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Anterior capsular contraction syndrome with hyperopic shift 
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A B S T R A C T   

Purpose: To present a case of anterior capsular contraction syndrome with hyperopic shift two weeks after an 
uncomplicated combined cataract surgery and pars plana vitrectomy. 
Observations: A 55-year-old man, with no known risk factors, who developed anterior capsular contraction 
syndrome with hyperopic shift two weeks after an uncomplicated combined cataract surgery and pars plana 
vitrectomy. Hyperopic shift was caused by posterior displacement of the intraocular lens with anterior flexion of 
the haptics. Manual peeling of the anterior capsule using the can-opener approach and microscissors successfully 
restored vision and corrected refractive errors. 
Conclusions and Importance: Anterior capsular contraction syndrome is a complication of cataract surgery and is 
known to be affected by zonular weakness, pre-existing systemic and ocular conditions, intraocular lens mate-
rials, and intraoperative complications. Careful maneuver with surgery or laser can effectively restore vision and 
correct refraction.   

1. Introduction 

Anterior capsular contraction syndrome (CCS) is a rare but well- 
known complication of continuous curvilinear capsulorhexis in cata-
ract surgery, presumably due to the unequal centripetal force of the 
zonules and proliferative myofibroblastic metaplasia of anterior lens 
epithelial cells (LECs).1,2 The reduction in the size of the anterior cap-
sulotomy can lead to impaired visual function owing to the opacified 
remnants within the visual axis or intraocular lens (IOL) decentration 
within the capsular bag. This case report highlights the early develop-
ment of CCS with hyperopic shift after combined cataract surgery and 
vitrectomy in a patient with no known risk factors. 

2. Case report 

A 55-year-old man without any systemic disease presented with a 
sudden onset, painless, blurred vision of the right eye. Two weeks prior, 
he underwent combined pars plana vitrectomy and cataract surgery 
with a 5.5-mm diameter of curvilinear capsularhexis (Fig. 1A) and in- 
the-bag implantation of preloaded, single-piece acrylic and hydrophil-
ic intraocular lens (IOL). The surgery resulted in no complications, and 
postoperative refraction was plano, with a visual acuity of 20/40. Two 
weeks after, the patient’s refraction of the right eye increased to +3.50, 

with a visual acuity of 20/200. A dilated slit-lamp examination revealed 
centripetal opacity with tilting haptic of the IOL (Fig. 1B, 1C). A final 
diagnosis of capsular contraction syndrome (CSS) with IOL haptic tilt 
was made. The patient underwent manual peeling of the membrane 
using the can-opener approach and microscissors to remove the residual 
fibrotic capsule (Fig. 1D). His visual acuity returned to 20/40 with plano 
refraction and no recurrence of CSS. 

3. Discussion 

Anterior CSS usually develops within three to six months after 
cataract surgery due to the transdifferentiation of the residual LECs to 
myofibroblasts, with expression of the actin smooth muscle.1 A retro-
spective study of 260 eyes found that the incidence of CCS was 1.5% and 
that it is often associated with pseudoexfoliation syndrome, uveitis, high 
myopia, retinitis pigmentosa, and diabetic retinopathy.3 Furthermore, 
zonular weakness, small capsulorrhexis, IOL design and composition, 
and unfinished polishing during surgery can provoke CCS.1 Surgical 
factors did not play a role because the capsulorhexis size was 5.5 mm, 
and polishing was performed meticulously; however, the hydrophilic 
IOL material used in this patient may have promoted CCS development. 
A case series showed hyperopic shift caused by CCS after phacoemul-
sification and intraocular lens implantation due to posterior vaulting of 
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the IOL.1 A hyperopic shift was seen similarly in our patient, where the 
haptic was anteriorly tilted, causing the IOL body to be posteriorly 
displaced. Treatment options for CCS include Nd:YAG laser anterior 
capsulotomy, surgical intervention with microscissors, or a vitrector.1 

4. Conclusions 

Two weeks after combined cataract surgery and pars plana vitrec-
tomy, the patient developed a hyperopic shift due to CCS. The CCS 
caused a hyperopic shift due to anterior haptic tilt and displacement of 
the IOL body posteriorly. Manual peeling with microscissors can effec-
tively restore vision and correct refraction. 
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Fig. 1. Anterior segment of the right eye. (A) A 5.5 mm continuous curvilinear capsularhexis. Slit lamp examination shows (B) contraction of the capsularhexis 
opening and (C) anterior tilt of the haptic intraocular lens (red arrow). (D) A clear anterior capsule opening post-surgery. (For interpretation of the references to 
colour in this figure legend, the reader is referred to the Web version of this article.) 

K.M. Feng et al.                                                                                                                                                                                                                                 



American Journal of Ophthalmology Case Reports 25 (2022) 101328

3

the editorial office of American Journal of Ophthalmology Case Reports: 
coolmay01@gmail.com. 

CRediT authorship contribution statement 

Kathy Ming Feng: Conceptualization, Data curation, Methodology, 
Software, Writing – original draft. Yun-Hsiang Chang: Conceptualiza-
tion, Software, Validation. Chang-Min Liang: Methodology, Resources, 
Visualization, Investigation. Shu-I Pao: Project administration, Super-
vision, Writing – review & editing. 

Declaration of competing interest 

The following authors have no financial disclosures: K.M.F, Y.H.C, C. 
M.L, S.I.P. 

Acknowledgements 

None. 

References 

1. Kim TG, Moon SW. Hyperopic shift caused by capsule contraction syndrome after 
microincision foldable intraocular Lens implantation: case series. BMC Ophthalmol. 
May 20 2019;19(1):116. https://doi.org/10.1186/s12886-019-1117-y. 

2. Hartman M, Rauser M, Brucks M, Chalam KV. Evaluation of anterior capsular 
contraction syndrome after cataract surgery with commonly used intraocular lenses. 
Clin Ophthalmol. 2018;12:1399–1403. https://doi.org/10.2147/OPTH.S172251. 

3. Zinkernagel M, Papazoglou A, Patel CK. Bimanual anterior segment revision surgery 
for anterior capsule contraction syndrome associated with anterior flexion of 
intraocular lens haptics. Eye (Lond). Dec 2013;27(12):1388–1390. https://doi.org/ 
10.1038/eye.2013.206. 

K.M. Feng et al.                                                                                                                                                                                                                                 

mailto:coolmay01@gmail.com
https://doi.org/10.1186/s12886-019-1117-y
https://doi.org/10.2147/OPTH.S172251
https://doi.org/10.1038/eye.2013.206
https://doi.org/10.1038/eye.2013.206

	Anterior capsular contraction syndrome with hyperopic shift
	1 Introduction
	2 Case report
	3 Discussion
	4 Conclusions
	Patient consent
	Funding
	Authorship
	Research ethics
	Intellectual property
	Authorship
	Contact with the editorial office
	CRediT authorship contribution statement
	Declaration of competing interest
	Acknowledgements
	References


