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Descemet�s membrane detachment 
caused by inadvertent vancomycin 
injection

Harsha Bhatt acharjee, MS;
Kasturi Bhatt acharjee, MS, FRCS;

Jnanankar Medhi, MS; Abu Altaf, DO

Descemet�s membrane detachment is a condition with a wide 
range of etiologies. The most common cause is a localized 
detachment occurring aft er cataract surgery. We report a case of 
vancomycin injection-induced Descemet�s membrane detachment 
as a complication following a routine cataract surgery and its 
management.
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Descemet�s membrane detachment (DMD) can occur during 
anterior segment ocular surgery with instrumentation1 or 
following inadvertent injection of ß uid just posterior to the 
corneal stroma (or in the very posterior stroma).2,3 In the 
former, the detached Descemet�s membrane (DM) may hang 
in a scroll-like manner in the anterior chamber (AC) from its 
root of att achment to the corneal stroma. On the contrary, in the 
latt er situation the injected ß uid in the corneal stroma causes 
hydrodissection and separation of the DM along with the 
corneal endothelium and it remains att ached to the stroma all 
around beyond the site of detachment. This report documents 
a case of DMD following intrastromal injection of vancomycin 
and its treatment and recovery.

Case Report
An 85-year-old gentleman reported for cataract surgery in his 
left  eye. Routine preoperative slit-lamp examination (SLE) of 
the left  eye revealed ectopic pupil with peripheral anterior 
synechiae from 9 to 11 o�clock position with atrophic iris 
changes in that sector (the patient did not have any history of 
ailment, injury or surgery in the left  eye) and nuclear sclerotic 
(Grade III) cataract. Corneal status, AC depth, intraocular 
pressure and ocular fundus were within normal limits in 
the left  eye. Ultrasound biomicroscopy (UBM) of the left  eye 
revealed complete obliteration of the angle recess from 9 to 11 
o�clock position along with atrophy of the adjoining iris and 
ciliary body.

T h e  p a t i e n t  u n d e r we n t  r o u t i n e ,  u n e ve n t f u l 
phacoemulsiÞ cation with foldable intraocular lens implantation 
(Acrysof, Alcon) under topical anesthesia through a 2.75 mm 
clear corneal tunnel (superior) and two corneal sideports. At the 
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end of the surgery, during intracameral injection of vancomycin 
hydrochloride (Vancocin) with a 27-gauge cannula through the 
three o�clock sideport, the drug was injected inadvertently into 
the corneal stroma resulting in DMD involving about half of the 
cornea. Immediately a cellophane-like reß ex from the surface 
of the detached DM was seen under the operating microscope. 
The detachment was managed with intracameral injection of 
sterile air. A 27-gauge cannula was introduced through the 
10 o�clock sideport and advanced into the AC parallel to the 
iris plane till the tip of the cannula was clearly in the AC. Air 
was injected with the cannula facing posteriorly and forming 
a single, large, full-chamber air bubble in the AC, ß att ening 
the detached membrane on to the stroma and acting as a 
tamponade. The patient was discharged with topical steroid-
antibiotics and hyperosmotic saline eye drops and advised to 
maintain supine (face up) position.

First postoperative day vision was 20/200 (pinhole). The SLE 
showed corneal stromal edema, apposition of DM except in its 
inferotemporal quadrant and a freely moving half chamber air 
bubble in the AC with an otherwise quiet eye. Corneal edema 
started subsiding clinically from the Þ ft h postoperative day, but 
a curvilinear border demarcating the att ached and detached DM 
was still identiÞ able [Fig. 1] along with minimal DMD [Fig. 2]. 

Figure 1: Slit-lamp photograph (  fth postoperative day) showing 
curvilinear border (arrows) demarcating the attached and detached 
Descemet’s membrane

Figure 2: Slit-lamp photograph showing reducing Descemet’s 
membrane detachment (inset showing magni  ed view)
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Figure 3: Comparative postoperative photographs showing reducing 
corneal edema with complete reattachment of Descemet’s membrane. 
A. First postoperative week (third postoperative day) and B. Twelfth 
postoperative week

Progressively the cornea cleared from center to periphery and 
the DMD was completely re-att ached by the eighth postoperative 
week. On the last follow-up (12th week), the best corrected visual 
acuity was 20/30 with a SLE showing quiet anterior segment 
without any clinically detectable corneal edema [Fig. 3].

Discussion
Descemet�s membrane detachment is neither rare, nor always 
a benign problem with a wide range of etiologies. The most 
common cause is a localized detachment occurring during 
instrumentation in cataract surgery1,4, higher incidence being 
observed in clear corneal procedures.4 It is also seen following 
uncomplicated clear corneal phacoemulsification.5 It may 
occur following inadvertent intracorneal injection of ß uids 
like viscoelastics2,3,6,7 and is also possible with other ß uids like 
balanced salt solution, adrenaline and antibiotics. Small and 
localized DMDs are insigniÞ cant and resolve spontaneously 
with medical management. Large DMDs are rare and may cause 
vision loss because of subsequent corneal decompensation. 
These require surgical treatment like internal tamponade using 

Figure 4: Schematic diagram showing DM detachment with the 
accumulated vancomycin in the intrastromal pocket

air or non-expansile mixture of perß uoropropane (C3F8) or 
sulphur hexaß uoride (SF6) gas in the AC.8,9

In our case vancomycin hydrochloride solution (1 mg/
0.1 ml) was inadvertently injected into the corneal stroma at 
the clear corneal sideport incision resulting in a planar DMD 
aff ecting nearly half the cornea and was att ached all around 
the ß uid pocket except at the injection site. The air injected into 
the AC could not express out the intracorneal pocket of ß uid 
and appose the DMD immediately as accidental injection site 
had closed by corneal tissue edema. Buoyancy of the injected 
tamponading air bubble in the AC along with the corneal 
endothelial pump action, supportive hygroscopic action of 
the hyperosmotic saline solution helped in re-att achment of 
the DMD [Fig. 4].

