS?

. 75% Yes

. 25% No

*Please be aware that this data does not form part of a peer reviewed research study. The information therein should not be relied upon for clinical purposes but instead used a guide for clinical

practice and reflection.

nce again, | am grateful for the
responses and read the results
with interest.

I am always surprised by the
amount of practice variation | see. | fully
accept there is art in what we do and there
is no one size fits all regarding our practice.
We each have different experience and we
do the things that work best for us and our
patients. We are not robots but surgeons,
so we will inevitably do things differently.

When asked where you place your
corneal incision, we seemed to have an
even spread across all the responses.
Patients are getting more demanding
with time and are keener than ever to
achieve a good refractive outcome. My
practice is that | always try and put my
incision on the steep axis of the cornea to
try and reduce pre-existing astigmatism
and that sounds ideal, but in practice it is
not always so simple. Not everyone has a
set up that facilitates temporal incisions
if they are needed. In one of the hospitals
where | work there is not enough room
in the theatres to sit at the side, so |
am forced to sit at the top to operate. If
possible, we should consider the patient’s
astigmatism and try to reduce it if we can.
| have seen many patients in my clinical
and medicolegal practice who are unhappy
with an increased amount of astigmatism
and often this induced astigmatism forces
them to wear spectacles when they did not
need to for distance before.

In the interests of openness, | have
to say that | am a toric intraocular lens
(I0L) fan and use them extensively in my
private practice. | believe that the quality
of vision the patients will achieve is better
than correction with spectacles or contact
lenses. We are obliged to offer patients
any treatments which we think would be
beneficial to them.

First, and foremost we must believe
that the potential IOL we seek to discuss
isindeed in the patient's best interests.
There is evidence to support the use
of toric IOLs to reduce postoperative
astigmatism [1,2], however, this only
really refers to the benefit in being less
spectacle dependant for distance. This
may or may not be desirable for the
patient, but it should be easily elucidated
from questioning.

Guidance from the British Medical
Association is clear [3]: “If treatment is
only available privately, patients should
be told that. Patients are generally aware
of the availability of private treatment
and so the option is always open to them
to enquire, but where there is a new
treatment available that is not provided on
the NHS, patients cannot be expected to
know about it. Therefore, it is appropriate
to provide balanced and factual
information about the treatment, although
this needs careful handling to ensure the
patient or the family do not feel pressure
to choose the private option.”

If a clinician believes that the patient
would benefit from an alternative
treatment not available on the NHS it is
reasonable to inform the patient of this
option and encourage them to explore
it further if they wish through private
means. In practice this means asking the
patient as part of a partnership approach,
however, without making judgments the
clinician should still use their clinical
acumen. If a patient has a cylinder of 1D
then it may be possible to address this
quite easily with appropriate incision
position or a limbal relaxing incision.

If a similar patient has 3D of corneal
astigmatism, then the likelihood is that
they will be left with visually significant
residual astigmatism and therefore a brief
discussion regarding the benefits of toric
IOLs is ethically appropriate.

Itis inappropriate to deny patients
choice and surgeons should not make
decisions based on perceived willingness
or affordability to decide whether to
mention other treatment options.

In our survey, 55% of us do use toric
lenses so they are widely available. When
faced with a patient with significant
corneal astigmatism, 40% of us do not
offer them the toric option.

When asked why, 28% of respondents
said it was because they were not utilised
in their unit, 22% stated that it was
because they did not use them personally,
and 31% did not offer them to the patient
because they are only available privately.

Eye News | FEBRUARY/MARCH 2021 | VOL 27 NO 8 | www.eyenews.uk.com



O  MEDICO-LEGAL  CH—

We have to be careful not to act as
salespeople and patients can be easily
misled with the offers of “better” vision,
when actually it is better vision without
spectacles we are offering them. The use
of spectacles postoperatively is not an
issue for the vast majority of patients,
but this is not a judgment we should
assume by default.

When asked what sort of astigmatism
would prompt discussion of a toric lens,
14% responded 1D or more, 31% felt that
1.5D was the threshold, whereas 31% and
24% felt that astigmatism above 2D and
2.5D respectively were needed before
consideration of toric I0Ls.

My experience is that if we can
maintain a post-op astigmatism of less
than 1D the patients tend to be happy.
By placing my incision on the steep axis
and titrating the height of that incision
up the cornea depending on the degree
of astigmatism | can get most patients
with a cylinder of 1.5D or less below 1D
postoperatively. | tend to discuss toric
I0Ls for patients who have a corneal
cylinder of more than 1.5D.

As ever, the purpose of my editorials are
not to give definitive guidance but food
for thought and practice reflection.
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Our next survey:

1. Faced with a patient undergoing cataract surgery with a shallow anterior chamber
(ACD <2mm), which viscoelastic would you use:
O Adispersive?
U A cohesive?
0 A dispersive and cohesive (soft shell technique)?

2. You are giving an opinion on a patient. The patient was “routine” first eye procedure
and had no special features of concern. The cataract was documented as “NS+". The
cornea was documented as “normal”. They underwent “routine” cataract surgery with
no documented issues or complications and developed corneal oedema postoperatively
which failed to settle. A cohesive viscoelastic was used.

Do you believe:
a) The surgeon was negligent in causing corneal oedema?

U Yes U No

b) The surgeon was negligent in not using a soft shell technique?
0 Yes 3 No

) The surgeon was negligent for using too much phacoemulsification power?
U Yes U No

d) The surgeon must have damaged the eye with the intraocular instruments?
O Yes 0 No

€) These complications happen unexpectedly sometimes and even without specific risk
factors corneal decompensation can occur?
O Yes d No

3. You are offering an opinion on the same patient as described in question 2, but this time
itis the second eye and the first eye was completed without problem by another surgeon
and achieved excellent vision.

Do you believe:
a) The surgeon was negligent in causing corneal oedema?

0 Yes 0 No

b) The surgeon was negligent in not using a soft shell technique?
O Yes J No

) The surgeon was negligent for using too much phacoemulsification power?
O Yes U No

d) The surgeon must have damaged the eye with the intraocular instruments?
0 Yes 4 No

e) These complications happen unexpectedly sometimes and even without specific risk
factors corneal decompensation can occur?
O Yes d No

4. You are offering an opinion on the same patient as described in question 2, but this
time you examine the unoperated other eye and find significant guttatae consistent
with a diagnosis of Fuchs endothelial dystrophy. You question the operating surgeon
and they do not examine their patients preoperatively and did not suspect there was a
corneal problem.

Do you believe:
a) The surgeon was negligent in not examining the patient before the operation as they
would have detected the corneal problem?
O Yes 4 No
b) The doctor who saw the patient in the clinic and listed them for surgery was negligent
for not picking up the corneal problem and documenting it in the notes? On the balance
of probabilities had the operating surgeon been warned they would have used a soft
shell technique.
U Yes U No
c) There is no negligence and the corneal changes in the other eye probably came about
after the initial cataract clinic attendance?
U Yes d No
d) There was an avoidable complication and the patient achieved a poor
outcome due to this?
O Yes U No
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