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closely as vision-threatening complications may develop late 
in the course of the disease. 

The pathological damage caused by a caterpillar hair is 
a function of its direct toxicity and locomotion. The force 
with which the hair strikes the eye may determine the risk of 
intraocular penetration. However, the quantum of hair present 
on the ocular surface and direct contact with a caterpillar do 
not influence the risk of penetration as seen from our analysis. 

Frank endophthalmitis is very rare, although mild grades 
of vitritis have been more commonly reported. Posterior 
segment involvement may occur early or even years later. The 
majority of patients with vitreoretinal hair, in our series, did 
not have anterior chamber hair favoring transcleral penetration. 
Late onset endophthalmitis requiring vitrectomy has been 
reported despite adequate treatment of the anterior segment 
manifestations.[2,3]

In conclusion, a majority of the cases of CHIO are limited 
to manifestations of the type I to type III variety, which 
respond well to removal of the hair and standard topical 
steroid management. The prognosis is relatively good even 
with intraocular penetration of the hair. Despite the grave 
range of possibilities in the manifestations, the outcome in 
most of the cases is satisfactory, if diagnosed early and treated 
appropriately. The presence of intracorneal hair is a significant 
risk factor for intraocular penetration.
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Presumed sclerotomy site bleeding 
inflowing into the anterior chamber 
after the removal of a 23-gauge 
microcannula in 23-gauge sutureless 
vitrectomy

Dong Heun Nam, Sang Chul Yoon, Dae Yeong Lee,  
Hee Jin Sohn

We experienced two cases of the influx of the sclerotomy 
site bleeding into the anterior chamber during 23-gauge 
sutureless vitrectomy for pseudophakic rhegmatogenous retinal 
detachment. Soon after the removal of a 23-gauge microcannula 
at the end of the surgery, presumed sclerotomy site hemorrhage 
was rapidly fluxed into the anterior chamber. The anterior 
chamber bleeding might come from the sclerotomies rather 
than from episcleral vessels. The posterior pressure in the gas-
filled pseudophakic eye might have pushed the sclerotomy 
site bleeding into the anterior chamber. We could not find any 

vitreous hemorrhages. The hemorrhage within the anterior 
chamber spontaneously absorbed within 14 days.
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Transconjunctival sutureless vitrectomy has gained popularity 
in recent years. The use of 25-gauge or 23-gauge instruments 
showed many advantages over the conventional 20-gauge 
vitrectomy system, and there were many reports on the safety 
and efficacy of 25-gauge or 23-gauge vitrectomy for a variety of 
vitreoretinal diseases.[1,2] However, the complications involving 
those small-gauge instruments remain problematic.[3-5] We 
experienced presumed sclerotomy site hemorrhage inflowing 
into the anterior chamber following the removal of the 23-gauge 
microcannula in 23-gauge sutureless vitrectomy.

Case Reports

Case 1
A 57-year-old man with diabetes was diagnosed with 
inferotemporal pseudophakic rhegmatogenous retinal 
detachment with a retinal tear at the 11 o’clock position in the 
right eye. Best-corrected visual acuity (BCVA) was 20/200 and 
the axial length was 22.86 mm.

Avinash K
Rectangle

Avinash K
Rectangle



544 Indian Journal of Ophthalmology Vol. 58 No. 6

Vitreous surgery was carried out using a 23-gauge vitreous 
cutter driven by a vitrectomy unit (Associate 2500, DORC 
International, The Netherlands) and the DORC two-step 
system (DORC International). The procedure was started 
with a scleral tunnel incision radial to the limbus, as Eckardt 
described.[2] During the surgery, there were no specific events 
such as hemorrhages. Endolaser photocoagulation and air-
gas (12% C3F8) exchange were performed. At the end of the 
surgery, the three microcannulae were withdrawn from 
the scleral tunnel and the immediate postoperative tactile 
intraocular pressure (IOP) felt normal [Fig. 1A]. About 
15 s after removal of the cannulae, the anterior chamber 
hemorrhage was noticed [Fig. 1B]. It was rapidly inflowing 
from inferotemporal area of the chamber into the whole space. 
In addition, there were severe subconjunctival hemorrhages 
and chemosis in the inferotemporal sclerotomy site [Fig. 1C]. 
Surgery was completed without any additional procedure. 
Postoperatively, we could not find any vitreous hemorrhages 
and the sclerotomy was well closed. The anterior chamber 
hemorrhage and subconjunctival hemorrhage were completely 
absorbed within 14 days [Fig. 1D] and the IOP maintained was 
14 mmHg. Six months after the surgery, BCVA was 20/40 and 
fundus examination revealed a flat retina.

Case 2
A 46-year-old man without diabetes was diagnosed with 
superior pseudophakic rhegmatogenous retinal detachment 
with a retinal tear at the 12 o’clock position in the right eye. 
BCVA was 20/100 and the axial length was 24.05 mm.

