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he described its use for a lacrimal sac mass, which had enlarged 
and began to ulcerate. He wrote:

“The change is most remarkable. The upper part of 
the tumor is much sunken... The undestroyed skin 
over the tumor is assuming a very healthy appear-
ance, and is becoming freed from its connection from 
the diseased growth.”3

Dr. Fell’s topical formulation was used to treat an 
advanced orbital tumor in famed American sculptor Thomas 
Crawford, whose works adorn the United States Capitol build-
ing. Tragically, Crawford was left blind after treatment, and he 
passed away from the disease shortly thereafter.4

In the 1930s, Frederic Mohs popularized the use of his 
“Mohs paste,” a combination of S. canadensis, antimony trisul-
fide, and zinc chloride, for a procedure he named “chemosur-
gery” on skin cancer patients.5 The paste was never intended 
for use as stand-alone therapy, but instead was used as a tissue 
fixative prior to surgical excision. It is important to note that S. 
canadensis served as organic stabilizer for this paste.6

Unfortunately, in recent years, various alternative therapy 
products have become increasingly accessible to the general 
public without U.S. Food and Drug Administration regulation. 
In fact, a survey of over 5,000 individuals in the United States 
with a known cancer diagnosis showed that 9% were concur-
rently using alternative medicine as a means of therapy.7

Black salve, an escharotic agent that includes S. canaden-
sis and zinc chloride, is promoted as a naturopathic treatment 
for skin cancer. However, numerous cases describe its inef-
fectiveness for basal cell carcinoma, metastatic squamous cell 
carcinoma, and metastatic melanoma, leading to complications 
of scarring, facial deformities, and cancer progression.8–10 The 
U.S. Food and Drug Administration listed black salve as one of 
187 fake cancer “cures” that consumers should avoid.11 Despite 
these warnings, rapid growth of the alternative medicine indus-
try is projected to lead to $169 billion in revenue by 2025.12 In 
order to combat the mounting demand for naturopathic thera-
pies, it is important for oculoplastic surgeons to acquaint them-
selves with these remedies in order to provide education and 
guidance for their patients. The liberal use of black salve treat-
ment in our patient led to persistent periorbital inflammation, 
continued disease progression, and significant tissue destruc-
tion. This case serves as a warning against its use for superficial 
neoplastic disease.
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Abstract : Lower eyelid colobomas associated with Treacher 
Collins syndrome can be challenging to repair because of 
associated orbital and midfacial dysostosis. Alloplastic implants 
such as porous polyethylene have been advocated as readily 
available malar implants to help improve eyelid retraction. 
The authors report the first case of porous polyethylene 
implant insidious migration into the orbit with subsequent 
scleral penetration. A 14-year-old male with Treacher Collins 
syndrome, presented with a 3-week history of left eye pain, 
redness, and eyelid swelling unresponsive to topical treatment. 
He previously had bilateral lower lid coloboma repair with 
alloplastic implant placement and full-thickness skin grafts. 
On exam, he had left eye injection and chemosis, with left 
hypotropia and complete restrictive ophthalmoplegia. Imaging 
revealed displacement of implant into the orbit with adherence 
and impingement on the eye globe.

Alloplastic implants in eyelid and orbital reconstruction have 
long been advocated as alternatives to their autogenous coun-

terparts that require harvesting with increased surgical time and 
potential donor site morbidity.1,2 Alloplastic implants in general, 
and porous polyethylene implants in particular, have their own 
drawbacks in terms of increased complication and revision rate, 
mostly with regards to migration and extrusion.2 Porous polyethyl-
ene implants used for orbital reconstruction, fracture repair, malar 
augmentation, enucleation, or evisceration have been reported 
to migrate and extrude, which exposes them to external patho-
gens and warrants removal.3,4 We report the first case of a malar 
porous polyethylene implant migration through the orbit, with 
scleral penetration and recurrent inflammation. The implant was 
inserted many years before presentation during eyelid coloboma 
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repair associated with Treacher Collins syndrome. This case report 
complies with the tenets of the Declaration of Helsinki and Health 
Insurance Portability and Accountability Act regulations.

CASE PRESENTATION
A 14-year-old male, known to have Treacher Collins 

Syndrome, was referred to our tertiary care center for a 3-week 
history of left eye pain, photophobia, and decreased vision. He 
has been having multiple similar episodes that partially responded 
to topical antibiotics and steroids. He has had multiple lower eye-
lid surgeries to repair bilateral lower eyelid colobomas, involving 
insertion of Medpor porous polyethylene implant (Porex Surgical 
Inc, Newnan, GA, U.S.A.) and a full-thickness skin graft 5 years 
before presentation. He also had surgery for ectropion repair with 
skin graft and lateral canthoplasty 1 year before presentation. He 
denied any trauma or any symptoms of sinus disease.

On clinical examination, there was left eye hypotropia 
and a fixed eye globe with severe restrictive ophthalmoplegia 
and pain upon attempt of duction in any direction of gaze. There 
were significant conjunctival chemosis and scleral injection, 
corneal haze, and anterior chamber flare. The inferior fornix 
was shortened with intact conjunctival lining reaching inferior 
limbus and no signs of implant extrusion (Fig.  1A,B). Visual 
acuity was 20/30 in the right and hand motion near face in the 
left eye, with normal intraocular pressures in both eyes.

