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Abstract
Capsular contraction (CC) is one of the important complication of the cataract 

surgery. In rare cases, CC may cause intraocular lens (IOL) decentration, dislocation or 
dysmorphology. 64 year-old patient underwent cataract surgery nearly 8 months ago, 
presented with decreased vision due to CC and full flexion of the inferior haptic onto the 
posterior optic surface of the single piece hydrophylic acrylic IOL. We treated this 
unusual complication with neodymium:yttrium-aliminum-garnet (Nd:YAG) laser 
posterior capsulotomy without any surgical manipulation. Folded inferior haptic of IOL 
was immediately repositioned after the release of posterior capsular tension. In 
conclusion, Nd:YAG laser posterior capsulotomy is an effective and minimally invasive 
treatment method in cases with full haptic flexion onto the posterior optical surface of 
the IOL.
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Introduction
Posterior capsular opacification (PCO) is the most common complication of cataract 

surgery that occur due to lens epithelial cell (LEC) proliferation and migration to the 
posterior capsular surface [1]. Anterior LEC metaplasia, proliferation leads anterior 
capsular opacification (ACO) similar to PCO, in addition LEC myofibroblastic 
transformation to actine positive smooth muscle cause fibrotic anterior capsular 
contraction (CC) [2]. An imbalance between centrifugal and centripedal forces of the 
capsular bag due to zonular weakness is the most important predisposing factor in the 
pathogenesis of CC [3]. CC may cause IOL folding, decentration, tilt or dislocation in 
extreme cases [4,5]. In this report, we presented a case with single piece hydrophilic 
acrylic IOL where of haptic folded on posterior surface of the optic due to CC without 
significant anterior capsular phimosis and we treated this unusual complication with 
neodymium:yttrium-aliminum-garnet (Nd:YAG) laser posterior capsulotomy without 
any surgical manipulation and laser of anterior capsule edges. As far as we know 
presenting case is the first report that showed the full flexion of the haptic onto the 
posterior surface of the optic due to CC without anterior capsular phimosis and benefits 
of laser posterior capsulotomy without anterior capsule manipulation.
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Case Report
Sixty-four year-old, Caucasian female patient presented 

with complaint of decreased vision in her left eye after cataract 
surgery. Auto kerato-refractometer device cannot indicate 
any measurement for the left eye and shows low myopic 
astigmatic refraction for the phakic right eye. Intraocular 
pressure was measured as 16 mmHg bilaterally by pneumatic 
tonometer. In the examination of left eye, uncorrected visual 
acuity was 20/400, ocular surface and anterior chamber were 
normal but PCO and folding of the IOL haptic were seen in 
pupillary aperture. Circular anterior capsular opacification, 
anterior CC, minimal PCO and full flexion of the inferior haptic 
onto the posterior optic surface were seen after pupillary 
dilation of the left eye (Figure 1). There were posterior vitreous 
detachment and retinal pigment epithelial alterations in 
posterior segment. In the examination of right eye, 20/25 best 
corrected visual acuity, nuclear sclerotic cataract and similar 
fundoscopic findings were seen.

Figure 1. Circular anterior capsular opacification, anterior CC, 
minimal PCO and full flexion of the inferior haptic onto the 

posterior optic surface are seen

According to her medical reports, she had undergone 
uneventful phacoemulsification and 21 D single piece 
hydrophilic acrylic IOL implantation 8 months ago and visual 
acuity of the patient was decreased gradually for last 2 
months. There is no history of ocular, cranial or systemic 
trauma after surgery and the patient had not any ocular and 
systemic diseases except type II diabetes mellitus and non-
proliferative diabetic retinopathy. She mentioned regularly 
using of long acting insulin for 4 years. Nevertheless blood 
sugar of the patient can be high for the comment of the 
patient.

For the excessive anterior CC and posterior capsule 
opacification (PCO), we performed Nd:YAG laser capsulotomy 
as our first preference by comparison with surgical 
manipulation. After the informed consent of the patient, 
standard preoperative laser posterior capsulotomy procedures 
including pupillary dilation, topical anesthesia were applied. 

