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A	53‑year‑old	male	with	retinitis	pigmentosa	(RP)	presented	
with	decreased	vision	in	the	right	eye.	His	BCVA	was	20/40	
in	 the	 right	 eye	 (RE)	 and	 20/120	 in	 the	 left	 eye	 (LE).	On	
examination,	there	was	posterior	subcapsular	cataract	in	the	
right eye and pseudophakia in the left eye. IOP as measured 
by	Goldmann	applanation	tonometry	was	19	mmHg	in	both	
the	eyes.	Gonioscopy	showed	open	angles	 in	both	 the	eyes.	
Fundus	examination	showed	a	medium‑size	optic	disc	with	
cup	disc	ratio	of	0.7:1	in	the	RE	and	0.8:1	in	the	LE	with	inferior	
rim	thinning	and	disc	pallor	in	both	the	eyes.

He	 underwent	 uneventful	 phacoemulsification	with	
in‑the‑bag	 IOL	 implantation	 (single	 piece	 foldable	
hydrophilic	acrylic)	in	the	RE.

One	week	postoperatively,	his	BCVA	was	20/30.	However,	
3	weeks	after	surgery,	he	presented	with	diminution	of	vision	
in	the	RE	to	20/60.	There	was	a	thick	vertical	band	of	secondary	
cataract	seen	on	the	anterior	surface	of	intraocular	lens	(IOL)	
in the pupillary area with [Fig.	1a]	severe	bag	contraction	and	
nasal	decentration	of	the	IOL	[Fig.	1b].	The	haptics	of	the	IOL	
were	seen	folded	inside	the	bag.	To	prevent	further	zonular	
stress,	the	thick	band	of	secondary	cataract	was	disrupted	with	
the	help	of	Nd:	YAG	laser.	Following	Nd:YAG	laser,	his	vision	
improved	to	20/30	[Fig.	1c	and	d].

Figure 1: (a) Band of secondary cataract in the pupillary area. (b) 
Severe bag contraction with in-the-bag IOL decentration towards the 
nasal side (red arrows). (c and d) Dissolution of the band of secondary 
cataract following Nd:YAG laser (red and white arrows)
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Late	 capsular	 bag	 contracture	 and	 IOL	 subluxation	
following	RP	has	been	reported[1‑3]	but	early	contracture	with	
secondary	cataract	and	decentration	has	not	been	reported	in	
the	 literature	yet.	Early	and	 frequent	 follow‑up	 is	 required	
following	 cataract	 surgery	 in	 patients	with	RP,	 and	YAG	
laser	can	be	done	in	these	patients	to	interrupt	the	pathologic	
process.	Polishing	of	the	area	under	the	anterior	capsule	and	
use	of	hydrophobic	acrylic	IOLs	with	a	square	edge	design	
should	 be	 considered	 in	 patients	with	RP	 to	 prevent	 the	
formation	of	secondary	cataract.
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A	14‑year‑old	male	patient	presented	with	acute‑onset	painful	
diminution	of	vision	and	redness	in	left	eye	for	past	1	week.	
The	 left	 eye	 had	 visual	 acuity	 of	 20/80,	 relative	 afferent	
pupillary	defect,	some	limitation	of	abduction,	mild	proptosis,	
diffuse	 conjunctival	 congestion,	 2+	 anterior	 chamber	 cells,	
few	 retrolental	 cells,	 severe	disc	 edema	 [Fig.	 1a],	 annular	
white	 peripapillary	 fold	 (likely	 sclerachoroidal	 infolding),	
and	 radiating	peripapillary	 retinochoroidal	 folds	 [Fig.	 1a].	
The	 right	 eye	examination	was	unremarkable.	The	possible	
differentials	included	posterior	scleritis	or	orbital	inflammatory	
pseudotumor.[1,2]

Ultrasonography	 (USG)	B	 scan	 showed	 sclerochoroidal	
thickening	at	posterior	pole	and	a	positive	“T”	sign	[Fig.	1b].	
The	 architecture	 of	 posterior	pole	was	distorted	on	 swept	
source	optical	coherence	 tomography	(SS‑OCT,	DRI,	Triton,	
Topcon	Inc.)	[Fig.	1c].	Contrast‑enhanced	magnetic	resonance	
imaging	of	 orbit	 revealed	posterior	 scleral	 thickening	with	
postcontrast	enhancement,	normal	extraocular	muscles,	and	
preserved	fat	planes.	A	diagnosis	of	left	eye	diffuse	posterior	
scleritis	with	coexistent	anterior	uveitis	was	made.
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After	systemic	evaluation,	the	patient	was	started	on	oral	
corticosteroids,	 topical	 steroids,	 and	 topical	 cycloplegic.	At	
1	week,	 visual	 acuity	 improved	 to	 20/30.	Disc	 edema	and	
peripapillary	 retinochoroidal	 folds	had	nearly	disappeared	
[Fig.	 2a].	USG	B	 scan	 showed	a	near‑resolution	of	 “T”	 sign	
[Fig.	 2b].	 SS‑OCT	 showed	 a	 significant	 decrease	 in	 disc	
elevation [Fig.	2c].	Oral	and	topical	steroids	were	gradually	
tapered	over	6	weeks.	At	the	last	visit	 (2	months),	corrected	
distance	visual	acuity	(CDVA)		was	20/20	in	left	eye	with	normal	
optic	disc	and	peripapillary	retina.

Posterior	 scleritis	 often	 presents	 with	 disc	 edema,	
circumferential	 choroidal	 folds,	 and	 retinal	 straie.[1,3,4] 
The	present	 case	was	unusual	 as	 it	 had	pathological	 disc	
elevation and marked annular tissue infolding around the 
disc.	Therefore,	 it	was	 imperative	 to	 rule	 out	 compressive	
intraorbital	 lesions	with	 imaging.	 The	 involvement	 of	
extraocular	muscles	and	fat	planes	was	also	not	evident	which	
ruled	out	any	significant	component	of	pseudotumor.	Posterior	
scleritis	needs	urgent	treatment	with	systemic	steroids.[1,3] A 
rapid	and	thorough	clinical	examination	and	orbital	imaging	
is	therefore	required	in	such	cases	to	reach	a	diagnosis	and	
start appropriate treatment.
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