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This article reports a case of choroidal detachment (CD) probably from reduced volume of the globe and ocular hypotony following scleral
fixation of intraocular lens (SFIOL) in a diabetic. Ocular hypotony is a complication of intraocular surgeries such as glaucoma filtering
procedures, penetrating keratoplasty, and vitreous surgery. Urgent identification and management of CD is important to ensure a favorable
visual outcome. We report a case of CD from prolonged ocular hypotony (OH) following SFIOL in a Nigerian male. Our patient was a 59-
year-old diabetic male who presented with poor vision in left eye following cataract surgery. Left eye examination revealed quiet anterior
segment with aphakia and a normal posterior segment. A +10 Dioptre sphere lens over the index eye improved visual acuity to 6/12. He was
scheduled for SFIOL which was uneventful. He developed sudden decline in vision 1 week postoperative, examination revealed a serous
choroidal detachment that resolved completely with high dose oral and topical steroids, systemic vitamin C, and doxycycline to a final unaided
visual acuity of 6/24 at 2 weeks, and 6/9 at 3 months.
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INTRODUCTION
Ocular hypotony (OH) is a clinical condition in which the
intraocular pressure (IOP)/volume is sufficiently low to cause
anatomical and physiological disruptions in the affected
eye.[1] In normal eyes, IOP is maintained by the delicate
balance between aqueous production and outflow. The level
of IOP where a diagnosis of clinical ocular hypotony is made
is usually less than 6.5 mmHg[2]; some literatures however
quote higher values of IOP up to 8 mmHg as anatomical and
physiological features of hypotony can be found.[3] OH can
result from a host of ocular and systemic conditions, most
commonly are surgical interventions aimed at reducing
intraocular pressure such as trabeculectomy and tube
implant, cataract surgery with or without vitreous loss,
vitreoretinal surgeries, and penetrating keratoplasty.
Uveitis, topical, and oral medications such as
actetazolamide, cyclodialysis cleft, rhegmatogenous retinal
detachment, and proliferative vitreoretinopathy from retina or
vitreous surgeries can also cause OH.[4,5] On clinical
examination, OH could present with soft eye on digital
palpation, folds in the descemet membrane, shallow
anterior chamber, maculopathy, retinal/choroidal folds, and
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papilledema.[6] Treatment of ocular hypotony aims at
identifying the underlying cause and treatment with
medical or surgical intervention as required.[6]

Choroidal detachment is a clinical condition that results from
separation of the sclera from the choroid leaving the potential
space between the structures to be filled with either serous
inflammatory fluid or hemorrhage. Serous choroidal
detachment (SCD) is relatively common and carries a
better prognosis. Hemorrhagic choroidal detachment can
be either expulsive or non-expulsive, in either case,
prompt intervention is key though visual prognosis is
usually poor.[7]

Scleral fixation of intraocular lens (SFIOL) is a surgical
procedure usually indicated in cases where intraocular lens
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implantation in the sulcus or capsular bag is impossible such
as large capsular rupture and extensive zonular dialysis. The
SFIOL is subjected to various complications such as raised
IOP, hypotony, vitritis, cystoid macular edema, and
endophthalmitis.[8]

CASE REPORT

Our patient is a 59-year-old man, known diabetic who
presented to the eye clinic with complaints of poor vision
of count finger in left eye following cataract surgery at an
external eye facility 2 months prior. Examination of the right
eye revealed a 6/6 visual acuity in a quiet pseudophakia with
normal anterior and posterior segment findings. Examination
of the left eye revealed a Visual acuity of 3/60, intraocular
pressure or 14 mmHg (air puff tonometer), clear cornea,
normal anterior chamber depth and a slightly up drawn
pupil, vitreous band extended superiorly into the anterior
chamber, posterior segment examination was essentially
normal. A +10 dioptre lens over the left eye improved
visual acuity to 6/12. He was counseled and scheduled for
elective scleral fixation of posterior chamber intraocular lens
using the ab externo approach where partial thickness scleral
flaps are created at the 3 and 9 o’clock as well as a superior
scleral tunnel about 6 to 7mm wide to allow entry of an
intraocular lens. Suture needles are passed beneath one end of
the scleral flap to be externalized at the other end, the suture
was externalized and sutured to the IOL to be implanted
posterior to the Iris. Anterior vitrectomy is done. The wound
entries are closed, flaps sutured close followed by superior
subconjunctival injection of antibiotic and anti-inflammatory.
Procedure was uneventful.

