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James a. Davison, mD
Patients typically perceive pseudophakic negative 

dysphotopsia (ND) as a dark shadow in their temporal 
field of vision. Although usually a minor and transient 
observation, symptoms can vary greatly in character 
and persistence. ND was first described in patients 
who received square-edged acrylic IOLs and appeared 
to have perfect anatomic results, including complete 
anterior capsular overlap of the IOL’s peripheral optic.1 

ND has since been noted to occur in patients who have 
received other types of IOLs. 

The cause of ND has been thought to be a shadow 
effect created by the edge of the IOL’s optic.1,2 Another 
theory is that ND may relate to the anterior capsule’s 
overlap of the anterior IOL optic.3 Some report resolving 
ND by prolapsing the optic anterior to the anterior cap-
sule (reverse optic capture) or by creating an obscuration 
of the anterior capsule-anterior optic interface through 
implantation of a piggyback plano-powered IOL in the 
ciliary sulcus.3 My personal results with these measures, 
however, have varied. Nasal anterior capsulectomy with 
the Nd:YAG laser resolved symptoms in one case involving 
a STAAR plate haptic silicone IOL (STAAR Surgical)4 and 
was somewhat successful in five cases involving the Akreos 
AO MI60L (Bausch + Lomb) but not in one case with an 
AcrySof single-piece IOL (Alcon).5 In my one case with an 
AcrySof single-piece IOL, 360° radial anterior capsuloto-
mies were completely ineffective (Figure 1).6

The patient in this case has had unrelenting, 
severe symptoms for 4 months, so I would plan an 
IOL exchange using a STAAR AQ5010V IOL (STAAR 
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Four months postoperatively, a patient emphatically 
describes a dark crescent off to the side in the oper-
ated eye. The patient says that the symptom has been 
present since surgery and has only improved margin-
ally. The appointment was made specifically to discuss 
this issue. What is your recommended management 
strategy?

—Topic prepared by Steven Dewey, MD.

Case Presentation

Figure 1.  In this eye, 360° Nd:YAG radial capsulotomy exten-

sions have allowed the anterior capsule to retract, uncover-

ing the entire anterior edge of the optic.

Figure 2.  Iris transillumination has been created by a loss 

of posterior iris pigment from a piggyback IOL placed in the 

sulcus.
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Surgical). This lens features a 6.3-mm, round-edged sili-
cone optic. It is 14 mm long with 10º posterior angula-
tion. A reverse optic capture strategy could also be used 
to further increase the chance of completely resolving 
ND. A piggyback IOL placed in the sulcus might abrade 
the iris’ posterior pigment, causing pigment dispersion 
(Figure 2), so the IOP would need to be monitored if 
that strategy were used. I would counsel the patient that 
any surgical strategy may be ineffective and that the 
masking effect created by framed spectacles could be 
required to manage the symptoms.

GreGory s. H. oGawa, mD
My first step in the management of a case like this one 

is to determine the cause of the symptom through the 
patient’s history and an examination. If the examination 
is essentially normal and the patient has a square-edged 
acrylic IOL, then it is very likely that he or she is noticing 
ND. I would ask the patient if the shadow is just notice-
able or if it is actually bothersome. If it is bothersome, 
I would ascertain the degree to which it bothers the 
patient. I would explain to the patient the cause of the 
symptom and the treatment options, which range from 
observation to additional surgery with its associated risks. 
Although a temporal ND rarely resolves after 4 months 
postoperatively, a substantial percentage of patients will 
either become less bothered by it, or they will decide that 
they would rather tolerate the shadow than undergo addi-
tional surgery. A small percentage of patients elect to have 
another surgery, even after additional time trying to adapt 
to the shadow. 

My surgical treatment of choice is an IOL exchange 
with placement of a silicone IOL in the capsular bag or, 
if not possible, in the sulcus. For sulcus placement, I use 
the STAAR AQ2010V IOL (STAAR Surgical), which was 
recommended for use in the sulcus by the American 
Society of Cataract and Refractive Surgery Cataract Clinical 
Committee. I use this lens during the exchange, even for 
bag placement, because at our practice, this lens exhib-
its a very low rate of dysphotopsia. The surgeons at Eye 
Associates of New Mexico have found this surgical modal-
ity to be uniformly successful at treating ND.

Larry Patterson, mD
This patient is describing ND, a condition in which the 

absence of vision is noted. ND is believed to be an interac-
tion between the incoming light rays at the IOL’s edge. 
Patients most commonly notice a dark crescent tempo-
rally after surgery, relatively independent of the ambient 
lighting. Reactions range from slight annoyance to extreme 
unhappiness, sometimes with demands that the IOL be 
removed. In time, many patients notice the symptoms 

less, sometimes achieving complete resolution. Whether 
this is due to neuroadaptation or simple “neuroresigna-
tion” is unclear. Usually, the IOL is centered in the capsular 
bag with good anterior capsular overlap. Although ND has 
been reported with nearly every IOL style and material, it 
is most commonly seen with square-edged IOLs that have 
high indices of refraction such as acrylic lenses. 

Patients should be encouraged that symptoms may very 
well resolve with time. In this case, with minimal improve-
ment after 4 months, treatment is indicated. The solution 
usually is reverse optic capture, whereby the surgeon gen-
tly dissects the anterior capsule off the surface of the optic 
and prolapses the optic anterior to the anterior capsule, 
leaving the haptics in the bag. I can only describe treat-
ment anecdotally. For nearly 2 decades, a three-piece sili-
cone IOL has been my “go to” lens. After implanting about 
15,000 of these, I have yet to have a single patient require 
treatment for ND. n
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