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Abstract: A 7-year-old boy had a case of congenital ptosis of the right eye and has undergone 

frontalis sling surgery using Gore-tex material. There was no intraoperative or immediate post

operative complication. However, the patient defaulted his follow-up and presented with right eye 

preseptal abscess secondary to infected surgical wound 1 month after surgery. He was treated with 

multiple antibiotics and underwent repeated incision and drainage procedures. However, there was 

still no resolution of the right eye preseptal abscess. The patient’s condition subsequently improved 

after removal of the Gore-tex material and treatment with an antibiotic combination of ceftazidime 

and amikacin. Microbiological analysis finally isolated the multidrug resistant Acinetobacter species. 

At 6 months follow-up, his right upper eyelid was healed with scarring, but without ptosis.
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Introduction
Congenital ptosis is an abnormally low position of the upper eyelid in relation to the 

globe, which occurs either at birth or soon after. The indication for surgery is usually 

amblyopia or ocular torticollis. There are several methods of ptosis surgery, including 

levator muscle resection, frontalis suspension procedure, Fasanella-Servat procedure, 

and Müller muscle–conjunctival resection.1,2 One of the most popular methods of ptosis 

surgery is the frontalis suspension procedure. There are various materials available to 

secure the lids to the frontalis muscles in the frontalis suspension procedure, including 

polypropylene suture, nylon suture, silicone, mersilene mesh, and Gore-tex material.3 

We are reporting a rare case of infected Gore-tex material that was used in modified 

frontalis sling surgery for congenital ptosis.

Case report
A 7-year-old Chinese boy with no known medical history, presented with history of 

right eye ptosis since he was 10 months old. He was diagnosed with right-eye con-

genital ptosis. He had a marginal reflex distance of 1 mm, with levator function of 3 

mm in the right eye. The marginal reflex distance of the left eye was 2 mm, with 7 mm 

levator function. There was absence of upper lid crease on both eyes. He underwent 

ptosis surgery on the right eye as he developed mild amblyopia in the right eye, with 

the best-corrected vision of 6/12.

A right eye frontalis sling procedure with modified Fox’s pentagon method4 was 

done using Gore-tex material in Selayang Hospital, Malaysia. There was no intra-

operative or immediate postoperative complication. Chloramphenicol ointment was 

applied 8-hourly to the surgical wound site on the right upper eyelid. The patient was 

discharged on day 1 postoperation, with plan to review after 1 week. Chloramphenicol 

ointment was given to the patient till review.
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However, he defaulted his follow-up and only came back 

1 month after surgery. He had used his medication for only 

1 week and had stopped thereafter. At this presentation, 

he complained of painful swelling (of 7 days duration) of 

the right upper eyelid. The right upper eyelid swelling was 

associated with pus discharge from the surgical wound site. 

The vision in the right eye was not getting worse.

On examination, the patient was generally alert, con-

scious, and afebrile. His best-corrected visual acuity was 

6/12 in the right eye and 6/9 in the left eye. His right upper 

eyelid was swollen causing complete ptosis with an area of 

redness. There was presence of crusted pus at the surgical 

wound site (Figure 1). The extraocular movements were full 

on all gazes. The conjunctiva was white with no chemosis. 

Anterior segment and fundus examination were unremark-

able. A diagnosis of right eye preseptal abscess secondary 

to the infected surgical wound was made.

The patient was admitted and treated with intravenous 

co-amoxiclav 800 mg (25 mg/kg) 8-hourly for a duration of 

1 week. Chloramphenicol ointment was applied 8-hourly 

to the infected surgical wounds, together with instillation 

of topical chloramphenicol eye drops 6-hourly to the right 

eye. An emergency incision and drainage of the right upper 

eyelid was performed, and about 5 mL of pus was drained out. 

A swab of the purulent discharge was sent for culture and 

sensitivity. However, the culture did not yield any growth. 

At 1 week post-incision and drainage, the right upper eyelid 

was still inflamed and swollen with partial mechanical ptosis 

(Figure 2).

