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Abstract

Aim: To describe an unusual complication of silicone [oil
usage.

Materials and methods:A 58-year-old myopic patien
with pseudophakia and recurrent retinal detachment
underwent vitrectomy with silicone oil tamponade. Thiiee
weeks after surgery, he developed secondary glaucoma with
oil filling the anterior chamber. YAG iridotomy resulted in
the oil moving between the iris and the intraocular lens
leading to a flat anterior chamber. YAG capsulotomy did
not cause the oil to enter the vitreous cavity. Emergency
oil removal was performed.

Results: Removal of oil from the posterior chamber and
vitreous cavity resulted in control of intraocular pressure.

Conclusion: Subclinical zonular dehiscence could cause

oil to enter the anterior chamber in pseudophakic eyes.
Creation of a 6 o'clock iridotomy can move the oil behipd
the iris but not into the vitreous cavity.
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Case report

A 58-year-old male had a history of myopia in both eyes.
Successful scleral buckle surgery was performed in his right
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eye 15 years previously. He underwent an uneventful
phacoemulsification with intraocular lens (IOL) implanta-
tion in the left eye 1 year previously, and a scleral buckle for
rhegmatogenous retinal detachment in the same eye 3 months
previously. He developed recurrent retinal detachment in
the left eye due to severe proliferative vitreoretinopathy for
which he underwent vitrectomy, membrane stripping, and
silicone oil tamponade. There were no complications at the
time of the operation. On the first postoperative day, the
anterior chamber (AC) had a few oil bubbles, intraocular
pressure (IOP) was normal, and the retina was attached.
The patient returned on an emergency basis 23 days after
surgery with an acute rise in IOP. The IOP was 50 mm Hg
and the AC was deep and filled with silicone oil. Glittering
reflex was seen on the iris surface due to oil in the AC. YAG
iridotomy was performed at the 6 o’clock position, result-
ing in movement of oil into the posterior chamber. The AC
became flat and the IOL capsule diaphragm moved far back
(Figure 1). With the intention of creating a path into the
vitreous cavity, a capsular opening was created by YAG
laser just outside the inferior border of the IOL with no suc-
cess. The same could not be done at the 6 o’clock iridotomy
site due to difficult visualization of the capsule through the
iridotomy. Therefore, emergency removal of silicone oil from
the vitreous cavity and posterior chamber was performed
along with AC reformation. Postoperatively, the IOP nor-
malized without medication and the retina remained attached.

Discussion
This case represents a unique complication of silicone oil

usage. Ando first described the use of inferior iridectomy
for aphakic eyes filled with silicone dilPrior to the use
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Figure 1. External photograph showing a flat anterior
chamber and pseudophakos. Inset shows slit lamp photo.
Note 6 o’clock iridotomy.

of inferior iridectomy, secondary glaucoma was common
due to pupillary block. Inferior iridectomy allows fluid
that has collected below the lighter silicone oil access to the
anterior chamber, preventing pupillary block. Although
migration of oil into the AC is described in pseudophakic
eyes? routine inferior iridectomy is not recommended for
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incidence is expected to be higher in patients in whom
vigorous scleral depression is utilized.

In our patient, there was no clinical indication of zonular

dehiscence during surgery, so inferior iridectomy and

capsulotomy was not performed. The presence of a few oil
bubbles in the AC in the immediate postoperative period
indicated that zonular dehiscence was indeed present.

However, after several days, the oil filled the AC leading
to severe glaucoma. Logically, creation of an inferior
iridectomy should have led to reversal of the passage of
oil into the vitreous cavity through the same zonular dehis-
cence. YAG laser has been used to reopen blocked inferior
iridectomies successfullyThe behavior of the eye in the
present case can probably be explained as follows. Once
the inferior iridectomy was performed, the aqueous could
find its way into the anterior chamber and could push back
the oil behind the iris. However, the oil could not return
to the vitreous cavity through the zonular dehiscence. This
resulted in the oil blocking the inferior iridectomy leading
to the flattening of the AC and oil entrapment in the pos-
terior chamber. Oil is known to block an otherwise patent
peripheral iridectomy. YAG capsulotomy was done inferior-

these patients since they are expected to present an intact ly just outside the intraocular lens but not corresponding to

diaphragm, keeping the oil in the vitreous cavity. If, however,
there is a central YAG capsulotomy or evidence of zonular
dehiscence (as evidenced by entry of air into the AC during
fluid-air exchange), there is a need for inferior iridectomy,

since the oil can gain access to the AC, resulting in glaucoma.

In this situation, an opening would also need to be made in
the capsule behind the iridectomy site. Subclinical zonular
dehiscence is known to occur during vitrectohiyhe
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the site of inferior iridectomy. This did not help to correct

the situation and emergency oil removal was required.
The possible explanation for the failure of the YAG capsu-
lotomy to provide a passage backwards for the oil is the
lack of alignment of the capsulotomy with the iridectomy,

although both were inferiorly located. We could not perform

capsulotomy through the iridectomy due to visualization
difficulties.
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