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6  weeks. Corneal opacity with peripheral anterior synechiae 
was observed at the site of PPG [Fig. 3]. At the end of 5 months 
follow-up, the treated eye had normal vision, tension and 
fundus. There was no recurrence of uveitis.

Anterior granulomatous uveitis due to nonviable parasite is 
a recognized clinical[1] entity. Our patient’s condition resembles 
trematode-induced granulomatous uveitis[2] described by 
Rathinam et al., but, in our experience, response of PPG to 
topical steroid eye drops or surgical excision was unpredictable 
and unsatisfactory. Because surgical manipulation of[3] 
nonviable parasite can cause exacerbation of inflammation, 
we performed limbal cryotherapy.

Even though eosinophilia is a feature of visceral larva 
migrans,[4] decline of serum IgE following ocular cryotherapy 
rules out intraocular and visceral parasite. Our LC is different 
from[5] cyclodestructive cryotherapy. Limbal stem cells 

Figure 3: (a) Angle granuloma not responding to steroid. (b) Two 
months after limbal cryotherapy granuloma regressed and uveitis 
controlled. Endothelial opacity seen at 6 o” clock position

Table 1: Biochemical values of the patient with acute 
granulomatous anterior uveitis

Investigation Result Normal range

Serum IgE 1462 IU/mL 0–52 IU/mL

pretreatment

Posttreatment 
(1 week)

182 IU/mL

Serum 
angiotensin 
converting

enzyme 19.8 U/L 8–52 U/L

Serum calcium 9.4 mg/dL 8.5–10. 5 mg/dL

Serum C-reactive 
protein

6.5 mg/L 0.0–6.0 mg/L

VDRL Nonreactive Nonreactive

Hemoglobin 11.2 gm% 11.5–13.5 gm%

Total WBC 8000 cells/mm³ 4500– 11,000 cells/mm³

Differential count

Neutrophils 35 40–60%

Lymphocytes 55 20–44%

Eosinophils 10 00–05%

ESR 1/2 h: 20 mm
1 h: 40 mm 03–15 mm

deficiency and hypotony are potential complications.

In conclusion, LC along with topical steroids is effective 
in treating PPG involving less than 1 o” clock hour position 
in angle.
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Intravitreal bevacizumab 
monotherapy for treatment-naïve 
polypoidal choroidal vasculopathy

Dear Editor,
Polypoidal choroidal vasculopathy (PCV) is primarily a 
choroidal vascular disease, which can lead to acute severe 
visual loss secondary to massive submacular or vitreous 
hemorrhage.

Various treatment modalities, such as direct thermal laser 
photocoagulation, tissue plasminogen activator (t-PA) injection 
with gas displacement, submacular surgery and macular 
translocation surgery have been proposed. Photodynamic 
therapy (PDT) with verteporfin has shown good results for 
PCV, but extensive subretinal hemorrhages and exudation 
limits its application.[1] Favorable results have been reported 
with combined therapy, including PDT and intravitreal 
bevacizumab (IVB), to treat PCV.[2]

We evaluated nine eyes of eight patients with PCV 
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who were treated with IVB monotherapy. We excluded 
patients that had any previous treatment for PCV or wet 
age-related macular degeneration (AMD) in the study or 
contralateral eye.

All participants received a comprehensive ocular 
examination including digital fluorescein angiography (FA), 
indocyanine green angiography (ICGA) and optical coherence 
tomography (OCT) at baseline, and at 3-monthly interval visits 

till last follow-up. IVB injection was performed as per standard 
protocol. Repeat treatment was performed every 4 weeks if the 
OCT showed persistent pigment epithelial detachment (PED)/
subretinal fluid (SRF) or active polypoidal lesion on fundus 
fluorescein angiography (FFA)/ICGA.

The mean age was 60.6 years and 37.5% of the patients were 
female. At baseline, the median Snellen best corrected visual 
acuity (BCVA) was 20/2000 (range 20/30–20/10,000). The mean 
follow-up duration was 8.4 months (range 4–12 months).

All eyes showed resolution of subretinal hemorrhage, PED 
[Fig. 1] and angiographic activity [Fig. 2], but persistence of 
polypoidal lesion was noted in three eyes. At the last follow-
up, the median Snellen BCVA was 20/100 (range 20/25–20/400). 
The mean log MAR BCVA showed a statistically significant 
improvement from 1.41 to 0.63 (P = 0.04). Seven (77.7%) eyes 
showed significant improvement in visual acuity, with mean 
number of line improvement of 6.5. The remaining two eyes 
maintained the baseline visual acuity till last follow-up. 
The mean number of injections was 2.3. The mean longest 
treatment-free period was 5.88 months. No significant systemic 
or ocular side-effects were observed in any of the eyes receiving 
IVB injections.

