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Background: Delayed complications after uneventful cataract surgeries may arise, including IOL (Intraocular Lens) dislocation. 
Among the rarest etiologies is Dead Bag Syndrome (DBS), a condition defined by the presence of a clear, transparent capsular bag 
accompanied by spontaneous posterior capsular rupture (PCR) occurring many years after cataract surgery. This late-onset PCR 
represents the most distinctive clinical feature of the syndrome.
Case Presentation: We report a case of healthy 69-year-old male presented to our Emergency Room (ER) complaining of sudden 
onset painless decreased vision in the left eye for 2 weeks. He has undergone uneventful cataract surgeries in both eyes. On 
examination, his uncorrected visual acuity (VA) in the right eye was 20/25 and in the left eye was 20/300. Slit-lamp Examination 
of the right eye showed vitreous prolapse in the anterior chamber, the IOL was in-situ, however, there was a central PCR. Fundus exam 
for the right eye was unremarkable. Examination of the left eye showed vitreous prolapse in anterior chamber, and the patient was 
aphakic with a central PCR. Fundus exam of the left eye showed healthy flat retina with a dislocated IOL. Patient underwent 
a successful Pars Plana Vitrectomy (PPV) + secondary IOL implantation with excellent visual outcome.
Conclusion: In conclusion, this case illustrates a rare bilateral manifestation of DBS and provides additional insight to this condition. 
It reinforces the importance of long-term postoperative monitoring and supports the recognition of DBS as a distinct pathological 
entity. With appropriate evaluation and tailored surgical intervention, satisfactory visual outcomes can be attained despite substantial 
capsular compromise.
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Introduction
Intraocular lens (IOL) implantation is the standard of care following cataract extraction, and in most cases provides stable 
and long-lasting visual rehabilitation. However, late complications such as IOL dislocation can occur, and among the 
rarest causes is dead bag syndrome (DBS). This entity is characterized by the presence of a transparent capsular bag 
many years after cataract surgery, which serves as its most distinguishing clinical hallmark.1

The long-term stability of the capsular bag IOL complex depends on the integrity of the zonular fibers. Several 
clinical conditions have been associated with progressive zonular weakening, including pseudoexfoliation, chronic 
uveitis, high myopia, systemic connective tissue disorders, previous pars plana vitrectomy, and ocular trauma.1 These 
risk factors highlight the importance of evaluating the underlying ocular and systemic milieu when assessing patients 
with unexplained late IOL subluxation.

Despite these associations, the exact cause of DBS remains uncertain. Competing hypotheses suggest that the initial 
pathology may reside within the capsule, triggering a cascade of lens epithelial cell (LEC) injury and capsular 
degeneration.2 Alternatively, degeneration may begin within the LECs themselves, with secondary weakening of the 
capsule. Another proposed mechanism involves late postoperative zonular failure caused by capsular splitting or 
delamination at the sites of zonular attachment.3 Importantly, DBS has not been linked to any particular IOL design or 
material, indicating that its pathogenesis is independent of lens type.
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Histopathological studies have provided valuable insights. When DBS capsules were compared with those from 40 
eyes with in-the-bag IOL dislocation, including 26 with confirmed Pseudoexfoliation, all specimens demonstrated the 
presence of LECs and Soemmerring’s ring formation, while capsulorhexis phimosis was also relatively frequent. By 
contrast, true capsular splitting or delamination was extremely rare, reported in only a single case.4,5

Diagnosis of DBS requires a high index of suspicion and relies on a careful, systematic evaluation. A comprehensive 
medical and surgical history, particularly relating to prior cataract surgery, should be obtained. Slit-lamp biomicroscopy 
is essential for assessing IOL centration and documenting the degree of subluxation. Other causes of IOL instability must 
also be excluded. For example, true exfoliation, typically associated with chronic exposure to heat or infrared radiation, 
may mimic the presentation.6 Similarly, pseudoexfoliation syndrome with its hallmark deposition of fibrillar material in 
the anterior segment, elevation of intraocular pressure, and progressive zonular instability remains a more common cause 
that should be differentiated from DBS.7

