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Spontaneous subcutaneous orbital 
emphysema following forceful nose 
blowing: Treatment options

Dear Editor,

A 28-year-old man presented with sudden and painless onset 
of left  periorbital swelling following forceful blowing of nose. 
There was no history of sinusitis, facial trauma or previous 
surgery. On examination there was massive non-tender 
left  periorbital swelling with crackling sound (crepitus) on 
palpation suggestive of subcutaneous orbital emphysema. 
On lid retraction there was mild proptosis with conjunctival 
congestion. Ocular movements, pupillary reactions and dilated 
fundus examination were normal. The visual acuity was 20/20. 
Right eye examination was normal. The patient was kept under 
observation. Aft er 48h the visual acuity in left  eye dropped 
to 20/60 with increase in conjunctival congestion associated 
with disc edema and slight relative segmental pallor of disc 
suggestive of compressive optic neuropathy. We decided to 
drain the trapped subcutaneous air. Under aseptic conditions 
a 24-gauge needle mounted on 10 ml syringe Þ lled with normal 
saline and plunger removed was introduced in the periorbital 
tissue. The subcutaneous emphysema was drained which was 
guided by air bubble eruption. Aft er this treatment, in the next 
48h there was considerable decrease in periorbital swelling, 
conjunctival congestion and disc edema and visual acuity 
improved to 20/30. Aft er three weeks left  eye returned to normal 
with visual acuity of 20/20.

Orbital emphysema is an uncommon condition occurring 
because of air trapped into loose subcutaneous tissue around 
the orbit commonly seen in cases with history of sinusitis, facial 
trauma or surgery. Lamina papyracea is the most common 
site of bony defect for passage of air from paranasal sinuses.1 
Orbital wall fracture is a common cause.2 Other causes include 
forceful nose blowing,1 post-surgical and pressure changes 
during air travel. Treatment options include observation as it 
is usually benign and spontaneous resolution occurs in two to 
three weeks.3 However, it can cause ischemic optic neuritis4 
and central retinal artery occlusion and may lead to visual loss. 
Hence when orbital emphysema shows signs of pressure eff ect 
like restricted ocular motility, sluggish pupillary reaction, disc 
edema or decreased visual acuity then drainage of trapped 
air in the subcutaneous tissue should be considered.5 It can 
be done eff ectively by simple underwater drainage of air by 
24-gauge needle2 or lateral canthotomy and cantholysis. The 
purpose of this article is to remind the readers about this simple 
and eff ective treatment of an uncommon condition to prevent 
potential visual loss.
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Intraoperative floppy iris syndrome 
associated with terazosin

Dear Editor,

A case series by Chang et al.1 describes a triad of characteristic 
intraoperative features to deÞ ne the intraoperative ß oppy iris 
syndrome (IFIS). We faced a similar problem in November 
2006, when a 72-year-old man with primary open angle 
glaucoma and cataract was posted for combined surgery 
(phacoemulsiÞ cation and trabeculectomy). The patient had a 
dense nuclear cataract with well-dilated pupil preoperatively. 
The procedure was a twin-site surgery in which cataract surgery 
was planned Þ rst. Aft er capsulorrhexis and hydroprocedures 
when phacoemulsiÞ cation was initiated we observed billowing 
and ß oppiness of iris. Later the pupil was constricted and the 
iris started prolapsing through the properly constructed corneal 
tunnel and side port incisions and the phacoemulsiÞ cation was 
completed with great diffi  culty. Postoperatively when we asked 
the patient about any systemic therapy for benign prostatic 
hypertrophy (BPH), he replied positively with a drug terazosin 
(hytrin) for the past Þ ve years.

