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To our knowledge, a SS‑OCT through the area of globe 
perforation has not been described before. This essay highlights 
manifestations of peribulbar anesthesia injection‑related globe 
perforation and showcases an example of severe intraocular 
injury without resultant visual compromise.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published 
and due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References
1.	 Davis  DB, Mandel MR. Peribulbar anaesthesia: Reducing 

complications. Ocular Surg News 1989;7:21‑8.
2.	 Gillow JT, AggarwalRK, Kirkby GR. A survey of ocular perforation 

during ophthalmic local anaesthesia in the United Kingdom. Eye 
1996;10:537.

3.	 Davis II DB, Mandel MR. Efficacy and complication rate of 16,224 
consecutive peribulbar blocks: A prospective multicenter study. 
J Cataract Refract Surg 1994;20:327‑37.

4.	 Berglin L, Stenkula  S, Algvere PV. Ocular perforation during 
retrobulbar and peribulbar injections. Ophthalmic Surg Lasers 
1995;26:429‑34.

5.	 Gadkari SS. Evaluation of 19 cases of inadvertent globe perforation 
due to periocular injections. Indian J Ophthalmol 2007;55:103.

Department of Ophthalmology, Government Medical College and 
Hospital, Chandigarh, India

Correspondence to: Dr. Sudesh K Arya, Professor and Head, 
Department of Ophthalmology GMCH, Sector 32, Chandigarh, India. 
E-mail: aryasudesh@gmail.com 

Manuscript received: 19.02.19; Revision accepted: 10.05.19

Cite this article as: Jinagal J, Singh T, Arya SK. Spontaneous attachment of 
detached Descemet membrane following deep anterior lamellar keratoplasty. 
Indian J Ophthalmol 2019;67:1698-9.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

For reprints contact: reprints@medknow.com

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_339_19

Spontaneous attachment of detached 
Descemet membrane following deep 
anterior lamellar keratoplasty
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A 70‑year‑old man presented with bilateral corneal spheroidal 
degeneration with corneal opacities. Visual acuity was 
hand motions close to face and denying perception of light 
in right and left eye, respectively. As the opacity was well 
circumscribed within anterior to mid stroma, a deep anterior 
lamellar keratoplasty  (DALK) in right eye was performed. 
Postoperative slit‑lamp examination revealed a hazy corneal 
graft. Anterior segment optical coherence tomography 
scan revealed increased corneal graft thickness and a 
hyperreflective membranous structure lying deep in anterior 
chamber away from donor graft [Fig. 1a]. The ASOCT was 

suggestive of a hyperreflective membrane away from the graft 
by a hyporeflective dark area suggesting a space between 
the graft and host Descemet’s membrane  (DM), peripheral 
attachment of this membrane could be traced up to the 
posterior lips of host cornea. At 1 week follow‑up, instead of 
one membrane, two membranes could be appreciated on the 
slit lamp. ASOCT revealed increased corneal graft thickness 
and two hyperreflective membranous structures lying deep in 
anterior chamber away from donor graft. These membranes 
were separated by a hyporeflective dark area suggesting two 
spaces: one between the donor corneal stromal graft and 
the pre‑Descemet’s or Dua’s layer and the other between 
the Dua’s layer and the DM [Fig. 1b]. This clinical situation 
simulated a “Pseudo Anterior Chamber”. In our case, there 
was a detachment of the pre‑Descemet’s and the Descemet’s 
layer due to the formation of both type 1 and type 2 bubble 
intra‑operatively, while attempting Anwar’s big bubble 
technique. The level of dissection was achieved at type  1 
bubble and type 2 bubble went un‑recognized. The subsequent 
separation between the donor lamella and the host would have 
occurred because of the unnoticed microperforation within the 
pre‑Descemets layer through which the air might have leaked 
and created the aforementioned separation. However, it was 
very interesting to see that there was an eventual spontaneous 
attachment between the layers after resorption of air bubble 
and the graft became clear at further follow‑up [Fig. 1c]. This 
case suggests that post DALK iatrogenic DM detachment may 
be observed till disappearance of air bubble between detached 
Descemet’s and donor graft.
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with complete recovery of vision after total DM detachment 
following DALK.[3] In our case, there was a detachment of the 
pre‑Descemet’s and the Descemet’s layer due to the possible 
type 1 and type 2 bubble creation while separating the host 
lamella using Anwar’s big bubble technique. However, it was 
very interesting to see that there was an eventual spontaneous 
attachment between the layers after resorption of air bubble 
and the graft became clear at further follow‑up. Thus, one can 
wait and closely observe for the spontaneous reattachment 
of an iatrogenic DM detachment till the resorption of the 
air bubble before undertaking any intraocular intervention. 
To our knowledge, this is the first report which describes 
pictorial representation of detached Dua’s and Descemet’s 
membranes from each other as well as from donor stromal 
graft after DALK.
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DM detachment is one of the common and challenging 
complications while dissecting the host lamellae. As by the 
consensus of most of the DALK surgeons, DALK can still be 
successfully completed with almost all microperforations.[1] 
A few microperforations might go unnoticed and present as 
double anterior chamber in the post‑operative period. It can be 
seen on the slit‑lamp examination as a distinct space between 
the donor stroma and host DM and can be very well picked‑up 
on ASOCT. A very small, peripheral, double chamber may 
resolve spontaneously after 1‑2 weeks. There have been case 
reports documenting DM detachment without rolled margins 
reattaching spontaneously after 5 months of surgery.[2] While, 
Venkatraman et al. reported a case with spontaneous resolution 

Figure 1: Anterior segment optical coherence tomography (ASOCT) 
scan: (a) Postoperative day 1 depicting an undulating hyperreflective 
membranous structure lying in anterior chamber suggestive of detached 
DM (yellow arrowhead), while pre‑Descemet’s layer (red arrowhead) 
lying in vicinity of donor stromal graft. (b) depicting separation of host’s 
pre‑Descemet’s layer (red arrowhead) from donor stromal graft and 
DM (yellow arrowhead) giving an appearance of triple anterior chamber. 
(c) After spontaneous reattachment of the detached membranes (yellow 
arrowhead)
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