On postoperative day 1, patient had a visual acuity of 2/60
with no improvement with pin hole, intraocular pressure was
6 mmHg, entry wounds were well sealed, and the scleral flaps
were well opposed to the scleral bed. He had a clear cornea,
deep anterior chamber with mild cellular activity, a fairly oval
pupil, and a well centered intraocular lens. A 90D
examination of the posterior segment revealed vitreous
haze which obscured a detailed view of the retina and was
also suspected as the cause of poor visual acuity on day 1.
Figure 1: Ocular B-scan of the left eye of the patient showing serous cho
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On postoperative day 4, visual acuity had improved to 6/24
with no improvement with pinhole, intraocular pressure
was 8 mmHg. Slit lamp examination revealed a clear
cornea, quiet, and deep anterior chamber; the intraocular
lens was well centered with a clear vitreous. Posterior
Segment examination using a 90D lens revealed a flat
retina with pink disc. He was placed on topical steroid
and antibiotic drops and was given a 1 week follow up
appointment.

At the next follow-up visit which was the postoperative day
10, patient reported a gradual reduction in visual acuity 3 days
prior to presentation to 2/60, intraocular pressure was 6
mmHg, the nasal and temporal conjunctivae were injected
and retracted over the scleral flap, and the partial thickness
nasal scleral flap appeared unevenly necrosed with necrosis
extending anteriorly towards base of flap at the limbus, there
was also thinning of the underlying scleral bed leaving the
sutures exposed. The temporal scleral flap appeared normal.
No history of trauma, vigorous eye itching, or eye discharge.
The cornea was clear, the anterior chamber was deep and
quiet, with a slightly oval pupil and a well centered
intraocular lens. Posterior segment evaluation with a 90D
lens was obscured by a dense yellow fundal glow. Ocular B-
scan features were in keeping with serous choroidal
detachment [Figure 1a, b]. Patient had a vitreoretinal
consult which confirmed the diagnosis of choroidal
detachment and was commenced on high dose oral steroid
(1mg/kg for 1 week followed by slow taper), topical atropine
TDS, hourly topical dexamethasone and moxifloxacin. He
was also placed on high dose vitamin C (1 g daily for 2 weeks)
and doxycycline (100mg BD for 1 week). He was counseled
on his diagnosis, visual prognosis, and the need for regular
follow-up.

On day 4 after commencement of treatment, visual acuity had
improved to 6/24, intraocular pressure was 8 mmHg, and
choroidal detachment had completely resolved on B-scan
[Figure 2a, b]. The nasal scleral flap was completely
necrosed. Patient was scheduled for conjunctiva
advancement where a conjunctiva hood was raised over
the thinned scleral bed.
roidal detachment.
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Figure 2: Repeat Ocular B-scan of the left eye of the patient 4 days after therapy showing complete resolution of serous choroidal detachment.
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At 3months postoperative, all topical and oral medication had
been tailed off to a stop and eventual unaided visual acuity
had improved to 6/9. The conjunctiva and sclera was quiet
with a clear cornea, deep and quiet anterior chamber, fairly
round pupil, with a well centered intraocular lens. The
vitreous was clear and the retina was flat with a normal
appearing optic nerve head.

