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Bilateral  spontaneous anterior 
dislocation of intraocular lens with 
the capsular bag in a patient with 
pseudoexfoliation

Harsha Bhattacharjee, Rushil Kumar Saxena, 
Jnanankar Medhi

We report a rare case of bilateral spontaneous anterior 
partial in‑the‑bag intraocular lens (IOL) dislocation in a 
75‑year‑old man with pseudoexfoliation (PXF). He underwent 
uneventful phacoemulsification in both eyes with in‑the‑bag 
IOL implantation 9 years back. In the right eye, single piece 
poly (methyl methacrylate) (PMMA) IOL (+19 D) and in the left 
eye, single piece acrylic foldable IOL (+19 D) were implanted. An 
attempt at pharmacological IOL repositioning was unsuccessful. 
The dislocated IOLs were explanted and exchanged with scleral 
suture fixated PMMA IOLs. Vision improved to 20/30 in both 
eyes following surgery, without any associated ocular morbidity. 
We believe that zonular weakness secondary to PXF, capsular 
contraction, and myopia together were the predisposing factors 
for partial anterior dislocation of IOLs and IOL exchange with 
scleral suture fixation of IOL is a safe and effective treatment 
option.
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Bilateral spontaneous anterior partial in‑the‑bag intraocular 
lens (IOL) dislocation is extremely rare.[1] Overall anterior and 
posterior dislocation of IOL occurs in 0.2–3% pseudophakic 
cases as postoperative complications.[2‑4] We report a case 
of bilateral spontaneous anterior partial in‑the‑bag IOL 
dislocation in a case of pseudoexfoliation (PXF) which occurred 
9 years following surgery along with its management.

Case Report
A 75‑year‑old man reported with the blurring of vision in both 
eyes. He was known to suffer from PXF and had undergone 
standard uneventful phacoemulsification with in‑the‑bag 
implantation of monofocal IOL in both eyes. In the right eye, 
a single piece poly (methyl methacrylate) (PMMA) IOL (+19 D) 
and in the left eye, a single piece acrylic foldable IOL (+19 D) 

were implanted. The surgeries were performed in the right 
and left eye at 9 and 8½ years, respectively, before to this 
examination. All the previous dilated annual eye examinations 
had been normal, with no clinical evidence of IOL subluxation.

On clinical examination, his visual acuity was 20/60 in 
both the eyes. Slit lamp examination revealed anterior partial 
in‑the‑bag IOL dislocation [Figs. 1 and 2], capsular contraction 
and deformation of IOL haptics. Intraocular pressure by 
Goldmann applanation tonometer (GAT) was 19 mmHg 
in both eyes. Pupils were dilated with 2.5% phenylephrine 
eye drops. Indirect ophthalmoscopy revealed normal ocular 
fundi. Constriction of pupils and IOL repositioning was tried 
by instillation of 2.0% pilocarpine eye drops in the supine 
position, but the procedure was unsuccessful. The next day, IOL 
along with the capsular bag were explanted surgically, [Fig. 3] 
and secondary scleral suture fixation of single piece PMMA 
IOL (Auro India) was done in the same sitting for the right eye. 
The procedure was repeated for the left eye 7 days later. The 
IOLs were held with micro forceps and explanted through the 
limbal route. Limited anterior vitrectomy through pars plana 
route was also performed. The secondary IOL implantation 
procedures and postoperative period were uneventful. After 
12 months of surgery, best corrected visual acuity was 20/30 in 
both eyes. The manifest refraction was ±1.00 DC × 180° and +1.00 
DS/−1.50 DC −180° in the right and left eye, respectively. The 
eyes were quiet and IOP was 19 mmHg (GAT) in both eyes.

Discussion
IOL dislocation may occur in the immediate postoperative 
period and is mainly due to poor IOL fixation. This 
complication may also occur months to years after surgery 
secondary to zonular weakness. 50% cases of IOL dislocation 
are associated with PXF.[1] Other predisposing factors are 
prior vitrectomy surgery,[1] trauma,[1] high myopia,[2] retinitis 
pigmentosa[5] and connective tissue disorders such as Marfan 
syndrome, homocystinuria, hyperlysinemia, scleroderma, 
Weill–Marchesani, and Ehler–Danlos syndrome.[3] A cause‑effect 
relationship between IOL dislocation and severity of glaucoma 
is suspected.[4] The late dislocation of IOL may occur anytime 
from 1 month to 8½ years following surgery.[1‑4,6,7]

