Posteriorly dislocated capsular tension ring leading to
rhegmatogenous retinal detachment
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DESCRIPTION

A 54-year-old woman presented with sudden dimi-
nution of vision in her left eye 4 months before.
Medical history revealed that she underwent a
phacoemulsification 1year before in the left eye
and 4years before in the right eye. Snellen visual
acuity in the right eye was 20/20 while she was
just able to count fingers at 1 m in the left eye. She
had a divergent squint of 30 prism dioptres in the
left eye. The right eye had a well-centred foldable
posterior chamber intraocular lens (PCIOL) in the
capsular bag, while the left eye had a rigid poly-
methyl methacrylate (PMMA) PCIOL in the sulcus
with a large posterior capsular defect (figure 1A).
On fundus examination of the left eye, we found
a total rhegmatogenous retinal detachment with a
large punched-out toxoplasma scar at the macula,
three retinal horseshoe tears superonasally at
the equator (figure 2B) and a dislocated capsular
tension ring (CTR) with vitreous strands attached
on both eyelets (figure 1B).

Swept source optical coherence tomog-
raphy (Triton-Topcon, Tokyo, Japan) showed a
punched-out macular scar (figure 1C). A stan-
dard 23-gauge pars plana vitrectomy with 360°
encircling band was performed in the left eye
with induction of posterior vitreous detachment,
followed by perfluorocarbon liquid injection and
CTR removal via superior 20-gauge scleral entry
in a rotatory fashion with end grasping forceps,
followed by a nasal retinotomy, fluid air exchange,
drainage of subretinal fluid and perfluorocarbon
liquid, endolaser of breaks, and sulfur hexafluo-
ride gas tamponade (figure 2A-D). Visual acuity at

Figure 1  Clinical picture of the anterior segment
showing posterior chamber intraocular lens with posterior
capsular defect (black arrow) in the left eye. (A) Ultra-
wide field pseudocolour retinography of the left eye. (B)
Shows posteriorly dislocated capsular tension ring (black
arrow) with a total rhegmatogenous retinal detachment
and a macular scar: optical coherence tomography.

(C) Scan captured via the macula shows punched-out
macular scar (white arrow).

Figure 2

Intraoperative photographs of the left eye:
(A) shows use of perfluorocarbon liquid-assisted removal
of the capsular tension ring (CTR) (white arrow); (B)
highlights the breaks causing retinal detachment (white
arrowheads); (C) shows CTR held with end grasping
forceps; and (D) demonstrates removal of CTR via
superior scleral entry.

3 weeks postoperatively was finger counting at 4 m
not further improving due to the aforementioned
macular scar.

The concept of insertion of a ring to stabilise
capsular bag during phacoemulsification was first
given by Hara et al. In today’s scenario, the prin-
cipal use of CTR is to stabilise the capsular bag
in cases of subluxated lens or zonular dialysis.
However posterior capsular rupture and sublux-
ation of more than six clock hours are well-known
contraindications for CTR placement. A tear in
the posterior capsule may expand during CTR
insertion due to distension of the capsular bag.
This may lead to migration of CTR to the poste-
rior segment. Placement of an IOL in cases with
posteriorly dislocated CTR should be avoided at
the time of primary surgery as it closes the conduit
for CTR removal via the anterior segment through
a limbal wound, which is easier than removal via
sclerotomy as in the present case scenario. There
are very few previous case reports of surgical
management of posteriorly dislocated CTR,
with most of them describing removal via limbal
wound in patients with aphakia. The presence
of rhegmatogenous retinal detachment alongside
posteriorly dislocated CTR in a patient with pseu-
dophakia has not been described elsewhere.”™
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