In a prospective series by Chang et al,1 IFIS occurred in 
2.2% of cases; in 94% of these cases (15 of 16), patients were 
using or had been using the systemic speciÞ c alpha-adrenergic 
blocker tamsulosin. In the same article, in a retrospective 
case series the authors have reported that the syndrome was 
noted intraoperatively in 63.0% (10/16) of the tamsulosin 
patients but in none of the 11 patients on other systemic a-1 
blockers like prazosin, terazosin or doxazosin. Almost all the 
patients on tamsulosin had IFIS as they have a 24-fold greater 
affi  nity for alpha-1A than the non-selective alpha-blockers like 
terazosin. Similar Þ ndings were also observed with alfulosin2 
and antipsychotic therapy zuclopenthixol.3 Chadha et al.4 have 
reported that 57% of patients receiving tamsulosin showed 
features of IFIS compared with 1% of the non-tamsulosin group 
who had IFIS. Recently, a prospective case series by Oshika et 
al.5 also reported that there was no IFIS in patients on terazosin. 
To our knowledge this is the Þ st report of IFIS in a patient on 
terazosin. Even though it is rare for IFIS to occur in patients on 
terazosin, we believe the phenomenon in our patient could be 
due to the long-term therapy (Þ ve years).
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On personal communication with a few urologists in south 
India, we have come to know that the alpha-blockers like 
terazosin, tamsulosin and the newer one alfuzosin are widely 
used in patients with BPH with urinary incontinence and we 
can expect more patients in the future presenting with IFIS in 
India.

Various ways have been reported to overcome the problem 
of IFIS, like preoperative atropine,6 intracameral epinephrine, 
healon 5, iris hooks, pupil expansion rings and bimanual 
phacoemulsiÞ cation. But in IFIS, the ß oppy iris behavior is 
frequently not recognized until hydrodissection is performed. 
In this event it may be too late to safely place iris hooks or pupil 
expansion rings. Therefore, the ability to predict IFIS cases in 
advance may allow the surgeons to alter their usual method of 
managing small pupils. So we have to be aware of this syndrome 
and make it mandatory to ask our patients about the history of 
any therapy for BPH during routine preoperative workup.
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Intraoperative cracking of the AMO 
Phacoflex-II Silicone (SI-40NB) 
intraocular lens while implanting with 
the UnfolderTM silver series system 
using hydroxypropylmethylcellulose

Dear Editor,

Silicone and acrylic intraocular lenses (IOLs) are commonly used 
aft er phacoemulsiÞ cation. Damage to acrylic1,2 and Clariß ex3 IOLs 

during implantation has been reported; most of them do not aff ect 
visual outcome but may need explantation.2 We report cracking 
of Phacoß ex-II during insertion, using hydroxylpropylemethyl 
cellulose (HPMC) with UnfolderTM system.4

A 56-year-old male presented with bilateral immature 
senile cataract with best corrected visual acuity (BCVA) of 
20/80 in right eye and 20/40 in left  eye. Detailed evaluation 
was unremarkable. PhacoemulsiÞ cation was performed in the 
right eye.

Phacoflex-II was loaded into UnfolderTM using HPMC 
according to the manufacturer�s instructions. Leading haptic 
was implanted successfully, while crack was noted at the trailing 
haptic-optic junction. The IOL optic had opened and it was 
impossible to withdraw. In spite of the crack, the IOL was well 
centered in the bag [Fig. 1]. On the Þ rst post surgical day, the 
patient had BCVA of 20/20. Crack measured approx. 2.4 mm 
and was not in the visual axis.

Aft er six weeks, the IOL remained stable and well centered, 
without compromising BCVA.

There are reports1-3 of IOL damage during implantation. Among 
silicone IOLs this complication has only been reported once with 
Clariß ex but has never been reported with Phacoß ex-II.

We have been using HPMC for insertion of Phacoß ex-II 
using UnfolderTM for the past three years without any damage 
to the IOL. Though manufacturers instruct to avoid use of 
HealonTM with UnfolderTM, its use without any lens damage 
has been reported.5

We used HPMC for cost constraint. This was the first 
complication of IOL damage.

In our case, proper technique for injection was followed, 
with use of HPMC. Hydroxylpropylemethyl cellulose has lower 
pseudo-plasticity6 than other viscoelastics, hence it is more 
diffi  cult to begin and maintain injection through the cannula.6 
With HPMC, the force required to dislodge optic and haptic 
from the cartridge at initiation of injection is higher. This may 
lead to movement of optic followed by movement of trailing 
haptic aft er a time lag, due to inherent design of the injector. 
These factors could induce stress at the optic-haptic-junction 
leading to the crack.

Figure 1: Intraoperative photograph showing cracked Phacoß ex-II IOL 
in the capsular bag


