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On	postoperative	day	1,	UCVA	was	20/25,	cornea	was	clear	
with	 IOP	12	mm	Hg	 in	 the	LE.	The	pupil	 size	was	around	
4	mm	 [Fig.	 2b].	 The	 ICL	vault	 reduced	 to	 204	microns	 on	
AS-OCT	 [Fig.	 3b].	 She	was	prescribed	 topical	prednisolone	
acetate	1%,	moxifloxacin	0.5%	every	2	hourly.

At	 the	 last	 follow	 up	 of	 12	months,	 the	 patient	was	
asymptomatic	the	UCVA	in	LE	remained	at	20/25	and	near	vision	
of	N6	with	an	IOP	of	11	mm	Hg	and	a	ICL	vault		of	270	microns.

Discussion
The	mechanism	of	UZS	is	due	to	ischemia	of	the	iris,	acute	rise	
in	IOP,	and	presence	of	iris	abnormalities.[3]	 In	our	case,	the	
cause	for	fixed,	dilated	pupil	after	an	ICL	surgery	was	due	to	
optic	capture	of	ICL	in	the	immediate	postoperative	period.	The	
reason	for	optic	capture	of	ICL	could	not	be	ascertained.	The	
primary operating surgeon did not try to relieve the pupillary 
capture	and	instead	the	patient	was	prescribed	topical	miotics	
to	constrict	the	pupil.	This	pupillary	capture	resulted	in	a	very	
high	vault	 and	 synechial	 angle	 closure.	When	 there	 is	high	
vault	due	 to	oversizing	of	 ICL,	nontoric	 ICL	can	be	 rotated	
vertically	as	the	sulcus	diameter	is	larger	in	vertical	meridian	
as	 compared	 to	horizontal	meridian.[4] As the preoperative 
WTW	measurements	and	the	implanted	ICL	size	were	similar	
in	both	the	eyes,	the	reason	for	the	higher	vault	in	the	LE	was	
not	explainable	due	to	oversizing	of	ICL.	Even	though	there	was	
no	sizing	error,	vertical	rotation	of	ICL	was	planned	to	reduce	
the	vault.	Also,	 rotation	of	 the	 ICL	without	getting	 into	 the	
anterior	chamber	would	involve	less	manipulation	and	is	less	
traumatic	than	explantation	and	replacing	the	ICL.	The	pros	
and	cons	of	both	the	options	of	rotation	vis-a-vis	explantation	
was	 discussed	 in	 detail	with	 the	 patient	 preoperatively.	
A	single-pass	four	throw	pupilloplasty	as	described	by	Narang	
et al. was performed.[5]	This	pupilloplasty	technique	improves	
the	 cosmetic	 appearance	 of	 a	 fixed	dilated	pupil,	 reduces	
the	glare	and	also	 improves	 the	aqueous	drainage	 from	the	
trabecular	meshwork	by	opening	the	synechial	angle	closure.	

Review	of	literature	mention	only	conservative	managements	
for	dilated	pupil	following	ICL	surgery.	

Conclusion
For	 the	 first	 time	 this	 case	 describes	 single	 four	 throw	
pupilloplasty	for	fixed,	dilated	pupil	in	an	eye	with	ICL.
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Ocular	trauma	can	range	from	trivial	to	significant,	with	varying	
implications	 on	 the	 visual	 acuity	 and	prognosis.	A	 32-year-old	
woman	presented	with	complaints	of	blurring	of	vision	following	
blunt	ocular	trauma	with	a	previous	history	of	having	undergone	
implantable	 phakic	 contact	 lens	 (IPCL	 V2.0)	 implantation	
2	 years	 back.	 The	 corrected	 distance	 visual	 acuity	 (CDVA)	
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was	 20/20	 in	 the	 right	 eye	 and	 20/30	 in	 the	 left	 eye.	 Slit-lamp	
examination	 revealed	 a	 prolapse	 of	 inferonasal	 IPCL	 footplate	
into	the	anterior	chamber	with	pupillary	entrapment.	No	corneal	
endothelial	 touch	 was	 noted.	 Immediate	 repositioning	 of	 the	
IPCL	was	performed	and	the	patient	regained	a	CDVA	of	20/20	
in	 the	 left	 eye,	 postoperatively.	 Traumatic	 dislocation	 of	 IPCL	
is	 a	 rare	 occurrence,	 which	 can	 be	 successfully	 managed	 by	
prompt	surgery,	thus	avoiding	further	complications	like	corneal	
endothelial	decompensation.