Bilateral spontaneous in‑the‑bag IOL dislocations were 
reported in the anterior or posterior chamber in two cases 
of gyrate atrophy,[7‑9] one case of retinitis pigmentosa,[5] 
and in one patient with intermediate uveitis.[10] A literature 
search revealed only one case report of bilateral spontaneous 
anterior partial in‑the‑bag IOL dislocation in a patient 
with PXF. It occurred following mydriasis during a 
routine annual eye examination.[3] The case was managed 
by IOL repositioning and scleral suture fixation of same 
IOL.[3] Various corrective surgical management approaches to 
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dislocated IOL including IOL exchange or IOL repositioning 
with scleral or iris fixation have been described.[3,11,12] Apart 
from the more commonly used suture fixation, a sutureless, 

glued IOL technique has also been described in a case 
of bilateral, anterior, in‑the‑bag subluxation of IOL in a 
patient with retinitis pigmentosa.[13] As all the mentioned 
surgical procedures are reported to be equally efficacious, 
the ultimate choice of surgery depends on the surgeons’ 
preference and experience. Our case is of a healthy man with 
myopia and PXF both eyes. He denied any history of trauma. 
Bilateral anterior partial in‑the‑bag IOL dislocation occurred 
spontaneously 9 years after cataract surgery. Capsular bag 
revealed fibrotic activity and ring of soemmering. Both 
the IOLs were of different design and biomaterial. IOL 
haptics were found to be compressed either due to loss of 
biomechanical memory or due to contraction of the capsule. 
Except pseudophakia, during all previous eye examinations, 
no other signs indicative of future risk of IOL dislocation 
were observed. The present method of management of IOL 
exchange, limited anterior vitrectomy, and scleral suture 
fixation of IOL was found to be a safe and effective surgical 
option in such a case. It is also observed that IOL design and 
biomaterial had no role in the prevention of spontaneous 
dislocation of IOL. We believe PXF, myopia, and capsular 
contraction together were responsible for spontaneous 
dislocation of the IOLs, and it is only the second such case 
report in literature.

Conclusion
Pseudophakia in PXF has potential for spontaneous anterior 
dislocation with the capsular bag. Annual detailed eye 
examination has no preventive role in such complications. 
IOL design and biomaterial are independent of such 
complications. Such dislocations can be managed definitively 
by IOL exchange and scleral suture fixation and limited 
anterior vitrectomy.
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N o n p s e u d o m o n a l  e c t h y m a 
gangrenosum of the upper lid treated 
with lid reconstruction

Praveen Kumar S, Praveen Kumar K V, 
Subashini Kaliaperumal, Arjun Ashokan1

Ecthyma gangrenosum (EG) is a cutaneous infection which 
usually occurs in immunocompromised patients. We report 
a case of EG of the eyelid treated with escharotomy and skin 
grafting, highlighting the importance of surgical management. 
A 2‑year‑old Asian Indian female presented to us with right 
upper lid edema with a large necrotic area. The child received 
intravenous cefotaxime for a week and the necrotic area turned 
to a well‑defined eschar. Escharotomy with wound debridement 
and skin grafting was done. The present case highlights the 
importance of surgical intervention to prevent the sequelae of 
scarring of upper lid.
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Ecthyma gangrenosum (EG) is an uncommon manifestation, 
occurring secondary to cutaneous infection from either 
hematogenous seeding of a pathogen or direct inoculation 
through the skin. EG usually occurs in immunocompromised 

and critically ill patients.[1] Although Pseudomonas is the most 
common cause of EG, a variety of other bacteria and fungi has 
been implicated.[2,3] The skin lesions occur in the gluteal and 
perineal regions (57%) or extremities (30%). Facial involvement 
is reported to occur in about 6% of cases which can lead to skin 
defects needing reconstruction.[4] Periorbital involvement in EG 
is rare.[2] We report a case of EG of the right upper eyelid in a 
young child treated with escharotomy with full thickness skin 
grafting, highlighting the importance of surgical management 
in the treatment of EG.

Case Report
A 2‑year‑old Asian Indian female presented to us with mild 
fever and swelling of the right upper lid of 10 days duration. 
There was no history of diarrhea prior to the onset of the 
symptoms. There was no history of preceding viral illness 
or significant medical history necessitating treatment with 
antibiotics. She was previously treated with oral antibiotics 
and drainage of the vesicle fluid. Subsequently, edema and 
blackish discoloration of the right upper eye lid developed. 
Cutaneous anthrax was unlikely as there was no history of 
unexplained cattle death in her environment. On examination, 
the child had low‑grade fever and there were no other 
skin lesions. Ophthalmological examination revealed right 
upper lid edema with a large black necrotic area of the lid 
which was adherent to the underlying tissues. There was 
surrounding erythema and edema with no discharge [Fig. 1]. 
The anterior segment examination was within normal limits. 
Left eye examination was unremarkable. The child was 
examined by a pediatrician to rule out any other focus of 
infection. Dermatological consultation yielded a diagnosis 
of EG clinically. Microscopic examination of the skin biopsy 
revealed staphylococci and hence cutaneous anthrax was ruled 
out. Blood cultures were negative. The child was started on 
intravenous cefotaxime for a week with resolution of fever 

Cite this article as: Kumar SP, Kumar KP, Kaliaperumal S, Ashokan A. 

Nonpseudomonal ecthyma gangrenosum of the upper lid treated with lid 

reconstruction. Indian J Ophthalmol 2015;63:798-800.

This is an open access article distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

For reprints contact: reprints@medknow.com

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/0301-4738.171522 

PMID: 
***

namrata
Rectangle


