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Introduction




Cataract surgeries have undergone a great evolution over a period of time. This evolution helped in reducing the overall rate of spontaneous dislocation of Intra Ocular Lens (IOL) and provide a standard management for cataracts. Until in recent times, cases have been reported with spontaneous dislocation of IOL. This spontaneous dislocation of the intra ocular lens (IOL) with intact capsular bag can be typically seen in conditions resulting from zonular insufficiency and zonulysis [1]. This has usually been associated with conditions like, posterior capsular rent, post ND: YAG laser, trauma, pseudo exfoliation, myopia and other risk factors [2-5]. Although, IOL dislocation can occasionally occur in a spontaneous manner without any predisposing factors [5-10].


The following is a rare case of late spontaneous posterior dislocation of IOL in the vitreous chamber without any predisposing factors and its management.





Case Report


 A 54yr old female visited the clinic with a sudden painless diminished vision in the right eye. She had noticed the loss in her vision since a day. At the time of preliminary examination, she presented the history of both eyes being pseudo aphakic. She was operated for cataract about 3-4 years back without any surgical complications and had complete visual recovery post-surgery. On further inquiry she reported negative history of any ocular trauma, foreign body, anterior or posterior ocular disease and/or any kind of stress to the eye. She reported being on systemic treatment for hypertension for the past 10 years with no history of any other systemic ailments like diabetes, thyroid or heart problems. At this time of evaluation, patient did not present any previous post- surgical records to verify her visual or surgical history.



On ocular assessment her aided visual acuity in the right eye was finger counting at 1ft, <N36 for reading, while Left eye had an aided visual acuity of 6/9, N6 for near. Retinoscopy in the right eye had a dull hyperopic glow (as seen in aphakic eye of approx +10.00DS), Left eye showed a 
good glow (approx -0.75*100). The intra-ocular pressure (Applanation method) was measured to be 


Right Eye - 24mm of Hg and Left eye - 20mm of Hg at 6:30pm. During the anterior segment evaluation the right eye presented clear cornea, no signs of cell or flare in the anterior chamber but there was no presence of the lens, thus was documented as aphakic. While the left eye was completed within the normal limits and was pseudo aphakic. On further evaluation of the posterior chamber, the right eye reported normal appearance of the disc, blood vessels, macula along with IOL intact the capsular bag within the vitreous humour (Figure 1 & 2). Left eye reported the posterior segment completely within normal limits. This case was diagnosed as a? late spontaneous posterior dislocation of the IOL with capsular bag in vitreous.
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Figure 1: RE-Dislocated IOL with capsular bag in the vitreous
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Figure 2: RE-Dislocated IOL with capsular bag in the vitreous 





Case Management


After complete ocular assessment the patient was started on anti-glaucoma medications (Timolol 0.5%) for raised intra ocular pressure. She was then advised and was operated for the Right eye pars-plana vitrectomy with IOL removal and a scleral fixated IOL was implanted under local anesthesia, under guarded visual prognosis. She underwent an uneventful surgery with a removal of the dislocated IOL with the capsular bag (Figures 3-7).
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Figure 3:   Removal of dislocated IOL with capsular bag
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Figure 4:  Removal of dislocated IOL with capsular bag. 
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Figure 5:  Post surgical images with scleral fixated IOL
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Figure 6:   Post surgical images with scleral fixated IOL
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Figure 7:  Post surgical images with scleral fixated IOL 




Post-surgery her right eye visual acuity improved to 6/60, with pinhole vision of 6/36 and N36(hazy). Anterior segment evaluation showed mild corneal keratitis, along with few cells+ and flare+ in the anterior chamber. The scleral fixated lens was well insitu. The posterior segment had a hazy view due to the corneal inflammation but the disc, blood vessels and the macula appeared to be within normal limits. She was advised topical steroids, antibiotics and anti-inflammatory along with anti-glaucoma medications.