Vitreous surgery was carried out using a 23-gauge vitreous 
cutter and the DORC two-step system. During the surgery, 
there were no specific events. Endolaser photocoagulation and 
air-gas (12% C3F8) exchange were performed. At the end of the 
surgery, the three microcannulae were withdrawn from the 
scleral tunnel and the immediate postoperative tactile IOP felt 

normal [Fig. 2A]. About 20 s after the removal of the cannulae, 
the anterior chamber hemorrhage was noticed [Fig. 2B]. It was 
slowly inflowing from the superonasal area of the chamber 
[Fig. 2C]. Meanwhile, there was neither subconjunctival 
hemorrhage nor chemosis in the superonasal sclerotomy site. 
Surgery was completed without any additional procedure. 
Postoperatively, we could not find any vitreous hemorrhages 
and the sclerotomy was well closed. The anterior chamber 
hemorrhage was completely absorbed within 7 days [Fig. 2D] 
and the IOP maintained was 17 mmHg. Six months after the 
surgery, BCVA was 20/40 and fundus examination revealed a 
flat retina.

Discussion
The scleral incision with the 23-gauge or 20-gauge stiletto 
blade could frequently lead to bleeding from episcleral 
vessels or sclerotomies. Even though it is only mild bleeding, 
diathermy has usually been used in conventional 20-gauge 
vitrectomy. However, it is unavailable in transconjunctival 
sutureless vitrectomy. Experienced surgeons have noticed 
that the placement of the microcannula within the tunnel 
always resulted in the stoppage of the bleeding and the 
withdrawal of the cannula sometimes resulted in minor 
subconjunctival bleeding in the area of sclerotomy.[2] In a study 
of endoscopic observation, Koch et al.[6] reported sclerotomy 
site microbleeding, which stopped spontaneously. 

In this study, both patients had two-step 23-gauge 
sutureless vitrectomy and gas tamponade for pseudophakic 
rhegmatogenous retinal detachment. Intraoperatively, we 
could not find any intraocular or periocular hemorrhage except 
for minor subconjunctival bleeding in the area of sclerotomy. 
Soon after the removal of the microcannulae at the end of the 
surgery, we noticed significant subconjunctival bleeding just 
in one eye. Furthermore, the hemorrhage inflowing into the 
anterior chamber is considered as intraocular hemorrhage. 
Therefore, we suppose that the anterior chamber bleeding 
might come from the sclerotomies rather than from episcleral 

Figure 1: Sequential intraoperative photographs (A–C). (A) Microscopic 
overview showing no hemorrhagic sign at the end of vitrectomy. (B) 
About 15 s after the removal of the cannulae, hemorrhage was found 
inflowing into the anterior chamber from the inferotemporal area of 
the limbus. (C) Anterior chamber hemorrhage, severe subconjunctival 
hemorrhages and chemosis in the inferotemporal sclerotomy site. 
(D) Slit-lamp photograph at postoperative 14 days shows that the 
hemorrhage was completely absorbed

Figure 2: Sequential intraoperative photographs (A–C). (A) No 
hemorrhagic sign at the end of vitrectomy. (B) About 20 s after the 
removal of the cannulae, hemorrhage starts inflowing into the anterior 
chamber from the superonasal area of the limbus (yellow arrow). 
(C) Anterior chamber hemorrhage. (D) Slit-lamp photograph at the 
postoperative 7 days showing a clear anterior chamber
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vessels. The posterior pressure in the gas-filled pseudophakic 
eye might have pushed the sclerotomy site bleeding into the 
anterior chamber.

Although anterior chamber bleeding after sutureless 
vitrectomy is a rare complication, clinicians should be aware 
of this inevitable adverse event when preparing patients for 
pseudophakic rhegmatogenous retinal detachment surgery. 

References
1. Warrier SK, Jain R, Gilhotra JS, Newland HS. Sutureless vitrectomy. 

Indian J Ophthalmol 2008;56:453-8.
2. Rajesh S, Subrato M, Sat Pal G. Sutureless vitrectomy: Review of 

journal abstracts. Indian J Ophthalmol 2008;56:529-32.
3. Inoue M, Noda K, Ishida S, Nagai N, Imamura Y, Oguchi Y. 

Intraoperative breakage of a 25-gauge vitreous cutter. Am J 
Ophthalmol 2004;138:867-9.

4. Chen CJ, Satofuka S, Inoue M, Ishida S, Shinoda K, Tsubota K. 
Suprachoroidal hemorrhage caused by breakage of a 25-gauge 
cannula. Ophthalmic Surg Lasers Imaging 2008;39:323-4.