In our study, mean BCVA improvement of 2 or more lines 
was seen in 72% of the patients, and the remaining 28% 
showed a stabilization of visual acuity at mean follow-up of 
8.4 months. Kokame et al.,[3] reported stabilization of vision at 
6 months, with monthly intravitreal injection of ranibizumab 
in PCV.

Lai et al., reported stabilization of vision and reduction in 
exudative detachment with intravitreal bevacizumab, but a 
limited role in regression of polypoidal lesions in ICGA. Persistent 
lesions were treated with PDT.[4] In our study, persistent lesions 
were closely followed-up, which did not bleed again during the 
follow-up. Complete regression of polypoidal lesion in ICGA may 
not be the therapeutic target, but close follow-up is mandatory.

In conclusion, our study demonstrated that IVB injection 
helps to improve or maintain the vision in patients with 
symptomatic treatment-naïve PCV.
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Figure 1: Fundus photo at baseline (a) shows hemorrhagic pigment 
epithelial detachment (PED) involving the fovea with subretinal 
hemorrhage. (b) (at 1-month follow-up) Reduction in the PED with 
decrease in subretinal hemorrhage. (c) (at 3-month follow-up) 
Disappearance of subretinal hemorrhage and PED. (d) OCT at baseline 
shows a PED with intraretinal cystic fluid at the edge of the PED. (e) (At 
1‑month follow‑up) and (f) (at 3‑month follow‑up) Significant reduction 
in the height of the PED on OCT
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Figure 2: Indocyanine green angiographic images (a) before treatment 
and (b) 1 year after treatment, showing regression of polyps (arrows) 
after treatment
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An unusual case of peripheral 
ulcerative keratitis as a presenting 
feature in an otherwise healthy 
patient with undiagnosed human 
immunodeficiency virus infection and 
low CD4 counts

Sir,
Peripheral ulcerative keratitis (PUK) as initial manifestation 
in a patient with asymptomatic human immunodeficiency 
virus (HIV) infection is rarely reported. Herein, we describe 
HIV vasculitis presenting as PUK in an otherwise healthy 
HIV-infected patient.

A 40-year-old married female presented with right eye 
redness, blurring of vision and pain since 1 month with no 
history of trauma, discharge, watering or contact lens wear 
without any complaints in left eye and no significant systemic 
history. The best corrected visual acuity was 20/40 and 20/20 in 
the right and left eyes, respectively. On slit lamp examination, 
the right eye showed a crescentic lesion involving the nasal 
corneal margin from 1 to 5 o’clock in the clockwise direction 
with associated stromal thinning; conjunctival involvement in 
the form of nodular lesion with dilated tortuous vessels and 
underlying scleral thinning [Fig. 1]. Ocular adnexa, corneal 
sensations and dilated fundus examination of both eyes were 
normal.

With an impression of PUK, the patient was advised the 
following investigations: erythrocyte sedimentation rate (ESR), 
rheumatoid arthritis factor, antineutophil cytoplasmic antibody, 
Venereal Disease Research Laboratory test, counselled enzyme-
linked immunoassay (ELISA) for HIV, X-ray chest, Mantoux test 
and rheumatologist opinion. Corneal scraping was subjected 
to Gram and Giemsa stains, KOH mount and culture and 
sensitivity, and was reported to be negative.

Rheumatology opinion showed no clinical evidence of 
collagen vascular disorder. All blood investigations, Mantoux 
test (4 mm induration), ESR (15 mm) and X-ray chest were 
normal. ELISA for HIV was reported to be positive. The 
patient was started on lubricant drop and referred to the 

HIV clinic. CD4 counts (110 cells/cu mm) and viral load by 
polymerase chain reaction (PCR) (163,960 copies/mL) were 
done and the patient was started on anti-retroviral therapy 
(ART) – (zidovudine 300 mg BD, lamivudine 150 mg BD 
and efavirenz 600 mg OD). Impression cytology of the lesion 
showed inflammatory cells (neutrophils and lymphocytes) 
suggesting an active disease process. Scraping was repeated 
and PCR done for herpes simplex virus 1 and 2 and herpes 
zoster virus, and was negative. The lesion that initially showed 
worsening after starting ART (immune recovery response) 
showed almost complete resolution over the next 2 months, 
with minimal residual subconjunctival scarring [Fig. 2].

PUK with central retinal vein occlusion[1] and PUK 
secondary to ocular surface infection with herpes zoster virus[2] 
have been previously reported in the literature as presenting 
feature of HIV infection. Our patient had no history of chicken 
pox, no evidence of herpes zoster or any systemic condition 
known to be associated with PUK in HIV infection. Vasculities 
in HIV infection is an uncommon but important pathogenic 
factor that might manifest as organ-based disease process. 

Figure 1: Right eye showing a crescentic lesion nasally with associated 
stromal thinning, conjunctival involvement and underlying scleral 
thinning

Figure 2: Right eye showing almost complete resolution of the lesion 
with minimal subconjunctival scarring at 8 weeks follow-up
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