On further follow-ups, corneal inflammation reduced and the medications were gradually tapered. On the final assessment the visual acuity finally improved to 6/24(p), N18(p) with a correction of "-0.75/-2.00* 100, Add- +2.50". The fundus examination showed fine epi-retinal membrane (ERM) on the macula without any pull/ traction and was thus left untreated. This case showed a good postoperative outcome.



Discussion






Spontaneous dislocation of IOL is usually associated with various predisposing factors (excluding trauma) like; Advanced age, Diabetes mellitus, Pseudo exfoliation, Retinitis pigmentosa, Uveitis, High myopia and Marfan's syndrome. Pseudo exfoliation is known to be the most common cause of IOL dislocation [2-5, 11]. In the absence of these predisposing factors the occurrence of sudden late spontaneous dislocation of an IOL is very rare [12].



Phacoemulsification technique along with continuous curvilinear capsulorhexis and in-the-bag placement of the IOL represents the current standard of care for cataract surgery. Capsulorhexis has been hugely successful in phacoemulsification, allowing a successful IOL implantation. Although, the technique is widely used is does not come without complications. It is reported that the capsular shrinkage being the short term while dislocation of the capsular bag-IOL complex is the long term complications [13]. "Late spontaneous in-the-bag IOL dislocation" is described as a potential complication of cataract surgery in which an IOL that is properly placed within the capsular bag (with or without a capsular tension ring) de-centers many years after uneventful surgery [14].



Therefore, it is important to have mentioned the terms—late, spontaneous and in-the-bag fixation of the IOL fulfil to establish the diagnosis without any other known predisposing factors [15]. In the absence of the predisposing factors the other probable cause 
of this condition rarely could be 'Capsular contraction syndrome'. When it comes to the role of Capsular contraction syndrome, it is important to know without any predisposing factors; late in-the- bag dislocation was virtually unreported before the popularization of capsulorhexis [12]. After the arrival and popularity of the phacoemulsification these cases are more frequently reported, thus the technique can be associated to Capsular contraction syndrome [6-10].




Capsular contraction syndrome - is described as a spontaneous reduction of the anterior capsular opening caused due to the metaplasia of the residual epithelial cells and interruption of the zonular support [16]. The use of high vacuum, aspiration and irrigation pressure during phacoemulsification, may provoke zonular injury causing IOL dislocation as a long term complication of an uneventful surgery [15]. Capsular contractions are more frequently observed in cases of smaller capsulorhexis compared to larger capsulorhexis. Unbalance between the centrifugal and centripetal forces ofthe capsular bag during the phacoemulsification technique may cause rupture/weakening of the zonules [17-19].



Other factors influencing fibrosis and capsular contraction are, type and size of the capsulotomy, type of lens fixation, design and the material of the IOL [16]. Though patients with any type of IOLs are at the risk of IOL dislocation, one-piece PMMA lens with rigid hap tics are known to resist this capsular contraction as compared to flexible hap tics [20].



The best surgical management of these cases is debatable and can differ based on individual cases. Most of the surgical techniques used in these cases are able to give desirable outcomes with low rate of post- surgical complications [13]. The commonly used surgical methods to replace the dislocated IOLs are; scleral fixated IOL, angle-supported anterior chamber IOL, sulcus repositioning and posterior chamber iris sutured IOL. Scleral fixated IOL is known to be the most commonly used surgical technique and was also used in our case presenting good post-surgical prognosis [13].



Though in our case we had to explant and replace the IOL due to the complete dislocation of the lens. It is agreed that it would be desirable to preserve and reposition the existing dislocated IOL if possible in order to avoid a large corneal wound and minimize surgical trauma and major complications. However, in some advanced dislocations, explantation is the only best alternative [2123].




Conclusion

The condition in the presented case report was considered to be Capsular contraction syndrome. IOL exchange with a scleral suture- fixated IOL was the most suitable treatment in our case resulting in improved visual acuity and low rate of complications postsurgery. Lately, with increase in the reports of the bag dislocation of the IOL, it's important to consider the predisposing factors before the cataract surgery for better post-surgical outcomes. Special monitoring must be done while using phacoemulsification technique towards capsule polishing and zonular damage to avoid long term complications in cataract surgeries.
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