Key words:	Blunt	trauma,	implantable	phakic	contact	lens,	IPCL	
dislocation

Phakic	intraocular	lenses	(IOL)	are	implantable	lenses	that	are	
surgically	placed	either	in	the	anterior	chamber	or	posterior	
chamber	in	a	phakic	eye	to	correct	ametropia.	Over	the	past	few	
years,	the	posterior	chamber	phakic	IOL	has	proven	to	be	an	
acceptable	alternative	for	those	who	are	not	eligible	for	corneal	
based	laser	vision	correction	procedures.[1]	While	the	Visian	
implantable	 collamer	 lens	 (ICL;	 Staar	 Surgical	AG,	Nidau,	
Switzerland)	has	produced	excellent	long	term	outcomes	in	
patients	with	moderate	and	high	ametropia,[2]	the	implantable	
phakic	contact	lens	(IPCL;	Caregroup	Sight	Solutions,	India)	
has	a	clear	economic	edge	over	 the	 ICL	 for	 refractive	error	
correction.[3]	Though	dislocation	of	an	ICL	secondary	to	ocular	
trauma	has	been	reported	in	the	past,	a	literature	search	did	
not	 reveal	 any	 case	of	 trauma	associated	dislocation	of	 an	
IPCL.	We	hereby	report	a	unique	case	of	traumatic	dislocation	
of	IPCL	after	blunt	trauma	and	its	successful	management.

Case Report
A	32-year-old	woman	presented	to	our	emergency	department	
with	 blurring	 of	 vision	 in	 the	 left	 eye	 after	 accidentally	
slamming into a wall while walking in the dark. The 
patient	gave	a	history	of	having	undergone	a	bilateral	IPCL	

implantation	two	years	ago.	Her	uncorrected	distance	visual	
acuity	(CDVA)	was	20/30	in	the	left	eye,	with	an	intraocular	
pressure	of	 10	mmHg	 in	both	 eyes.	 Slit-lamp	examination	
of the left eye showed that the inferonasal footplate of 
the	 IPCL	V2.0	 had	 prolapsed	 into	 the	 anterior	 chamber	
and was entrapped in the pupillary margin [Fig.	 1a].	No	
corneal	endothelial	touch	of	the	dislodged	IPCL	was	noted.	
Fundus	examination	was	normal	in	both	eyes.	The	right	eye	
examination	revealed	no	abnormalities	with	an	uncorrected	
distance	visual	acuity	of	20/20.	The	IPCL	was	repositioned	the	
same	day.	Under	topical	anesthesia,	the	anterior	chamber	with	
injected	with	viscoelastic	material.	An	IPCL	manipulator	was	
inserted	from	the	side	port	created	at	9	‘o’	clock	position	to	
reposition	the	IPCL	behind	the	iris	[Fig.	1b].	Postoperatively,	
the	 visual	 acuity	was	 restored	 to	 unaided	 20/20,	with	 a	
well-formed	anterior	chamber	and	normal	vault	on	the	same	
day	[Fig.	1c].	The	patient	came	for	a	follow	up	after	a	month	
and	her	condition	was	stable	[Fig.	1d].

Discussion
The	IPCL	V2.0	is	a	hydrophilic	hybrid	acrylic	implant	with	
six	 haptic	 pads	 for	 better	 stability	 in	 the	 ciliary	 sulcus.	
Increased	 stability	 of	 the	 IPCL	 could	 explain	 the	 lower	
incidence	of	dislocation	in	comparison	to	ICL.[4-9] The timeline 
of	 presentation	 post	 ICL	 dislocation	 ranged	 between	 4	
months	to	6	years	after	implantation.	Our	patient	presented	
with	 traumatic	 dislocation	 2	 years	 postimplantation	with	
no	 adhesions	 to	 the	 surrounding	 tissues,	which	 could	 be	
attributed	 to	 the	 high	 biocompatibility	 of	 IPCLs.	 Takagi	
et al.	 observed	 that	 an	 increased	pupil	diameter	 and	 large	
postoperative	vaults	could	be	predisposing	risk	 factors	 for	
traumatic	dislocation.[9]	However,	none	of	these	risk	factors	
were	observed	in	our	case.

