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Introduction

Cataract surgery is currently the most performed ambulatory 
surgery in people over 60 years around the world. Due to its 
security, precision and previsibility their indication is rising, 
getting into the refractive field and as an alternative for the 
presbyopia management.

Retinal Detachment (RD) is one of the most frequent 
sight-threatening complications of modern cataract surgery 
and complicates approximately 1% of all cataract operations 
performed in developed countries [1-13].

Multiple risk factors are implicated, including patient factors 
(younger age, male sex, and long axial length) [1-4,8,11,14,15], 
operative factors (surgical technique, vitreous loss, and posterior 
capsule rupture), [2,6,11,13,17,19] and postoperative factors 
(Nd: YAG laser posterior capsulotomy) [4,7]. Operative technique 
has been implicated as a significant risk factor for subsequent 
RD, particularly because the abandonment of intracapsular 
cataract extraction in favor of extracapsular cataract extraction 
during the late 1970s resulted in a significant decline in the 
incidence of pseudophakic RD [6,7,12,21,22]. The subsequent 
adoption of phacoemulsification cataract surgery as the current 
procedure of choice has maintained this reduced risk for RD 
[1,2,7,12], despite initial concerns associated with the surgeon 
learning curve surrounding its adoption [6].

Results of population-based investigations suggest that risk 
for RD after phacoemulsification may remain increased for 10 
years after cataract surgery, yet few studies [1,2] followed up 
patients longer than approximately 5 years. It was found that 
the cumulative incidence of RD after phacoemulsification was 
almost 0.2% at 1 year. By comparison, the annual incidence 
of rhegmatogenous RD in the general population of similar 
age is reported to be between 22 and 49 cases per 100 000 
population [20,21]. Although these measures are not directly 
comparable, it suggests a substantially increased risk for RD 
after phacoemulsification above the baseline risk in the general 
community.

Revised studies found that the cumulative incidence of RD 
after phacoemulsification continued to increase up to 10 years  
after surgery. Long-term follow-up data for cataract surgery  

 
outcomes on a population-based level are lacking. A population-
based study with a long follow-up period (20 years) by Erie et al. [2] 
reported that the cumulative incidence of RD after extracapsular 
cataract extraction (including phacoemulsification) was 0.71% 
at 5 years and 1.23% at 10 years for all the surgical procedures 
performed between 1980 and 2004. Although their cohort also 
included patients undergoing extracapsular cataract extraction, 
the authors reported no significant difference in the probability 
of RD compared with that associated with phacoemulsification. 
In contrast, risk for RD in other studies (cumulative incidence, 
0.47% and 0.68% at 5 and 10 years, respectively) was 
substantially lower than that reported by these authors.

Many studies [2,6,11,13,17,18,22] demonstrated an 
increased risk for RD (range, 4.5-19.9 times higher) after surgical 
procedures documenting posterior capsule rupture with or 
without vitreous loss, although a few studies [1,4,23] found no 
change in risk. Anterior vitrectomy is generally performed only 
in cataract surgery in which a posterior capsule rupture has 
occurred with vitreous loss. Similarly, failed IOL insertion would 
occur in situations of complicated surgery in which capsule 
support is compromised. Both events could be regarded as a 
surrogate marker for complicated surgery involving posterior 
capsule rupture and vitreous loss. These findings highlight the 
importance of close follow-up monitoring in patients whose 
cataract surgery has been complicated by posterior capsule 
rupture because of significant risk for RD that may extend many 
years after surgery. 

In other study, patients younger than 60 years undergoing 
phacoemulsification were almost 4 times more likely to have an 
RD compared with those who were 60 years or older. Several 
theories have been postulated for why younger patients are 
more likely to experience RD following phacoemulsification. 
One relates to vitreous changes after cataract surgery. Ripandelli 
et al. [15] found that posterior vitreous detachment occurred 
following cataract surgery in 75.8% of patients without a history 
of posterior vitreous detachment or lattice degeneration. Given 
that 10% to 15% of posterior vitreous detachment occurrences 
are associated with a retinal tear, older patients may be protected 
from posterior vitreous detachment because they are more likely 
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to have already had phakic posterior vitreous detachment, which 
tends to occur in individuals 60 years or older [15,24]. Younger 
eyes are also more likely to be abnormal in their development of 
cataract (e.g. traumatic cataract), and this may predispose these 
eyes to pseudophakic RD. 

Compared with women, men undergoing phacoemulsification 
were almost twice as likely to have an RD. The increased risk 
for RD in men has been reported elsewhere. In a population-
based cohort similar to ours, Sheu et al. [1] found that men had 
a 2.43 times higher risk for RD after phacoemulsification than 
women. Although men were younger on average than women, 
the observed sex difference remained after adjusting for age. 
Sex differences in the anatomy of the eye and vitreous have 
been postulated as potential contributing factors. Men tend to 
have longer axial length [24], while women tend toward earlier 
posterior vitreous detachment [25]. This may confer a protective 
effect on women for subsequent RD after cataract surgery. Men 
may also be more likely to experience traumatic injury or to 
engage in activities where eye trauma is more likely owing to 
their occupation or lifestyle, placing them at higher risk for 
pseudophakic RD. 

Additional important risk factors for RD after cataract 
surgery identified in other studies include axial length and the 
use of Nd:YAG posterior capsulotomy. Axial length of at least 25 
mm has been significantly associated with increased relative 
risk for RD after cataract surgery, approaching 6 times that of 
eyes with shorter axial length [14,15]. In their population-
based study, Ninn-Pedersen & Bauer [4] found that for every 
1-mm increase in axial myopia, the associated relative risk for 
RD was 1.3. Similarly, Nd:YAG laser posterior capsulotomy was 
associated with increased risk for RD, with a relative risk of 4.9 
documented in their study [4].

Conclusion

In conclusion, the incidence of pseudophakic RD has declined 
markedly since the adoption of phacoemulsification cataract 
surgery. As identified in previous studies, it is confirmed that 
younger patient age and male sex are important risk factors for 
subsequent RD. Complicated operations necessitating anterior 
vitrectomy carry significantly increased risk for RD. Knowledge 
about the importance of such risk factors is very important. The 
surgeon experience, size of incision, anterior chamber stability 
are important variables that are not fully understood and how 
they affect in the production of RD post phacoemulsification.
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