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Abstract

Introduction: Lens luxation generally happens secondary to trauma and hereditary disorders into the vitreous body. However,
spontaneous dislocation especially into the anterior chamber occurs rarely. We report an unusual case with spontaneous anterior
dislocation of a posterior chamber intraocular lens (IOL) 4 years after cataract surgery.
Case Presentation: A 42-year-old woman was referred to ophthalmology department with complaint of sudden onset blurring
of vision in the left eye 4 years after cataract surgery. No history of trauma and systemic disorder was reported and no capsular
fibrosis was found during eye examination. The patient underwent corneoscleral incision under general anesthesia and the IOL
was extracted using a viscoelastic material.
Conclusions: To our knowledge, this is the first reported case in the literature. This report may imply that IOL related factors could
be considered for spontaneous dislocation of intraocular lenses.
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1. Introduction

Lens luxation generally happens secondary to trauma
and hereditary disorders into the vitreous body. However,
spontaneous dislocation especially into the anterior cham-
ber occurs rarely (1-5). We report a case of spontaneous lux-
ation of a clear lens to the anterior chamber along with the
technique of its surgical removal.

2. Case Presentation

A 42-year-old Iranian woman was referred to the de-
partment of ophthalmology, Bina Eye hospital in June 2014
with complaint of sudden deterioration of vision in his
left eye one day prior to admission but without any pain.
No other abnormalities was detected on general physical
examination. Furthermore, past medical history and fa-
milial history of the patient were unremarkable with no
other history of trauma in the left eye. Ophthalmic exami-
nation using slit lamp biomicroscopy revealed IOL disloca-
tion into the anterior chamber (Figure 1). Intraocular pres-
sure (IOP) was 15 mmHg in left eye and 14 mmHg in right
eye. No capsular fibrosis was detected in both eyes and
no zonules were seen around the dislocated lens. Also, no
pseudo exfoliation of the lens capsule was identified in ei-
ther eye.

Figure 1. Photograph of a 42-Year-Old Iranian Woman with Lens Dislocation Into the
Anterior Chamber

A-scan ultrasonography of both eyeballs demon-
strated normal axial length. Manifest refraction was +0.75
- 0.5 × 50 in the right eye and +0.75 - 3.5.00 × 165 in the
left eye. The patient underwent corneoscleral incision
under general anaesthesia to remove the luxated lens sur-
gically. After making appropriate corneoscleral incision,
viscoelastic material (Healon®, AMO Inc,) was injected
into the anterior chamber at 11 o’clock between the cornea
and the IOL to protect endothelial cells. Subsequently, the
whole lens was extracted without difficulty and reposi-
tioned with new IOL into the bag. The removed lens was a
clear single piece foldable hydrophilic IOL with thin lens
design. Postoperatively IOP was 12 mmHg in the left eye
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.Cornea was clear without any stromal edema (Figure 2).
The patient’s condition has remained stable with steady
IOP four months after surgery. The corrected visual acuity
was 10/10 in both eyes.

Figure 2. Slit Lamp Photography of the Patient’s Left Eye Was Taken Soon After New
IOL Replacement. The Visual Acuity Was 9/10, the Cornea Was Clear, and IOP was 13
mmHg

3. Discussion

Etiologically, various risk factors play a role for lens lux-
ation including trauma, heredity, and spontaneous occur-
rence (1). Trauma is the most common cause in a quan-
tity of 50% of all cases (2-4). Hereditary forms are asso-
ciated with connective tissue disorders such as Marfan’s
syndrome, Homocystinuria, Weill-Marchesani syndrome,
Ehler-Danlos, and Sclerodermia and some cases of sponta-
neous luxation (5).

Our case was one of the most unusual and rare form
of spontaneous dislocation of the intraocular lens into the
anterior chamber. The cause of spontaneous lens luxation
in our patient is unknown.

In one hand, all of the work-ups were negative for
known risk factors in this patient including Vascular dis-
eases , Diabetes mellitus, Chronic venous insufficiency,
Zonular weakness, Chronic intraocular inflammation, Ag-
ing, Sickle cell disease, Cancer therapy, Retinitis pigmen-
tosa , Malnutrition, Coagulation disorders, smoking and
high myopia (1-6).

On the other hand, no capsular fibrosis was detected in
our case. Capsule fibrosis is a risk factor causing IOL dislo-
cation or decentration that can occur after phacoemulsifi-
cation from 2 weeks to more than 3 months that yields mes-
enchymal transition and differentiation to fiber-like cells
(7, 8). Metaplasia and fibrosis of these cells may be exag-
gerated when there is an imbalance between centrifugal
and centripetal forces that act on the zonules and the cap-
sulorhexis perimeter (9) .Therefore, other factors may play
a role for lens luxation in our case.

Study of Joo et al. (1995) found that the type of IOL plays
an important role in the development and severity of cap-
sular fibrosis. Silicone, acrylic, plate haptic, and poly HEMA
IOLs have been associated with higher rates and more pro-
nounced phimosis when compared to PMMA IOLs (10).

In our case, we used a single piece foldable hydrophilic
IOL. Since the lens design was thin and the haptic was not
tightly placed inside the bag, the chance of the IOL insta-
bility rises that may explain our finding. However, the role
of other systemic factors cannot be overlooked.

Several studies recommended immediate removal of a
lens to prevent severe complications during lens disloca-
tion into the anterior chamber (2, 11). In our case, we did
lens extraction through a corneoscleral incision without
vitrectomy because there was no vitreous in the anterior
chamber. In order to protect endothelial cells during sur-
gical invasion and maintenance of corneal clarity, we used
viscoelastic material. Using this technique allowed mini-
mum surgical invasion and uneventful, fast and successful
postoperative recovery.

In conclusion, we report a successful case of lens ex-
traction in a patient with a foldable hydrophilic IOL that
spontaneously dislocated into the anterior chamber. Care-
ful selection of suitable lens design and material is neces-
sary; hydrophilic lens material and a thin lens design may
result in early spontaneous dislocation of IOL.
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