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TISSUE PREPARATION

1.	 DEBULKING STEP

a.	 Tissue mounted on disposable artificial anterior chamber 
(pict. 1)

b.	 Bottle height 120 cm above tissue (pict. 2)

c.	 Thickness of tissue measured by means of ultrasound 
pachymetry

d.	 System closed, clamp at approximately 50 cm from 
chamber (pict. 3)

e.	 Approximately 2/3 of anterior stroma removed, using a 
disposable 300-micron CBSU cutting head, passed for at 
least 4 seconds (pict. 4)

f.	 Removed lamella retained for subsequent case

g.	 Thickness of residual stromal bed measured
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2.	 REFINEMENT STEP (Additional removal of stroma)
a.	 Tissue remains mounted on artificial anterior chamber

b.	 Rotate the dove-tail of the chamber by 180° 

c.	 If pachymetry < 150 μm, no second cut

d.	 If pachymetry between 150 and 180 microns, use 
50-micron CBSU head

e.	 If pachymetry between 180 and 210 microns, use 90-µm 
CBSU head

f.	 If pachymetry between 210 and 230 microns, use 110-µm 
CBSU head

g.	 If pachymetry between 230 and 250 microns, use 130-µm 
CBSU head

	 “These values have been obtained after several tests 
with tissue preserved at 37° C in organ culture. The same 
criteria of choice for the second cut may not apply to 
tissue preserved differently (i.e. preservation at 4° C)”

h.	 Bottle height remains same

i.	 Close system by clamping at 50cm

j.	 Advance the cutting head, slowly and smoothly (at least 
6 seconds) (pict. 5)

3.	MARK STROMAL SIDE (using trypan blue) (pict. 6)

a.	 Mark periphery with a 9.0 round marker to visualize 
extension of dissection

b.	 Mark asymmetrically (i.e. “F”) the central stroma for 
proper positioning

4.	 Extend the dissection by hand into the 
periphery (does not affect vision), if necessary 
(pict. 7)

5.	 Remove the tissue
a.	 Bend tubing and open plunger (to prevent collapse, and 

endothelial damage)

b.	 Remove tissue from front

6.	 Punch tissue to proper size
a.	 Measure vertical diameter of recipient cornea

b.	 Punch donor tissue to a size that would leave 0.5 mm of 
free recipient bed peripherally to the donor tissue (usually 
graft diameter varies between 8.25 and 9.00 mm)

c.	 To prevent incomplete punch, pull rim upwards, prior to 
removing trephine (pict. 8)
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" With the ultra-thin procedure, the speed of visual recovery is faster than conventional 
DSAEK and equivalent to DMEK - and the proportion that achieve final acuity of 20/20 is 
higher than conventional DSAEK and perhaps also DMEK. 
In short, this procedure offers us the potential to achieve the visual results of DMEK with the 
ease of handling and tissue preparation of DSAEK. "



SURGERY
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1.	 Remove epithelium, if necessary, to improve visibility 
(pict. 9)

2.	 Insert 25G needle at 12 o’clock (short, steep tunnel) (pict. 10)

3.	 Remove some aqueous

4.	 Inject air (pict. 11)

5.	 Bend needle (reverse cystotome), or use ‘scorer’

6.	 Score DM and endothelium, to desired diameter (actual 
diameter not important, make sure visual axis clear)

7.	 Using blunt cannula or ‘scorer’ at 12 o’clock, 
or ‘stripper’ via a temporal paracentesis, mobilise 
endothelium and DM, and place near nasal limbus

8.	 Create steep, short (1mm) clear corneal wound nasally 
(3.2mm) and side entry temporally (1mm)

9.	 Remove stripped DM and endothelium using forceps

10.	Enlarge superior wound to 1mm with 15° blade.
a.	 Place Anterior Chamber maintainer, with bottle placed at 

approx. 50 cm above eye (pict. 12)

11.	Create inferior iridotomy (vitreoretinal scissors) under 
continuous irrigation

12.	Mount tissue onto mini spatula
a.	 Difficult to lift thin tissue (pict. 13)

b.	 Using a mini spatula, modified to ‘scoop’ the tissue, place the 
tissue on the mini spatula (pict. 14)

c.	 Very thin tissue will drape over the edge of spatula (pict. 15-16-
17)

d.	 Center the tissue on spatula, remove fluid, and advance to the 
tip
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Professor Busin operates at Villa Igea, Forlí, Italy. You can reach him at: mbusin@yahoo.com
Professor Busin is a paid consultant for Moria.

Performance may deviate from the Methods and Instructions by Pr. Busin depending on several factors related to donor tissue 
and/or surgery-related factors. This document is a general guide only. It is strongly recommended that every surgeon establishes 
his own guidelines. Moria shall not be responsible for any direct, incidental, consequential or exemplary damage suffered by any 
party, even if that party has not been advised of the possibility of such damage.
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To obtain more information

MORIA SA
15, rue Georges Besse
92160 Antony
FRANCE
Phone: +33 (0) 1 46 74 46 74
Fax: +33 (0) 1 46 74 46 70
www.moria-surgical.com

MORIA Inc
1050 Cross Keys Drive
Doylestown, PA 18902
USA
Phone: (800) 441 1314
Fax: + 1 (215) 230 7670
www.moria-surgical.com

MORIA JAPAN KK
Inami Bldg. 6F
3-24-2 Hongo Bunkyo-ku
Tokyo 113-0033
JAPAN
Phone: + 81 3 5842 6761
Fax: + 81 3 5842 6762
www.moriajapan.com

MORIA in CHINA
Moria Commercial (China) Co. Ltd
Rm H, I, 6FL, Kai Li Building
N° 432 Huai Hai West Road
Shanghai 200052
CHINA
Phone: + 86 21 5258 5066
Fax: + 86 21 5258 5067
www.moria-surgical.com.cn

13.	Insert tissue

a.	 Have Anterior Chamber maintainer on

b.	 Advance forceps through the temporal wound, across eye, 
and out of the nasal wound (pict. 18)

c.	 Grasp tissue with Moria forceps 23G

d.	 While grasping, move instruments towards temporal until mini 
spatula enters the wound and draw tissue into the eye (pict. 19)

e.	 Allow tissue to open

f.	 Remove Anterior Chamber maintainer

14.	Center tissue

a.	Ballot cornea from surface

15.	Inject air beneath tissue (pict. 20)

16.	Suture all wounds, air tight with 10-0 Nylon

17.	Take a 30 G needle,  insert through peripheral cornea 
via a long oblique path, inject air beneath donor 
tissue, taking care to be in front of the iris, until 
complete fill is achieved (pict. 21)

18.	Peribulbar steroid and antibiotic