Management strategies depend on the extent of IOL subluxation. Patients with mild displacement may be observed 
with close follow-up, while those with severe subluxation generally require surgical intervention. In such cases, IOL 
exchange combined with anterior vitrectomy is recommended to restore stability and prevent secondary inflammatory 
complication.8

Dead bag syndrome remains a rare and under-recognized entity because of its uncertain pathogenesis and challenging 
diagnosis. Continued reporting of such cases is important to raise awareness, improve recognition, and guide manage
ment of this unusual cause of late IOL dislocation. Here, we describe a rare presentation of bilateral asymmetrical dead 
bag syndrome, with different management approach for each eye, contributing further insights into this uncommon 
condition.

Case Report
A healthy 69-year-old male, presented to our Emergency Room (ER) at King Khaled Eye Specialist Hospital (KKESH), 
Riyadh, Saudi Arabia. He was complaining of sudden onset painless decreased vision in the left eye for 2 weeks. There 
were no history of flashes or floaters or visual filed defects. He denied any history of trauma. He has undergone an 
uneventful phacoemulsification with posterior chamber IOL implantation in the right eye followed by the left eye in 2017 
and 2019, respectively. Both surgeries were done at our hospital.

On examination, his uncorrected Visual Acuity (VA) in the right eye was 20/25 and in the left eye was 20/300. His 
Intraocular Pressure (IOP) in both eyes was 21 mmHg. Slit-lamp Examination (SLE) of the right eye showed normal lids 
with quiet conjunctiva, clear cornea, deep and quiet anterior chamber (AC) with vitreous prolapse in the AC, normal iris 
with normal pupil, no signs of pseudoexfoliation or trauma, the IOL was in place, however, there was a central posterior 
capsular rupture (PCR) (Figures 1–4). Dilated fundus exam showed flat retina with no breaks or retinal detachment (RD). 
SLE of the left eye showed similar findings anteriorly with vitreous prolapse in AC, normal iris and pupil, and no signs of 
pseudoexfoliation or trauma. The patient was aphakic with a central PCR similar to what was found in the right eye 
(Figure 5). Dilated fundus exam of the left eye showed healthy flat retina with a dislocated IOL that was also confirmed 
by B scan ultrasound (US) (Figure 6). Ultrasound Biomicroscopy (UBM) was also done, and it confirmed the status of 
aphakia in the left eye.

Patient has undergone an uneventful Pars Plana Vitrectomy (PPV) with secondary IOL implantation in the left eye. The 
dislocated IOL was cut and explanted through the main corneal wound. Yamane technique was implemented with an 
intrascleral fixation of a 3-Piece IOL. Two Scleral flaps were made 2 mm away from the limbus and 180 degrees apart, and 
scleral tunnels were made using MVR blade. Both haptics were externalized through the scleral tunnels, and the flaps were 
sutured with 10–0 nylon. One month later, his uncorrected VA in the left eye was found to be 20/20. SLE of the left eye showed 
a well-centered scleral-fixated IOL. SLE of the right eye showed the same clinical findings as previously mentioned with 
a stable in-situ IOL despite having the central PCR and prolapsed vitreous in the AC. As the patient is asymptomatic with 20/ 
20 VA, the decision of observing the right eye with no intervention was made.

Spontaneous PCR in both eyes was consistent with what was described lately in literature as DBS.
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Figure 1 Slit-lamp photo of the right eye with slit-beam showing vitreous in anterior chamber.

Figure 2 Slit-lamp photo of the right eye with diffuse illumination showing in-the-bag IOL reflection.

Figure 3 Slit-lamp photo of the right eye with retro-illumination showing posterior capsular rupture.
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Figure 4 Slit-lamp photo of the right eye (right gaze) with direct-illumination showing posterior capsular rupture.

Figure 5 Slit-lamp photo of the left eye with retro-illumination showing posterior capsular rupture in aphakic eye.