DISCUSSION

Cataract surgery with intraocular lens (IOL) implantation is
the most popular implant surgery in the world with about 10
million surgeries performed each year in the world and this is
due to global strategies, improved surgical techniques, and
lower rate of complications.[9,10] In the absence of ocular and
systemic comorbidities/complications, every cataract surgeon
aims to restore a patient’s vision to 6/6 without the aid of
correction.[11] One of the most common intraoperative
complications following cataract surgery is posterior
capsule rupture.[12] Posterior capsule rupture may lead to
vitreous prolapse into the anterior chamber and even the
wound.[13] SFIOL serves to implant the intraocular lens in
the posterior chamber. Complication of SFIOL includes
cornea edema, ocular hypotony, raised intraocular pressure,
lens tilt, vitreous hemorrhage, cystoid macula edema,
suprachoroidal hemorrhage, choroidal detachment, retinal
detachment.[8,14,15] We hypothesize that the multiple entry
point through the eye wall, reduced vitreous volume, and
associated inflammation might be contributory in the
hypotony reported in this case.

Following vitrectomy, replacing the lost vitreous volume is
very important to prevent complications such as ocular
hypotony that can lead to choroidal detachment and rarely
delayed expulsive hemorrhage. Ocular volume can be
replaced with balanced salt solution (BSS), sodium
hyaluronate, or air.[16]

Ocular inflammation leads to a breach in the blood-aqueous
and blood-retina barrier and this can lead to extravasation of
fluid and blood into tight space of which the suprachoroidal
space is one; it can also lead to ciliary shut-down which can
Nigerian Journal of Ophthalmology ¦ Volume 31 ¦ Issue 1 ¦ January-Apr
cause hypotony. Our patient had a serous choriodal
detachment (CD) that was most probably due to ocular
inflammation associated with hypotony. The maximum
vertical height of the detachment was 6.6mm and this
resolved within 4 days of intense oral and topical steroids
along with cycloplegics. The incidence of choroidal
detachment varies with literature, and it can range from
2.8% to 33.9% depending on the type of procedure, patient
demographics, and the method of diagnosis.[17,18] Risk
factors for post-surgical choroidal detachment include long
axial length, older age, lens status, and systemic
hypertension.[17] Serous CD can be severe enough to
warrant surgical intervention, indications include anterior
chamber shallowing, persistent reduced visual acuity,
prolonged choroidal detachment.[19] Our patient however
did not need surgical intervention as there was significant
improvement by the 4th day following therapy.

Our patient had scleral flap necrosis; he was placed on oral
Vitamin C and oral doxycycline to improve wound healing
and anti-collagenase effect. This is approached by either a
conjunctiva hood if the underlying uvea is not visible or a
scleral patch graft in cases of severe scleral thinning.[20]

Scleral flap amputation and necrosis are complications of
partial thickness scleral flap.[21] Flap necrosis can be
infectious or non-infectious. Our patient had no feature
suggestive of an infectious scleral flap necrosis. Risk
factors for non-infectious flap necrosis include excessive
scleral cauterization, excessively thin sclera flap, trauma,
cryotherapy, chemical induced (e.g., Mitomycin, 5
fluorouracil), radiation, autoimmune disease such as
scleromalacia, vasculitides, and delayed wound healing in
systemic conditions like as diabetes mellitus.[21] The etiology
of scleral flap necrosis in this case was hypothesized to be due
to a thin scleral flap and background diabetes mellitus. He
however showed significant sign of improvement following
anterior conjunctiva advancement.

Ultrasound biomicroscopy (UBM) in cases of ocular
hypotony is a useful tool in assessing the ciliary body and
the role it plays in the mechanism of ocular hypotony.
il 2023 43
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Ocular hypotony is a common complication of ocular surgery
including procedures such as scleral fixation of intraocular
lens, it is important that the cataract surgeon with posterior
capsule rupture manages vitreous loss properly, controls
inflammation, and ocular volume should be monitored by
routine intraocular pressures assessment to prevent
complications such as choroidal detachment.

Limitations
We had no access to a UBM and this is seen as a limitation to
this case report.
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