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therapy using PDT and bevacizumab appears to be a promising 
approach in the primary management of SRNVM secondary 
to IMT.
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Bilateral periorbital ecchymosis in a 
case with dengue fever

Dear Editor,

Dengue is caused by one of four closely related, but 
antigenically distinct, virus serotypes of the genus Flavivirus 
and spreads by Aedes aegypti, a domestic, day-biting mosquito 
that prefers to feed on humans.[1] Infections produce a spectrum 
of clinical illness ranging from a nonspeciÞ c viral syndrome 
to severe and fatal hemorrhagic disease resulting from 
increased vascular permeability and decreased platelet count.[1] 
Varying ocular Þ ndings in dengue, though rare are known,[2-4] 

petechial hemorrhages in conjunctiva being the commonest.[2] 
Maculopathy is another common manifestation.[5] We hereby, 
report a case of bilateral periorbital ecchymosis in a case of 
dengue hemorrhagic fever.

A 22-year-old male patient admitt ed with the diagnosis of 
dengue hemorrhagic fever was referred from the medicine 
department of our hospital with complaints of bilateral 
periorbital swelling and bruising of one-day duration. There 
was no history of any blunt trauma to the orbit or the head. 
On examination, both the eyes had periorbital ecchymosis 
signiÞ cantly worse in the right eye [Fig. 1]. Both the ocular 
globes were normal with no restriction of motility and a 
visual acuity of 20/20 in both eyes. Pupils were reactive to 
light in both eyes with no relative aff erent pupillary defect. 
Intraocular pressure was 18 mm Hg in both eyes as measured 
by applanation tonometry. A dilated fundus examination 
revealed normal fundus with no evidence of hemorrhages 
or exudates. There was no evidence of ecchymosis elsewhere 
in the body. Complete blood counts of patient showed a 

Figure 4: At 12 weeks, optical coherence tomography reveals 
increased retinal thickening overlying the SRNVM

Figure 5: Color fundus picture (a) at the last follow-up reveals a 
completely regressed SRNVM. Optical coherence tomography (b) 
shows a high-reß ective, scarred subretinal membrane
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significantly reduced platelet count of 16000/µL (normal 
range 150000 - 400000/µL). The diagnosis of dengue fever was 
conÞ rmed by the detection of dengue IgM antibodies.

The patient received six units of platelet concentrate and 
supportive therapy was given in the form of antipyretics and 
volume replacement. No speciÞ c treatment was added from 
the ophthalmic point of view. He was followed up aft er one 
week, and there was no change in the periorbital ecchymosis. 
Platelet count was 28000/µL at this point. Subsequently the 
patient was lost to follow-up.

Dengue fever is considered to be rarely associated with 
ocular manifestations. The onset of symptoms appears 
to coincide with the resolution of fever and the nadir of 
thrombocytopenia.[6]

Reported ocular manifestations of dengue fever include 
subconjunctival hemorrhage, vitreous hemorrhage, choroidal 
eff usions, relative central scotoma, intraretinal hemorrhages, Roth 
spots, cott on-wool spots, retinal edema, blurring of the optic disk 
and maculopathy. Platelet count less than 50000/µL predisposes 
to ocular hemorrhages.[2] Nevertheless, periorbital ecchymosis has 
not been described as part of the clinical spectrum of dengue fever 
or any other viral fever. As it occurred with a signiÞ cantly low 
platelet count, it appears to be related to thrombocytopenia.

Patients with dengue fever who report visual symptoms 
should be evaluated promptly. Although there is no speciÞ c 
therapy, retinal hemorrhage may be an indication for early and 
aggressive correction of thrombocytopenia. Ocular alterations 
in dengue are usually self-limiting. Most of the Þ ndings resolve 
without speciÞ c treatment, but occasionally visual recovery 
may be prolonged or vision may remain permanently impaired 
in patients with a severe maculopathy.[4] To the best of our 
knowledge this is the Þ rst reported case of bilateral periorbital 
ecchymosis in a case of dengue hemorrhagic fever.
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Comparison of single injection of 
intravitreal triamcinolone versus 
single injection of intravitreal 
bevacizumab in macular edema 
secondary to branch retinal vein 
occlusions with regard to changes 
in best corrected visual acuity and 
central macular thickness in the 
short term

Dear Editor,

We would like to present our experience of single injection 
of intravitreal triamcinolone (IVTA) versus single injection of 
intravitreal bevacizumab (IVB) in macular edema secondary 
to branch retinal vascular occlusions with regard to changes 
in best corrected visual acuity and central macular thickness 
in the short term.

Our retrospective study consisted of 18 patients (mean age 
55.3 yers, 62% males) who received IVTA (0.1 ml containing 
4 mg) or IVB (0.05 ml containing 1.25 mg) during the period 
October 2007 to February 2008. All the patients included had 
non-ischemic branch retinal vein occlusion with macular 
edema which was conÞ rmed on ß uorescein angiography. The 
patients having best corrected visual acuity (BCVA) of 20/40 or 
poor with persistent macular edema for at least three months 
were included. (median duration for IVTA 3.8 months; IVB 
3.6 months and mean duration IVTA group: 3.5 months;; IVB 
group 3.1 months).

Visual acuity, intraocular pressure (IOP), anterior segment, 
posterior segment Þ ndings and macular thickness (performed 
on three-dimensional optical coherence tomography) were 
noted (pre-injection, post-injection Day 1, 7, 30, 90). Of 18 
patients, eight received IVTA and the rest were given IVB. 
The BCVA was similar in both groups at Þ rst post-injection 
day (IVTA P = 0.470; IVB P = 0.100) i.e. majority of patients 

Figure 1: Bilateral periorbital ecchymosis in a patient with dengue fever
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