Figure 6 Ultrasound image of the left eye (transverse cut) showing inferotemporal highly reflective surface representing dislocated IOL.
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Discussion
DBS is a rare late complication of cataract surgery characterized by progressive degeneration of the capsular bag.9 This 
degeneration results in the loss of LEC and the structural weakening and thinning of the posterior capsule. This creates 
a fragile intraocular environment that is vulnerable to IOL instability and spontaneous PCR, often years after an otherwise 
uneventful phacoemulsification procedure.4,9 Importantly, DBS does not directly cause PCR but predisposes the capsule to 
rupture under minimal mechanical stress or even spontaneously. In DBS, histopathological results reveal significant posterior 
capsule thinning and delamination as well as almost total LEC depletion, producing a “dead” capsular bag devoid of 
biomechanical resilience and regenerative potential.4 These characteristics distinguish DBS from other late-stage post
operative complications such as capsular contraction syndrome or pseudoexfoliation-related zonulopathy.

In our patient, Bilateral spontaneous PCR occurred several years after routine cataract surgery, with no known risk 
factors such eye trauma, pseudoexfoliation, uveitis, or systemic connective tissue disorders. This case’s idiopathic and 
bilateral characteristics are consistent with rare but documented DBS presentations, pointing to a possible individual 
predisposition or underlying systemic factors that are still poorly understood.4,9,10 Since bilateral involvement is still very 
uncommon, it is crucial to consider DBS as a potential cause, even in healthy eyes. Clinically, DBS often presents with 
sudden, painless visual decline due to posterior capsule rupture, anterior vitreous prolapse, and IOL dislocation. 
Diagnosis is based on slit-lamp examination revealing vitreous strands in the anterior chamber and a ruptured posterior 
capsule, often supported by B scan US and UBM to rule out retinal pathology and IOL position abnormalities, 
respectively. Our patient exhibited these findings bilaterally, consistent with the classic clinical picture of DBS.9

PPV with secondary IOL implantation is the usual surgical treatment; when done promptly, this procedure is linked to 
positive visual results. In our instance, scleral-fixated IOL implantation and PPV were performed on the left eye, yielding 
a 20/20 visual acuity. A similar approach was described by Thakur et al, who reported late-onset intra-bag IOL 
subluxation in the absence of risk factors, successfully managed with scleral fixation of IOL and achieving a favorable 
visual outcome.10 Despite having a central PCR, the right eye was observed and it maintained good visual acuity with an 
in-situ IOL, highlighting the significance of individualized clinical decision-making.10

While bilateral DBS has been documented previously,9,11 our case is unique in that the patient was fully systemically 
healthy, presented with spontaneous posterior capsule rupture in both eyes within a short period of time, and displayed 
asymmetrical symptoms. Furthermore, both eyes had excellent visual results, making this a novel and valuable addition to the 
restricted data on idiopathic bilateral DBS.9,11 This case highlights the value of long-term postoperative surveillance, even in 
cases of simple cataracts, and adds to the body of literature on DBS, particularly its bilateral manifestation. Early diagnosis and 
better surgical planning may be possible for patients with DBS, as it is recognized as a separate cause of late-onset IOL 
instability and PCR. Our case report has inherent limitation as it cannot establish causality or generalize the findings to 
a broader population. Additionally, diagnosis of DBS was made on clinical grounds, as histopathological confirmation of the 
capsular bag was not obtained.

Conclusion
Dead Bag Syndrome is a critical yet rare differential diagnosis for late spontaneous posterior capsule rupture, even in 
healthy patients with uncomplicated cataract surgery. The bilateral and idiopathic nature of this entity underscores the 
potential for an underlying individual predisposition that is not yet completely understood. Despite significant structural 
complications, excellent visual outcomes can be achieved through careful clinical assessment and tailored surgical 
intervention. This report emphasizes the importance of long-term postoperative follow-up and contributes to the growing 
body of knowledge on DBS as a distinct clinical entity.

Abbreviations
IOL, intraocular lens; DBS, dead bag syndrome; LEC, lens epithelial cells; ER, emergency room; KKESH, King Khaled 
Eye Specialist Hospital; VA, visual acuity; IOP, intraocular pressure; SLE, slit-lamp examination; AC, anterior chamber; 
PCR, posterior capsular rupture; RD, retinal detachment; US, ultrasound; UBM, ultrasound biomicroscopy; PPV, Pars 
Plana Vitrectomy.
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