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We discuss a case of bipseudophakia with secondary dislocation of a posterior
chamber intraocular lens (IOL) into the anterior chamber that was managed by
explantation of the anterior and posterior chamber IOLs and implantation of an
iris claw IOL.
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The presence of a dislocated intraocular lens (IOL) in
the vitreous carries the risk for delayed complica-

tions. The dislocated IOL may cause vitreous changes
and trauma to the retina. Instability of the dislocated
IOL may result in significant visual disturbances.1,2 In
some eyes containing a posterior chamber (PC) IOL
dislocated into the vitreous cavity, an anterior chamber
(AC) IOL has been implanted without removal of the
posteriorly dislocated IOL.

We have termed the condition in which an eye con-
tains AC and PC IOLs bipseudophakia and recently de-
scribed the first clinicopathological correlation of this
condition in a human eye obtained post-mortem.3 We
now report a case of bipseudophakia in which the pa-
tient presented with partial pupillary capture of the lux-
ated IOL 5 years after implantation of the AC IOL.

Case Report
A 62-year-old white woman had right extracapsular cat-

aract extraction with implantation of a single-piece poly-
(methyl methacrylate) PC IOL in March 1996. The left eye
was pseudophakic with a best corrected visual acuity (BCVA)
of 20/20. In April 1996, the patient presented with diplopia
and PC IOL subluxation in the right eye. In May, a surgical
procedure to reposition the PC IOL in combination with an
anterior vitrectomy was unsuccessful. The PC IOL com-
pletely dislocated into the vitreous cavity. An AC IOL
(Kelman Multiflex lens) was implanted in the right eye on the
following day without attempted removal of the dislocated
PC IOL. In September 1996, the BCVA in the right eye was
20/20.

In October 1996, the patient had preventive cryoreti-
nopexy in the right eye. Three years later, she presented with
hand motion acuity in the same eye. At this time, she was
evaluated for the first time by 1 of us (M.G.J.I.). B-scan ul-
trasonography and indirect ophthalmoscopy revealed that the
retina was detached in both upper quadrants (no retinal break
was located) and the PC IOL was at 6 o’clock in the retinal
periphery. The retinal detachment was treated with a scleral
buckling procedure, cryotherapy, and instillation of air. The
PC IOL was left in the vitreous cavity. In January 2000,
aspiration of a secondary cataract was performed and the vi-
sual acuity improved from 20/300 to 20/32.

In February 2001, 5 years after implantation of the AC
IOL, the patient presented with visual acuity reduced to hand
motions. The PC IOL was back in the anterior segment. One
haptic and part of the optic was captured through the de-
formed pupil. The AC IOL remained well positioned (Figure
1, A). Specular microscopy disclosed an endothelial cell count
of 624 cells/mm2.

The PC IOL was maneuvered into the anterior chamber.
It was explanted through a 6.0 mm temporal scleral tunnel
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incision after a large anterior synechia at 10:30 was released.
The AC IOL was then explanted without difficulty. Inspec-
tion confirmed that the central posterior capsule was intact,
but retraction of the iris revealed zonular dialysis in the upper
nasal quadrant. The pupil remained decentered and ovalized
perpendicular to the axis of the AC IOL.

After aspiration of the Elschnig pearls, an iris claw IOL
(Artisan aphakic lens) was implanted (Figure 1, B). The site of
fixation of the IOL was determined by the pupil decentration.
The procedure was uneventful. The visual acuity improved to
20/32 in the first postoperative week. The retina remained
attached, and specular microscopy disclosed 524 endothelial
cells/mm2.

The explanted AC and PC IOLs from the right eye were
submitted to the Center for Biodevices and evaluated in
March 2001. Gross (macroscopic) analysis of the IOLs was
performed, and gross pictures were taken using a camera (Ni-
kon N905 AF) fitted to an operating microscope (Leica/Wild
MZ-8 Zoom Stereomicroscope, Vashaw Scientific, Inc.). The
IOLs were then evaluated under an Olympus light micro-
scope and photographed. Gross and microscopic examination

of the explanted IOLs revealed crystalline deposits on the IOL
surfaces, probably caused by precipitation of viscoelastic ma-
terial (Figures 2 and 3, A). Small fragments of uveal tissue and
pigment were found on 1 AC IOL haptic (Figure 3, B). No
other abnormality was noted.

Discussion
Management of a dislocated IOL remains contro-

versial, especially in the absence of symptoms or retinal
complications.4 Many options for treatment have been
reported, including aphakic correction with spectacles
or contact lenses, implantation of a secondary AC IOL,
repositioning the dislocated IOL with or without sutur-
ing, and explantation of the dislocated IOL and replace-
ment by another AC, PC, or iris-fixated IOL.1–6

Williams et al.1 describe the surgical management of
complications in eyes containing 2 IOLs. In their report
of 8 cases, the authors explain the hazards of placing a

Figure 1. (Izak) A: Slitlamp photograph showing partial pupillary
capture of the subluxated PC IOL. The AC IOL remained well posi-
tioned. B: Slitlamp photograph showing the iris claw IOL implanted
after PC and AC IOL removal (first postoperative day). The axis of pupil
ovalization remained the same as in Figure 1, A.

Figure 2. (Izak) Gross photographs of the explanted IOLs showing
crystalline deposits on the IOL surfaces probably caused by precipi-
tation of viscoelastic material. Top: AC IOL. Bottom: PC IOL.
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secondary AC IOL in an eye containing a dislocated PC
IOL. They also state that it is not known how often and
for how long eyes containing 2 IOLs will maintain good
vision without complications. However, it is clear that
the surgical management of posterior segment compli-
cations is more complex with bipseudophakia.

In our case, the initial attempt to reposition the
decentered PC IOL with an anterior vitrectomy was not
successful and the IOL dislocated into the vitreous cav-
ity. Because the PC IOL was neither mobile nor ob-
structing the visual axis, the surgeon decided to implant
an AC IOL, leaving the dislocated PC IOL undisturbed.
Three years later, the patient presented with a retinal
detachment that did not seem related to the subluxated
PC IOL. The surgeon performed a scleral buckling pro-
cedure, cryotherapy, and air instillation. Five years after

the initial surgery, the patient returned with partial pu-
pillary capture of the PC IOL. We could find only
1 report of partial pupillary capture of a luxated PC IOL
occurring 6 months after AC IOL implantation in a case
of bipseudophakia.5 Our case shows that a dislocated
PC IOL may become unstable long after the original
surgery.

After successful PC IOL explantation, the surgeon
decided to explant the AC IOL because of anatomic
changes in the anterior chamber angle and possible com-
plications such as ovalization of the pupil due to chronic
peripheral ischemia of the iris, corneal decompensation,
and secondary glaucoma. The disinsertion of the zonules
in the upper nasal quadrant excluded the option of PC
IOL reimplantation in the sulcus. Exchange implanta-
tion of the iris claw IOL was performed to avoid direct
interaction with the structures in the anterior chamber
angle. It has been alleged that the iris claw IOL may be
more appropriate for eyes with a compromised cornea
and peripheral anterior synechias,7 although this re-
mains a controversial issue.

Regardless of the surgical alternative the surgeon
selects, this case emphasizes the potential for complica-
tions and the available options to manage a challenging
patient with bipseudophakia.
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Figure 3. (Izak) A: Photomicrograph of the explanted PC IOL.
Crystalline deposits related to viscoelastic crystallization can be ob-
served on the IOL surface. B: Photomicrograph of the AC IOL haptic
involved in the anterior synechia. Small fragments of uveal tissue and
pigment were found in the middle of the haptic.
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