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Differential corneal involvement in 
xeroderma pigmentosum

A 7‑year‑old girl was brought with an inability to open the eyes 
in bright light for the past several years. Examination revealed 
multiple hyperpigmented skin nevi involving the face, neck, 
arms, and feet suggestive of clinical diagnosis of xeroderma 
pigmentosum. The child was extremely photophobic. Lid 
margin was irregular with severe loss of lashes in the lower 
eyelid of both eyes. Conjunctiva was dry, atrophic, and 
pigmented. Cornea showed haze, edema, and vascularization. 
The left eye showed an area of corneal melt and perforation. 
As seen in both eyes, the upper one‑third of the peripheral 
cornea was relatively unaffected corresponding to the area 
that is covered by eyelids [Fig. 1]. The selective sparing of the 
superior part of the cornea is explained by the protective effect 
of the upper eyelid. This clinical observation emphasizes the 
fact that the corneal changes in xeroderma are secondary to the 
cumulative effect of exposure of ultraviolet radiation on the 
affected area. The disabling corneal changes can be prevented if 
adequate solar protection is emphasized at an early stage of life.

Figure 1: Digital photograph showing corneal haze and edema in both 
eyes. The left eye shows a perforation. The sun‑exposed areas of the 
corneas (inferior) show a more severe involvement compared with the 
area protected by the upper eyelids

Corneal “Plaque” formation after 
anti‑acanthamoeba therapy in 
acanthamoeba keratitis

A  48‑year‑old woman presented to us with left eye 
microbial keratitis. Corneal scraping revealed acanthamoeba 
cysts on microbiology examination. After 4.5  months of 
treatment with chlorhexidine 0.02% and polyhexamethylene 
biguanide (PHMB) 0.02% eye drops she presented with a tough 
“plaque” lesion involving the inferior cornea. The plaque was 
carefully excised in toto and sent for laboratory tests. Both 
microbiology and histopathology examinations revealed 
presence of numerous acanthamoeba cysts within the plaque 
along with dystrophic calcification [Fig. 1].

Plaque lesions in acanthamoeba keratitis is an uncommon 
feature.[1] Topical anti‑acanthamoeba medications alone are 
unlikely to result in a plaque formation, but its interaction with 
other drugs like dexamethasone can lead to its precipitation 
on the ocular surface.[2] When encountered they should be 
surgically excised as they may harbor acanthamoeba cysts 
that can lead to persistence or recurrence of the infection.

Plaque lesion in acanthamoeba, though rare, mandates 
surgical removal in order to decrease the infective load and 
allow better drug penetration.
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Figure  1:  (a) Slit lamp photograph demonstrating a double ring 
infiltrate of acanthamoeba keratitis at presentation.  (b) “Plaque” 
formation following 4.5  months of anti‑acanthamoeba therapy. 
(c and d) Numerous double‑walled acanthamoeba cysts visible on 
microbiology and histopathology examination of the plaque lesion
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Epicapsular stars

The persistent pupillary membrane is the remnant of tunica 
vasculosa lentis, the primary blood supply of lens during 
embryogenesis, is the most commonly seen ocular “congenital 
anomaly”.[1] It is classified as follows: Type 1, attached to iris 
only; Type 2, iridolenticular adhesions; and Type 3, attached 
to the cornea. One variety of Type 2 is epicapsular stars, a rare 
entity, which presents as multiple, star‑shaped, brown‑colored 
opacities over the anterior lens capsule, also known as the 
chicken tracks.[2,3] A  22‑year‑old male   presented with dry 
eye. His unaided visual acuity was 20/20 OU. Slit‑lamp 
biomicroscopy showed the presence of epicapsular stars OU 
[Fig. 1a and b]. As the patient experienced no visual disability 
due to the opacities, no surgical intervention was advised, 
but the patient was kept on regular follow‑up. In conclusion, 
non-vision threatening cases of epicapsular stars do not warrant 
surgical intervention.
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Figure 1: Epicapsular Stars. (a) Slit‑lamp photograph showing diffuse, 
multiple stellate‑shaped, small brownish‑golden opacities on the 
anterior lens capsule. (b) ×10 magnification
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