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Oculosporidiosis

Dear Editor,

We read with interest the article entitled �Oculosporidiosis in 
a tertiary care hospital of western Orissa, India: a case series�.1 

We would like to make a few comments on the report as well 
as share some of our own experiences.

The etiological agent, of rhinosporidiosis, Rhinosporidium 
seeberi described as a phycomycete by Ashworth in 1923, has 
for long been a subject of taxonomic uncertainty, because 
the organism can neither be isolated nor cultured. Some 
authors postulated that the agent is not a fungus but a 
prokaryotic cyanobacterium called Microcystis aeruginosa.2 
However, through molecular biological analysis of the 
organism�s ribosomal DNA, the responsible agent is 
now considered by most as an aquatic protistan parasite 
belonging to a novel group of Þ sh parasites that infect Þ sh 
and amphibians, located phylogenetically between the 
fungal animal divergence.3

Apart from the regions mentioned by the authors, 
Chhatt isgarh is another area where the disease is endemic, 
probably because of the hot and humid climate. Here, it 
is mostly seen in agricultural laborers belonging to low 
socioeconomic status. Most of the aff ected persons give a 
history of taking bath in stagnant ponds which is shared 
by catt le who harbor this disease.4

The term subcutaneous involvement separately mentioned 
in the text and also mentioned as a separate column in 
Table 1 is probably involvement of the lacrimal sac showing 
spread to adjacent areas.

In our ongoing series started in 2001, we found recurrence 
in both conjunctival and lacrimal sac rhinosporidiosis. 
Conjunctival growths recurred less oft en than growths in 
the sac. Whether it was a true recurrence or re-infection is 
diffi  cult to prove, especially in cases of conjunctival growth, 
because they are relatively easily removed in toto unlike 
those involving the sac. Cauterizing the base of the lesion 
aft er surgery may further help in reducing recurrences.

In the series presented, the authors have mentioned a low 
recurrence rate, at the same time reporting a recurrence 
in two out of Þ ve cases of lacrimal sac rhinosporidiosis 
(with subcutaneous involvement) within one year (40% 
recurrence, if lacrimal sac rhinosporidiosis is considered 
separately), which cannot be considered a low recurrence 
rate.

We routinely use povidone iodine 5% in all our cases aft er 
excision of the growth. Arseculeratne et al. have reported a 
metabolic inactivation of endospores on exposure to certain 
biocides including povidone iodine. This might prevent 
recurrence of the disease due to autoinoculation of the 
endospores contaminating the adjacent mucosal surfaces 
during surgery.5

The organism has also been reported to aff ect skin and bones 
apart from sites mentioned by the authors. It has also been 
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our experience that in long-standing extensive involvement 
of the lacrimal sac, the surrounding bones get eroded.

Lacrimal gland involvement, as mentioned in the report 
(page 300 column 2 line15) has not yet been reported to 
the best of our knowledge, if so, it must be a unique case 
worth investigation.
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Authors� reply

Dear Editor,

We thank the readers for their interest in our article1 and for 
their valuable comments.2 The readers have rightly observed 
that including Rhinosporidium seeberi under Phycomycetes is 
wrong. We apologize for our error and thank the above readers 
for pointing that out. The molecular biological analysis of the 
organism�s ribosomal DNA has proved it to be an aquatic 
protistan parasite.3 While reviewing the literature, we did 
come across the fact that Chhatt isgarh is an endemic area for 
oculosporidiosis and many cases have been reported from that 
state in the last few years. We regret the error. The subcutaneous 
involvement mentioned in the text and Table 1 is actually the 
involvement of the lacrimal sac. Again the reader has rightly 
pointed out that recurrence is seen in both conjunctival and 
lacrimal sac rhinosporidiosis. However, in our study, recurrence 
was seen only in lacrimal sac rhinosporidiosis. This may be 
because the follow-up period in our study was limited. We have 
mentioned a low recurrence rate in comparison to Kuriakose et 
al.4 However, we also agree that a recurrence rate of 40% cannot 
be considered low.
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Transcorneal extrusion of a posterior 
chamber intraocular lens: An unusual 
presentation of intraocular lens 
dislocation

Dear Editor,

Transcorneal extrusion of anterior chamber intraocular lens 
(IOL) through the surgical wound has been well documented 
in the literature1 and the erosion of anterior chamber lens 
through the sclera in patients with underlying connective tissue 
disorder has also been reported.2,3 Extrusion of a posterior 
chamber IOL through a diseased cornea at a site unrelated to the 
surgical incision is a very rare occurrence.4 We describe a case 
of transcorneal extrusion of a posterior chamber IOL following 
an episode of corneal ulcer.

A 65-year-old woman had undergone extracapsular 
cataract extraction in the right eye with posterior chamber IOL 
implantation in 1994, with recorded best corrected visual acuity 
in the early postoperative period of 20/60. She had a reportedly 
uneventful postoperative period until 2004 when she developed 
sudden diminution of vision, redness, pain and photophobia 
in the operated eye. She had reportedly taken treatment for 
a large corneal ulcer in the right eye, which subsequently 
healed. However, the poor vision, pain and irritation persisted 
and became especially severe in the last Þ ve days prior to 
presentation in July 2006. On initial examination visual acuity 
of the right eye was hand movements and that of the left  eye 
was 20/80, with accurate projection of rays in all quadrants. 
Slit-lamp biomicroscopic examination of the right eye showed 
the polymethyl methacrylate (PMMA) optic (with dialing holes) 
lying over the leucomatous cornea with a circular depression 
in the central cornea identical in size and shape to the optic of 
the posterior chamber IOL. The tips of the two polypropylene 
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4. haptics were loosely embedded in the leucomatous peripheral 
cornea, which showed superÞ cial and deep vascularization 
[Fig. 1]. No view of the anterior segment was possible. Slit-
lamp examination of the left  eye showed a posterior chamber 
IOL but was otherwise unremarkable. B-Scan ultrasonography 
of the right eye revealed old vitreous opacities and att ached 
retina. Fundus examination of the left  eye was normal. Surgical 
removal of the lens was done and patient was prescribed topical 
third-generation ß uoroquinolone, Gatiß oxacin (Gatiquin eye 
drops, 0.3%, Cipla) instillation two-hourly, atropine (1%) drops 
twice a day; and the eye was patched to help re-epithelization. 
Patient was registered for penetrating keratoplasty at our 
center and would be taken up when the donor cornea becomes 
available.

Decompensation of cornea has been among the most 
common and visually disabling complications of IOL 
implantation since the introduction of this procedure. A 
decompensated cornea is more susceptible to serious secondary 
complications. If treatment is delayed, such an event can lead 
to transcorneal extrusion of the pseudophakos. In the present 
case the intraocular lens may have extruded through the site 
of the perforated corneal ulcer and had remained impacted 
on the corneal surface, allowing healing under it. We propose 
the term �IOL sitt ing on the cornea� for the clinical picture 
described in the present case report as this route and mode of 
total transcorneal extrusion of a posterior chamber IOL is an 
unusual occurrence.
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Figure 1: Extruded posterior chamber intraocular lens through the 
cornea
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