5. Ooto S, Kimura D, Itoi K, Mukuno H, Kusuhara S, Miyamoto N, 
et al. Suprachoroidal fluid as a complication of 23-gauge vitreous 
surgery. Br J Ophthalmol 2008;92:1433-4.

6. Koch FH, Luloh KP, Singh P, Scholtz S, Koss M. ‘Mini-gauge’ 
pars plana vitrectomy: ‘Inside-out view’ with the GRIN solid rod 
endoscope. Ophthalmologica 2007;221:356-62.

Brief Communications

Uveitis and Ocular Immunology Services, Narayana Nethralaya, 
Superspeciality Eye Hospital and Post Graduate Institute of 
Ophthalmology, 121/C, Chord Road, Rajajinagar, 1st “R” Block, 
Bangalore – 560 010, Karnataka, 1L and T Microbiology Research Centre, 
Vision Research Foundation, Sankara Nethralaya, 18, College Road, 
Chennai – 600 006, Tamil Nadu, India 

Correspondence to: Dr. Padmamalini Mahendradas, Uveitis and 
Ocular Immunology Services, Narayana Nethralaya, Superspeciality 
Eye Hospital and Post Graduate Institute of Ophthalmology, 121/C, 
Chord Road, Rajajinagar, 1st “R” Block, Bangalore – 560 010, India. 
E-mail: m.padmamalini@gmail.com

Manuscript received: 18.11.09; Revision accepted: 22.07.10

Chikungunya virus iridocyclitis in 
Fuchs’ heterochromic iridocyclitis

Padmamalini Mahendradas, Rohit Shetty, J Malathi1, 
H N Madhavan1

We are reporting a case of bilateral Fuchs’ heterochromic 
iridocyclitis with chikungunya virus infection in the left eye. A 
20-year-old female was presented with a past history of fever 
suggestive of chikungunya with bilateral Fuchs’ heterochromic 
iridocyclitis and complicated cataract. She had a tripod dendritic 
pattern of keratic precipitates by confocal microscopy in the left 
eye with a stippled pattern of keratic precipitates in both eyes. 
The real-time polymerase chain reaction (RT-PCR) assay in the 
aqueous humor detected 98 copies/ml of chikungunya virus 
RNA. The patient underwent clear corneal phacoemulsification 
with in-the-bag intraocular lens implantation in the left eye with 
a good visual outcome. This is the first report where the presence 
of chikungunya virus RNA has been associated with a case of 
bilateral Fuchs’ heterochromic iridocyclitis.
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Fuchs’ heterochromic iridocyclitis is a specific form of uveitis. 
Earlier studies suggest its association with infectious agents 
like toxoplasmosis,[1] toxocariasis,[2] rubella virus,[3] and 
herpes simplex virus[4]. We report a case of bilateral Fuchs’ 
heterochromic iridocyclitis with chikungunya virus infection 
identified by real-time polymerase chain reaction (RT-PCR) in 
the aqueous humor from the left eye.

Case Report
A 20-year-old female of Indian origin presented with the 
complaint of decreased vision in the left eye since 2 weeks. 
One week prior to the onset of ocular symptoms, the patient 
had fever lasting for 3 days suggestive of chikungunya fever. 
Her ocular history was negative for trauma and previous 
inflammation. Her old investigational reports ordered by the 
physician revealed positive serum anti-rubella virus IgG (153 
IU/ml), and serum toxoplasma, cytomegalovirus, and herpes 
simplex virus antibodies were negative. Her best corrected 
visual acuity was 20/30 in the right eye and counting finger 
close to face in the left eye. Intraocular pressure was normal 
in both the eyes. Slit-lamp biomicroscopy in the right eye 
demonstrated fine-to-medium-sized keratic precipitates, 
flare+, cells+, stromal atrophy of the iris [Fig. 1], nodules on the 
pupillary margin, and grade I posterior subcapsular opacity. 
The left eye revealed fine pigments on the corneal endothelium, 
flare+, cells+, small nodules on the iris [Fig. 2A], and shallow 
anterior chamber with a mature cataract in the left eye  
[Fig. 2B]. Gonioscopy revealed open angles in both eyes. 
Fundus examination of the right eye revealed vitritis+, vitreous 
haze+ with normal posterior segment; B-scan ultrasonography 
revealed few vitreous opacities with attached retina in the left 
eye. Confocal microscopy revealed a new tripod dendritic 
pattern with stippled keratic precipitates [Fig. 3] in the left eye 
with a stippled pattern of keratic precipitates in the right eye.

Diagnosis of bilateral Fuchs’ heterochromic iridocyclitis 
with a complicated cataract was made probably of viral 
origin. A sample of aqueous humor (AH) was drawn through 
a paracentesis at the beginning of the cataract surgery for 
RT-PCR and the anterior capsule was removed during the 
capsulorrhexis in the left eye for histopathological examination.

Reverse transcriptase PCR for rubella virus on the AH was 
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