In view of no improvement in the healing process, the 

antibiotic was changed to intravenous cefotaxime 750 mg 

(25 mg/kg) 8-hourly for a duration of 1 week. The topical 

antibiotic eye drop was also changed to topical moxifloxacin 

6-hourly for the right eye. The patient was subjected to a 

second incision and drainage. However, there was still no 

improvement; hence an antibiotic combination of intrave-

nous ceftazidime 750 mg (25 mg/kg) 8-hourly for 5 days 

and intravenous amikacin 210 mg (15 mg/kg) 12-hourly for 

3 days was commenced. A third incision and drainage was 

performed together with removal of the Gore-tex material. 

A culture from the final pus sample isolated multidrug-

resistant Acinetobacter species, which was resistant to all 

penicillins, cephalosporins, carbapenems, fluoroquinolones, 

and aminoglycosides. His condition subsequently improved. 

There was resolution of the right upper eyelid swelling, with 

no more pus discharge. The patient was discharged, with 

chloramphenicol ointment to apply to the surgical wound 

8-hourly for 2 weeks.

After 6 months follow-up (about 3 months post-removal 

of Gore-tex material), the patient’s right upper eyelid was 

healed with scarring, but without ptosis (Figure 3). The healed 

ptosis is most likely due to scarring caused by the infection. 

His right eye best-corrected visual acuity was 6/9.

Discussion
Frontalis suspension surgery is a commonly used surgery in 

cases of congenital ptosis with poor levator function, chronic 

progressive ophthalmoplegia (CPEO), muscular dystrophy, 

third nerve palsy, myasthenia gravis, and aponeurotic ptosis 

in elderly patients.1,3 There are several suspension materials 

Figure 1 Right upper eyelid swelling causing complete ptosis with crusted pus at 
the surgical wound site.

Figure 2 Right upper eyelid still swollen and inflamed with partial mechanical ptosis 
at 1 week post-incision and drainage procedure.

Figure 3 Right upper eyelid healed with scarring but without ptosis at 3 months 
post-removal of Gore-tex material.
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that can be used in frontalis suspension surgery. Autologous 

graft materials include autogenic or allogenic fascia lata. Syn-

thetic materials such as polypropylene suture, nylon suture, 

silicone, mersilene mesh, and Gore-tex can also be used.5

Gore-tex material or expanded polytetrafluoroethylene 

(ePTFE) is suitable for suspension surgery because it is less 

bulky and less stretchable.5 It is a nontoxic polymer used in 

various other implantable medical products, including vascu-

lar grafts and hernia repair patches. Unlike other implantable 

materials, ePTFE is biocompatible. Micropores within the 

material are too small to allow infiltration of fibrovascular 

tissues hence allowing for easier removal or manipulation 

to adjust the eyelid height.6,7

However, its porous nature may allow proliferation of 

bacterial contaminants and cause abscess formation, resulting 

in a high risk of soft tissue complications. In our patient, con-

stant scratching may have led to infection of the wound. With 

tracking of the long, porous ePTFE material through an open 

wound, it serves as a good site for bacterial proliferation.

The periorbital abscess was chronic and persistent even 

after treatment with multiple antibiotics and repeated inci-

sion and drainage, indicating the highly virulent nature of 

the causative organism. This could be due to the formation 

of biofilm by the causative bacteria, especially on biomedi-

cal implants, causing antimicrobial resistance.8 Complete 

resolution in our case occurred only after removal of the 

Gore-tex material, which might have harbored the virulent 

microorganism.

There were a few other reports of complications of ptosis 

surgery such as granuloma and infection.2,3,9 In a retrospective 

study of 59 frontalis suspension procedures, infection with 

preseptal cellulitis appeared in one case (1.7%) and required 

removal of the material, and in two cases (3.4%) there were 

foreign body granulomas that were resolved by excision.10 

There were other reports of post-ptosis surgery complicated 

by long-standing postoperative infection which were mostly 

associated with mycobacterium or candida infection.11,12 

However, to our knowledge, there was no reported case 

of long-standing post-ptosis surgery infection involving 

multidrug-resistant Acinetobacter species. Acinetobacter 

rarely colonizes implant materials;13 it commonly causes 

nosocomial infections such as pneumonia, urinary tract 

infection, and skin infections.14,15

In a delayed and long-standing post-frontalis surgery 

infection, multidrug-resistant organisms may be responsible 

for delayed healing and poor response to treatment. Surgical 

removal of infected slings and a prolonged course of antibiot-

ics may be required for complete resolution.
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