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Case
A 56‑year‑old Indian male, silversmith by occupation, 
presented with gradually progressive loss of vision in both 
eyes. Best‑corrected visual acuity in the right eye was 6/9 and 
in the left eye was 6/60. Lid and adnexa were normal. In both 
eyes, conjunctiva had gray‑black pigmentation of medial 
bulbar conjunctiva, which was more prominent at the medial 
canthal region. Cornea had diffuse confluent deposits at the 
level of Descemet’s membrane [Fig. 1], which were seen as 
hyperreflective shadows in anterior segment optical coherence 
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Figure 1: Slit lamp photograph showing diffuse deposits in the deeper 
layer of cornea

Figure 2: Pictures showing slate grey pigmentation of limbs and nails 
(a and b)  and palmar surfaces of hands (c and d) which is presumed 
to be due to deposition of silver
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Figure  3: H  and  E  (Hematoxylin and eosin) sections studied 
from the lens nucleus tissue  (a) shows diffuse deposition of black 
granules (pointed by blue colored arrows) suggestive of silver particles 
which are refractable in dark field illumination (b)
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tomography (OCT). Lens showed nuclear sclerosis grade 2 
with posterior subcapsular cataract in the right eye and near 
mature cataract in the left eye. Intraocular pressure, gonioscopic 
evaluation of angles, and specular microscopy were normal. 
Fundus evaluation was normal in the right eye while details in 
the left eye were not clear due to dense cataract. B scan in the 
left eye was normal. Upper and lower limbs showed slate‑gray 
pigmentation along with pigmentation of nails [Fig. 2]. Serum 
silver levels were raised, 2.3 µg/ml (normal <2 µg/ml). After 
written informed consent, patient underwent left eye manual 
small incision cataract surgery, during which lens matter 
was collected and sent for histopathological evaluation. It 
showed evidence of diffuse deposits of silver which were 
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confirmed using hematoxylin and eosin (H and E) stain 
and were refractable in dark field illumination [Fig. 3]. Post 
cataract surgery, patient underwent Humphrey’s 30‑2 visual 
field analysis, macular optical coherence tomography (OCT) 
and  fundus fluorescein angiography (FFA), which were normal.

Discussion
Silver deposits can be noted in the elastic fibers of the 
connective tissue and basement membranes including the 
eyelids, conjunctiva, lacrimal sac, lens, ciliary body, and 
Bruch’s membrane. In cornea, deposits have been noted 
within Bowman’s membrane, corneal stroma, and Descemet’s 
membrane, causing its discoloration.[1‑4] The presence of silver 
in a cataractous lens can be debated as silver deposits in senile 
cataract or cataract induced by silver deposits.
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Cases
Case 1: A 61‑year‑old hypertensive male with glued intraocular 
lens (IOL) implantation 2 years ago presented with decreased 
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vision in his right eye. Ozurdex implant was injected 
intravitreally a week ago for refractory macular edema. On 
examination, the right eye had well‑centered glued IOL with 
corneal edema [Table 1], iris defect at 10 o’clock, and migrated 
Ozurdex implant [Fig. 1] in the anterior chamber (AC).

Case 2: A 57‑year‑old diabetic male with glued IOL 
implantation with Ozurdex injection for diabetic macular 
edema [Fig. 2a and b] 3 weeks ago presented with decreased 
vision in his right eye. On examination, there was implant 
migration into the AC [Fig. 3a and b] with centered glued IOL.

Under peribulbar anesthesia using the viscoelastic device 
the implant was made to align perpendicular to the long 
axis of the incision and explanted with viscoexpression 
[Fig. 3a and b] by counter pressure on the posterior lip. Case 2 
required pre Descemet’s endothelial keratoplasty (PDEK) for 
corneal decompensation [Fig. 3c‑f] after a month.

Discussion
Ozurdex migration into the AC was initially reported with 
iris‑fixated IOL requiring corneal transplantation.[1,2] Owing 
to the proximity to the uvea, the sulcus, AC IOL, or iris fixated 
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