It was observed that the inadvertent injection of 0.1 ml 
of the antibiotic vancomycin hydrochloride at the strength 
of 1 mg/0.1 ml into the corneal stroma did not result in any 
clinically detectable signs of corneal scarring or endothelial 
damage till the last follow-up (12th postoperative week). 
Knowledge of the possible eff ects of antibiotic agents and 
their diluents on the corneal stroma in their intracameral 
dose is limited. Sandboe et al., have reported that vancomycin 
in the concentration of 1.0 mg/ml is nontoxic to the rabbit 
endothelium.10 A PubMed search revealed case reports of DMD 
following accidental injection of ß uids like viscoelastics.2,3,6,7. 
This report, we believe, is the Þ rst documentation of DMD 
induced by injection of vancomycin. At the last follow-up, 
there was excellent anatomical and functional recovery and we 
could not detect any signiÞ cant corneal endothelial or stromal 
damage following intrastromal injection of vancomycin. 
However, it is diffi  cult to predict the long-term clinical course 
and a longer follow-up is necessary for drawing any conclusion 
regarding corneal toxicity of the antibiotic. The current case 
adds to the spectrum of causes of DMD that can occur during 
routine cataract surgery and its subsequent management.

Conclusion
A routine approach of DMD management is recommended 
even for vancomycin hydrochloride-induced DMD.
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Voriconazole for the treatment of 
refractory Aspergillus fumigatus 
keratitis

Hĳ ab Mehta, MS; Hitendra B Mehta, MS;
Prashant Garg, MS; Harish Kodial, MS

We report a case of Aspergillus fumigatus keratitis in a 53-year-old, 
well-controlled diabetic female who did not respond to standard 
antifungal treatment. She was started on topical natamycin 
eye drops, but the infiltrate continued to progress. Topical 
amphotericin B and systemic ketoconazole was added, however, 
there was no response and the inÞ ltrate increased further. She 
was then switched to topical and systemic voriconazole. Steady 
resolution of the inÞ ltrate was noted within 2 weeks of therapy.
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Fungal keratitis is a leading cause of ocular morbidity; one 
report from South India found that 44% of all central corneal 
ulcers are caused by fungi.1,2 Isolated pathogens vary with the 
geographic area studied.3 Yeast, especially Candida predominate 
in the temperate regions, whereas tropical isolates are mostly 
Þ lamentous fungi. In India, Þ lamentous fungi are the major 
etiologic agents of fungal keratitis. Fusarium and Aspergillus 
species are the most commonly implicated pathogens.2-5

Therapy of fungal infections, both ocular and systemic, can be 
diffi  cult and prolonged. Challenges include limited number of 
antifungal agents, fungistatic nature of the available antifungals 
and poor tissue penetration of previously investigated agents. 
Voriconazole (Vfend; PÞ zer Pharmaceuticals) is a new triazole 
antifungal agent, with the broadest spectrum of antifungal 
activity.6-10 The purpose of this case is to report that voriconazole 
has worked eff ectively in a patient with Aspergillus fumigatus 

keratitis, which did not respond to standard antifungal 
therapy.

Case Report
A 53-year-old female came to us with history of foreign 
body entry in the left  eye. Renovation of her house was 
underway and the exact nature of the foreign body was not 
known to her; however, she washed her eyes with plenty of 
tap water to get rid of it. She presented to us the next day 
with a large central corneal epithelial defect 7 mm × 6 mm 
in size, there was no inÞ ltrate, there were two old corneal 
scars in the midperipheral cornea, she was treated with 
topical gatiß oxacin and homatropine. The epithelial defect 
reduced, she was symptomatically bett er on the following 
day; however, on the third day, she developed a superÞ cial 
corneal inÞ ltrate with hyphate edges 2 mm × 1 mm and a 
satellite lesion [Fig. 1], visual acuity was 20/40, clinically it 
appeared to be a fungal infection. Our patient was a family 
physician herself and was explained the need for a corneal 
scraping [Fig. 2]; she insisted that we give empirical treatment 
with an antifungal medication and scrape only, if there was 
no response. She was treated with 5% natamycin eye drops 
half hourly along with homatropine eye drops thrice a day 
and gatiß oxacin eye drops four times a day, also epithelial 
debridement was done regularly in view of poor corneal 
penetration of topical antifungal agents. Aft er showing an 
initial response to the treatment [Fig. 3], the inÞ ltrate increased 
in size and density, corneal scraping revealed Þ lamentous 
fungus, cultures grew Aspergillus fumigatus [Fig. 4]. Since she 
had worsened despite 2 weeks of natamycin, we added topical 
amphotericin B 0.15% and systemic ketoconazole 200 mg 
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Figure 1: Central in  ltrate with hyphate edges, two old scars towards 
11 o’clock and 5 o’clock




