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Commentary: Analyzing the factors 
causing implant exposure in 
evisceration

Evisceration surgery has come a long way from its first 
description in modern literature in 1817 by Bear[1], where 
it was performed for an expulsive hemorrhage. Since then 
the indications for evisceration has increased significantly,[2] 
painful blind eye being the most common indication for 
evisceration with implant.[3]

More than 130 year since the first orbital implant (a hollow 
glass sphere) was used by Mules in 1884.[4] Orbital implants have 
gone through a long phase of evolution. However as yet there 
is no unequivocal consensus of the best orbital implant with 
minimum risk of exposure and maximum prosthesis motility.[3]

Even the surgical technique for evisceration has undergone 
change to accommodate larger implant and reduce the chance 
of implant exposure.[5]

The indication for evisceration is increasing over 
enucleation[3] because of two important factors: first decreasing 
reports of sympathetic ophthalmia post evisceration and 
second reported better outcome  (compared to enucleation) 
in terms of appearance and prosthesis motility.[5] Another 
significant advantage is the time required for evisceration is 
relatively less compared to enucleation.[5] Implant exposure is 
the most commonly reported complication of this surgery.[3,6] 
Many factors have been implicated for implant exposure 
from nature of implant, size of implant, surgical technique, 
pre existing infection, prior surgery, pegging of implant, poor 
prosthesis fit and surgeon’s skill.[5,7,8]

Authors in this study have looked specifically for this 
complication of implant exposure following evisceration,[9] with 
intent to find the factors responsible. Although the study did 
not categorically point out any specific factor responsible for 
exposure, some of the previously known factors (infected eyes, 
phthisical eye, multiple prior surgeries and porous implants) 
have had higher association with the implant exposure. 
However, two important aspects of the surgery, the surgeon’s 
skill factor and the technique of surgery, were not evaluated in 
this study. What is required to analyze the responsible factors 
for implant exposure is a larger study with these variables 
included to evaluate the outcome of evisceration with implant.

It is important to follow the newer inventions in surgery 
or implants to know their long‑term viability. Porous 
implants  (both natural and alloplastic) were once claimed 
to reduce the complication and improve the outcome of 
enucleation/evisceration surgery. More than 30 years down 
the line we realized the results are not that great.[10] Similarly, 
pegging was once thought to be the ultimate solution for 
prosthesis motility, with decades of experience we know 
better and the percentage of porous implants being pegged 
is on decline.[3]

The dust regarding the controversy of the best technique 
and the best implant has not yet settled, and therefore, we keep 
seeing reports of newer techniques and various implants in 

literature.[5] Let us hope that a larger study with more variables 
will give us the answer for the factors responsible for the 
complication and the best way to avoid the same.

Raj Anand
Eye7 Hospitals, New Delhi, India

Correspondence to: Dr. Raj Anand,  
Eye7 Hospitals, New Delhi, India.  
E‑mail: raj.anand1971@gmail.com

References
1.	 Meltzer MA, Schaefer DP, Della Rocca RC. Evisceration. In: Della 

Rocca RC, Nesi  FA, Lishman RD, editors. Smith’s Ophthalmic 
Plastic and Reconstructive Surgery. Vol. 2. Louis: CV Mosby; 1987. 
p. 1300‑7.

2.	 Dortzbach  RK, Woog  JJ. Choice of procedure. Enucleation, 
evisceration, or prosthetic fitting over globes. Ophthalmology 
1985;92:1249‑55.

3.	 Shah RD, Singa RM, Aakalu VK, Setabutr P. Evisceration and 
enucleation: A national survey of practice patterns in the United 
States. Ophthalmic Surg Lasers Imaging 2012;43:425‑30.

4.	 Mules PH. Evisceration of the globe, with artificial vitreous. Trans 
Ophthalmol Soc UK. 1885;5:200‑6.

5.	 Phan LT, Hwang TN, McCulley TJ. Evisceration in the modern 
age. Middle East Afr J Ophthalmol 2012;19:24‑33.

6.	 Viswanathan  P, Sagoo MS, Olver  JM. UK national survey 
of enucleation, evisceration and orbital implant trends. Br J 
Ophthalmol 2007;91:616‑9.

7.	 Nunery WR, Heinz GW, Bonnin  JM, Martin RT, Cepela MA. 
Exposure rate of hydroxyapatite spheres in the anophthalmic 
socket: Histopathologic correlation and comparison with silicone 
sphere implants. Ophthalmic Plast Reconstr Surg 1993;9:96‑104.

8.	 McElnea EM, Ryan A, Fulcher T. Porous orbital implant exposure: 
The influence of surgical technique. Orbit 2014;33:104‑8.

9.	 Gupta R, Hari P, Khurana B, Kiran A. Risk factors for orbital 
implant exposure after evisceration: A case control study of 93 
patients. Indian J Ophthalmol 2019;67:1148-51.

10.	 Jordan DR. Problems after evisceration surgery with porous orbital 
implants. Ophthalmic Plast Reconstr Surg 2004;20:374‑80.

Cite this article as: Anand R. Commentary: Analyzing the factors causing 
implant exposure in evisceration. Indian J Ophthalmol 2019;67:1152.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_616_19

PMID: 
*****