Most	such	cases	have	had	good	visual	outcomes	with	no	
significant	complications	following	ICL	repositioning	surgery.	
One	 patient	with	 severe	 corneal	 endothelial	 cell	 damage	
necessitating	Descemet	stripping	endothelial	keratoplasty	has	
been	reported.[8]	Repositioning	was	done	in	most	cases	within	
a	week,	highlighting	the	importance	of	early	repositioning	for	
good	outcomes.[5-7]

Conclusion
The	present	case	demonstrates	that	despite	dislocation	of	phakic	
IOLs	being	rare,	it	is	a	vision-threatening	complication	and	can	
be	easily	rectified	with	timely	intervention.	It	is	important	to	do	
a	good	examination	to	recognize	and	diagnose	the	dislocation	
at	 the	 earliest	 to	 avert	 any	 untoward	 complications	 like	
endothelial	damage	and	corneal	decompensation.
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Figure 1: (a): Slit‑lamp photograph of inferonasal implantable phakic 
contact lens footplate dislocation into the anterior chamber following 
blunt trauma. (b): Repositioning of the dislocated implantable phakic 
contact lens footplate using a manipulator. (c): Immediate postoperative 
slit‑lamp photograph after repositioning of the dislodged implantable 
phakic contact lens footplate. (d): Postoperative slit‑lamp photograph 
at one‑month follow‑up
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Coincident keratoconus and Fuchs’ 
e n d o t h e l i a l  d y s t r o p h y :  D u a l 
dystrophies mask progression

Nancy Wang1,2, James McKelvie1,2

We	 present	 an	 interesting	 case	 of	 a	 58-year-old	 woman	 who	
presented	 coincident	 keratoconus	 and	 Fuchs’	 endothelial	
dystrophy.	 During	 the	 7months	 following	 initial	 presentation,	
a	 decline	 in	 visual	 acuity	 was	 associated	 with	 an	 apparent	
improvement	 in	 keratoconus,	 as	 characterized	 by	 corneal	
tomography	parameters,	while	an	increase	in	corneal	pachymetry	
was	 also	 observed.	 The	 patient	 has	 been	 managed	 with	 left	
endothelial	keratoplasty.	This	case	poses	the	interesting	question	
of	 how	 to	 classify	 coincident	 corneal	 disease,	 as	 traditional	
parameters	 for	 grading	 the	 severity	 of	 KC	 are	 altered	 by	 the	
presence	 of	 Fuchs’	 Endothelial	 Corneal	 Dystrophy	 and	 vice	
versa.	 In	 such	 cases,	 it	 is	 important	 to	 be	 aware	 of	 coincident	
disease	to	more	accurately	assess	progression	when	considering	
treatment options and timing.
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Keratoconus	(KC)	is	a	corneal	ectatic	disorder	present	in	at	least	
1:2000	individuals	that	typically	manifests	in	young	adulthood	
with	decreasing	 visual	 acuity	 associated	with	progressive	
corneal	ectasia,	myopia,	and	irregular	astigmatism.[1-3] Disease 
progression	often	slows	down	in	the	third	or	fourth	decade	
of	 life	 but	 can	 continue	 at	 a	 slower	 rate	 in	 older	patients.	
Progression	can	be	established	and	quantified	using	the	ABCD	
or	 other	 similar	 grading	 systems	 that	 summarize	 complex	
changes	in	corneal	shape	and	thickness.[4]

Fuchs’	endothelial	corneal	dystrophy	(FECD)	is	characterized	
by	a	decrease	 in	endothelial	cell	density	and	regularity	and	
eventually,	 in	 advanced	 cases,	 leads	 to	progressive	 corneal	
edema.[5,6]	Decreased	 visual	 acuity	 (VA)	 is	 largely	 due	 to	
the	 formation	 of	 corneal	 guttae	 and	 edema	 and	 in	 some	
cases,	 FECD	may	be	hereditary.[5,7]	Corneal	 edema	and	 the	
associated	visual	changes	may	initially	improve	over	the	day	
but	 eventually	persist	 as	 endothelial	 function	progressively	
declines.	FECD	has	a	female	preponderance	of	3:1	with	onset	
typically	in	the	fourth	decade	of	life	and	a	prevalence	of	4–10%	
in	adults	over	40	years	of	age.[6,8]

Case Report
We	present	the	case	of	a	58-year-old	woman	who	was	initially	
diagnosed	with	progressive	KC	by	her	optometrist	at	the	age	
of	43.	She	had	no	history	of	asthma,	eczema,	hay	fever	or	eye	
rubbing,	and	no	family	history	of	KC.	Several	family	members	
had	been	previously	diagnosed	with	FECD,	 including	her	
mother,	maternal	 grandfather,	 and	 several	 other	maternal	
family	members.	The	patient	had	no	previous	history	of	eye	
surgery	or	treatment	for	her	KC	and	reported	progressively	
declining	 vision	 and	 glare,	worse	 over	 the	 last	 3	 years,	
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