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A contracted socket is a clinical condition of an
anophthalmic socket that cannot retain an ocular prosthesis.
It causes significant aesthetic problems for the patient
and causes a profound physical, social, and psychological
impact on a patient. It is always challenging to make the
fornices for an ophthalmic plastic surgeon. The contracted
socket may occur after a year of enucleation or evisceration.
Post Enucleation Socket Syndrome (PESS) is characterized
by a deep upper eyelid sulcus, lower eyelid laxity, eyelid
deformity without shrinkage or shortening of the soft
tissues, and the clinical manifestations scenarios is different
from the contracted socket.1,2

The goal of the correction of the contracted socket is
to make a space to provide an appropriate size of ocular
prosthesis that would simulate the normal fellow eye of
the patient in all respects. The two most important aspects
are always considered for making a sufficient fornix to
support the ocular prosthesis and make the adequate orbital
volume.3

There are multiple risk factors for developing a
contracted socket, including failure to wear a prosthetic
for a long time, infection in the ocular surface or orbital
infection, post-radiation, excessive tissue damage due to
trauma, extreme tissue manipulation or excessive excision
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of conjunctiva during enucleation or evisceration, and
autoimmune diseases like mucous membrane pemphigoid,
Stevens-Johson-Syndrome.4–6

There are various classifications for the contracted
socket. The soft tissue sockets have recently been divided
into five grades to adopt an appropriate surgical plan.7

Grade 0 A healthy socket is lined with conjunctiva and has
deep and well-formed fornices.

Grade 1 Shallowing or shelving of the lower fornix.
Grade 2 Loss of both upper and lower fornices
Grade 3 Loss of all fornices
Grade 4 Loss of all the fornices with a vertically and

horizontally narrow palpebral aperture
Grade 5 Recurrence of the contracted socket

Fig. 1: a: Reconstructed right lower fornix with external fixation
(bolster), b: Ugly skin scar after removing the external bolster.
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Fig. 2: a-d: Grade II Contracted Socket, deepening of lower fornix with internal fixation to the periosteum, MMG with fornix retraction,
more insufficient lid recognition with tarsorrhaphy.

Fig. 3: a,b: Grade III Contracted Socket (Right), Ocular prosthesis
after Fornix reconstruction with Internal fixation (Right)

Fig. 4: Epithelization after three weeks of harvesting mucous
membrane from the lower lip.

Contracted sockets are always challenging to manage,
and different surgeons adopt different techniques. The
reconstruction of the socket depends on various conditions
of the socket. There are multiple procedures available for
socket reconstruction. The surgical decision is based on the
grade of socket contraction and other associated ophthalmic
conditions. The surgery may be single, combined, and
multiple staged surgeries. The available surgical options
are lateral tarsal strip (LTS) for eyelid laxity, Dermis
fat graft (DFG) or secondary orbital implant for orbital

volume augmentation; Mucous membrane graft (MMG) or
Amniotic membrane graft (AMG) is used to enlarge the
surface area, fornix deepening sutures for the reconstruction
of fornix and fat graft in the sup. Sulcus to reform the
upper fornix.8–10Forniciometre is helpful to measure the
contralateral depths of fornices before fornix reconstruction.
The depth of the inferior fornix is of greater importance
because it bears most of the weight and must be deep enough
to give firm anchorage for the prosthesis. The usual depths
of fornices, superior fornix is approximately 14 mm, inferior
fornix is 9-10 mm, lateral fornix is 5 mm. The medial fornix
is three mm.11 A few general rules apply for the socket
reconstruction like as preserve presenting conjunctiva and
adding a conjunctival lining by MMG or AMG, if necessary.

Remember, the mucosal grafts need to be 25% more
to shrinkage. Avoid ’mixed’ sockets consisting of mucous
membrane and skin because they will develop into
’smelly sockets’; always put optimum size and shape of
conformer/prosthesis in the socket at the end of the surgery.
Full-thickness MMG is preferred because it allows the
grafted tissue to match conjunctiva histologically. The donor
sites are the lower lip, upper lip, and buccal mucosa. The
lower lip is preferred because the access is easier, and
suturing is not required as the vascular mucosa heals fast,
which epithelializes spontaneously over 2 to 3 weeks. The
buccal mucosa yields more graft material while normally
must be sutured. It is important to avoid damage to the
parotid duct, whose opening is opposite the upper second
molar tooth. Lower fornix can be reconstructed by fornix
deepening sutures with/without MMG or AMG.2,5,6,12–14

The popular technique of Lower fornix reconstruction
by fornix deepening sutures with external bolster. The
advantage of fornix deepening sutures with external
bolster is an easy procedure and less learning curve but
disadvantages like Blind procedure, the Recurrence rate
is high, and causes ugly scar mark on the skin, and skin
infection. New Approaches to lower fornix reconstruction
are fornix deepening sutures without external bolster or
internal fixation to the periosteum, and another technique is
fornix reconstruction with harvesting fascia lata strip.3–5,15

In our case series, the recurrence was 8% in the 351
cases of lower fornix reconstruction with external bolster.
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The reproduction was only 3% in the 119 instances lower
fornix reconstruction with internal fixation. The fornix
reconstruction with internal fixation is the preferred option
in the South Asia region. Triamcinolone acetonide can be
injected into the socket to prevent fibrosis and recurrence.
The surgical outcome depends on the grade of the contracted
socket and associated ocular conditions. The higher degree
of the contracted socket is associated with a poorer
prognosis.16 The management of a contracted socket is
an arduous task. Cosmetic outcome is often unsatisfactory.
Recurrence is common in young individuals and has a
higher degree of contraction.
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