Orbital imaging including CT and MRI with contrast 
revealed a left malar and eyelid implant migration into the infe-
rior orbit impinging on the sclera with surrounding enhance-
ment and soft tissue thickening and fat stranding (Fig. 2A–C). 
There were no signs of pathology in the orbital apex or cav-
ernous sinus. B-scan ultrasonography showed no evidence of 

FIG. 1.  External photographs of the left eye demonstrating. A, Conjunctival injection and hypotropia, with a deep inferior fornix. B, 
Severe tethering and restrictive ophthalmoplegia on forced duction testing. C, Porous polyethylene implant (asterix) eroding into sclera 
underneath a sheath of fibrovascular tissue (arrow). D, Large scleral defect with uveal exposure following surgical removal of implant. 
E, Scleral patch graft applied on top of scleral defect. F, Improved ocular duction after release of tethering two weeks post-op.

FIG. 2.  CT scan of orbit showing on coronal views a left 
translucent implant with migration into orbit and abutting on 
inferior sclera (A). Orbital T1 weighted MRI with gadolinium 
showing on coronal views (B) and sagittal views (C) a left 
implant that is reaching and indenting inferior sclera, with 
surrounding severe soft tissue enhancement (arrow).
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vitritis, retinal detachment, or optic nerve abnormality; and a 
complete blood count was normal.

Examination under general anesthesia revealed a fixed eye 
globe with severe tethering at the inferior fornix. Surgical explo-
ration exposed the porous polyethylene implant to be adherent to 
left sclera around 4 mm from inferior limbus with surrounding 
fibrovascular proliferation. The implant was carefully and seg-
mentally removed after freeing it from attachments and sliding it 
inferiorly; with a resulting scleral defect underneath with irregu-
lar necrotic borders and exposed uveal tissue (Fig. 1C,D). The 
defect was closed with an allogenic preserved scleral patch graft. 
An amniotic membrane graft was used to cover the bulbar con-
junctival defect, and a dermis fat graft for the palpebral defect, 
followed by the application of a symblepharon ring (Fig. 1E,F). 
Postoperative clinical course was complicated by subretinal 
fibrovascular proliferation and tractional retinal detachment that 
required a pars plana vitrectomy for repair.

DISCUSSION
Alloplastic porous polyethylene (Medpor) implants have 

been successfully used as alternatives to autogenous grafts for 
reconstructive orbital and craniofacial surgeries.3,4 These readily 
available implants dissuade the need for an additional surgical 
harvesting site and potential morbidity. Medpor is advanta-
geously rigid, durable, biocompatible and the increased porosity 
allows for fibrovascular ingrowth that theoretically decreases 
the risk of migration and extrusion.5

Medpor implants are frequently used in malar augmen-
tation, enucleation, evisceration, and orbital fracture repair.3,4,6 
They have also been successfully used to treat secondary com-
plications of zygomatico-orbital fractures such as enophthal-
mos, dystopia, and malar depression.7 Multiple reports advocate 
the use of Medpor implants as eyelid spacers for complex lower 
eyelid retraction repair,2,8 or as tarsal substitutes in full-thick-
ness eyelid defect repair.9 However, late onset complications 
have been described including implant infection, extrusion, and 
orbital hemorrhage.4,10 To the best of our knowledge, this is the 
first report of an eyelid implant migration into the orbit with 
scleral invasion and intraocular penetration.

Surgical technique, implant sizing, and attachment may be 
contributing factors to implant failure.2 Complications are also 
site-dependent, as deeper orbital implants have lower complica-
tion rates than eyelid retraction implants.1,2,7 Implant migration 
commonly occurs anteriorly through skin,2,8,11 likely due to thin or 
atrophic soft-tissue, or tissue erosion from reduced tissue adher-
ence or rough surface.4,11,12 Treacher Collins syndrome patients are 
known to have hypoplastic periorbital soft tissue and attenuated 
orbicularis oculi muscles which may explain the lack of tissue 
integration.13 In our case, previous placement of multiple anterior 
thick skin grafts in addition to the caudal placement of the large 
implant might explain why the implant migrated posteriorly.

This case illustrates how posterior migration might be 
more difficult to diagnose, as the radiolucent implant could 
only be identified after it has reached scleral surface and caused 
symptoms of scleritis and uveitis. We opted for surgical explo-
ration as we had a high suspicion of the radiologic implant 
proximity to the globe must be implicated in the recurrent 
inflammatory symptoms. The chronic low-grade inflammation 
and insidious migration allowed for inferior fornix conjunctival 
remodeling, which probably explains why previous surgeons 
could not visualize and identify the migrated implant. Newer 
radiographic modalities such as multidetector spiral CT have 
been found to be superior in identifying and mapping the radio-
lucent porous polyethylene implants.14 These techniques along 
with heightened physician awareness and suspicion could help 
identify future cases earlier and prevent further morbidity.

In conclusion, use of porous polyethylene implants as 
lower eyelid spacers is well known to have a risk of migration and 
extrusion. We present a case of implant migration that extends 
the spectrum of complications to include orbital migration and 
scleral penetration. Ophthalmologists should be aware of this 
rare but important complication that may occur a long period 
after initial surgery to avoid devastating visual consequences.
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Abstract: Late-onset orbital hemorrhage is a rare 
complication of alloplastic implant use in orbital wall 
reconstruction following trauma. The authors report 3 
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