Contracted area in upper temporal quadrant of posterior 
capsule were opened with 6 shoots of 10 J Nd:YAG laser 
application and folded inferior haptic of IOL was immediately 
repositioned after the release of posterior capsular tension 
(Figure 2). We did not perform further laser application when 
considering clearance of the rest of posterior capsule and 
being of the patient in relatively high risk period for cystoid 
macular edema, then treatment was finalized. Her best 
corrected visual acuity improved from 20/400 to 20/40 
immediately after the laser treatment. IOL remained the same 
without any folding at the last visit of 4 month.

Figure 2. Repositioned inferior haptic of IOL is seen after the release 
of posterior capsular tension

Discussion
Michael et al. [6] stated 4 cases of capsule contraction 

causes full flexion of the haptics onto the anterior surface of 
the hydrophilic acrylic IOLs optics and the authors advised 
surgical procedures for patients in their series. Altintas et al. 
[7] reported a cases with significant folding of both haptic 
and optic edge over the central part of IOL and they performed 
surgical capsulectomy rather than Nd:YAG laser capsulotomy. 
It was reported that a patient with Behçet‘s disease, 
capsulotomy opening was occuded by fibrotic membrane 
several months after Nd:YAG laser capsulotomy and patient 
had to undergone surgical capsulectomy [8]. In our case, full 
flexed haptic contacts the posterior surface of the optic 
without prominent shrinkage of anterior capsular opening. 
We firstly consider Nd:YAG laser posterior capsulotomy for 
the purpose of both to reduce posterior capsular tension and 
treat PCO. After the opening of posterior capsule, the tension 
reduced and full flexed haptic immediately repositioned, then 
we did not need further manipulation. Deokule at al. [9] were 
observed severe CC syndrome and performed Nd:YAG laser 
capsulotomy without any surgical treatment similar to our 
case.In this regard, our patient is more lucky by comparison 
with cases of underwent surgery because she was prevented 
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to potential risks of surgical manipulations including ciliary 
body detachment, hypotony and supraciliary effusions [6,7]. 

Zonular weakness due to pseudoexfoliation syndrome, 
myotonic muscular dystrophy, retinitis pigmentosa, advanced 
age, chronic intraocular inflammation, and trauma (including 
surgical trauma) plays a key role in the pathogenesis of CC 
[3,8-12]. In series of Michael et al. [6] all subjects had a risk 
factor affects the zonular stability such as uveitis, advanced 
age and retinitis pigmentosa, but our case is the absence of 
any systemic and ocular risk factors rather than diabetes that 
have the potential of the influence the zonular stability [8]. 
Nevertheless, previous ocular surgery such as capsulorhexis 
size, IOL design and materials can be considered as an 
important predisposing factor to facilitate the formation of 
anterior CC. 

Actually, anterior CC occurs more frequently after silicone 
or hydrogel IOL implantation due to a weaker adhesion 
between optical surface and lens capsule [10-13]. In contrast, 
mainly hydrophobic acrylic material adheres more firmly and 
these adhesions restrict LEC proliferation and migration 
[11,14]. Nevertheless, anterior CC may cause excessive 
contraction of total lens equator size and full flexion of haptic 
of acrylic IOL. The interesting part of our case is posterior 
folding of acrylic IOL haptic onto the posterior optic surface 
between potential space of optic and posterior capsular bag. 
Even hydrophilic acrylic IOL adhesions to the posterior lens 
surface was not as strong as hydrophobic acrylic one, posterior 
folding of haptic in our case indicated that the adhesion was 
weaker than expected for any type of IOL, as far as we know 
which was not reported before us.

Another interesting observation from our patient that 
capsulotomy opening was neither small nor constricted,in 
contrast, only PCO was observed combined with total 
shrinkage of lens equator diameter that cause haptic bending.

As far as we know, ours is the first case had posterior 
bending of the haptic onto the posterior optic surfaceof the 
hydrophilic acrylic IOL without prominent anterior CC, that 
treated with Nd:YAG laser posterior capsulotomy which is an 
effective and minimally invasive treatment method.
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