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A 50‑year‑old male presented with history of redness, watering, 
and photophobia associated with pain in his left eye for the past 
1 month. He gave an alleged history of some foreign body falling 
in his eye a month ago while riding a bike. Visual acuity in both 
eyes was 20/20. Slit lamp bio‑microscopy of the left eye revealed 
sectoral conjunctival congestion and typical brush‑marks like 
abrasion over the inferior corneal surface [Fig. 1a], which became 
more obvious on fluorescein staining [Fig. 1b]. Thorough lower 
tarsal plate inspection revealed a typical “Oval sign” around 
the bee stinger  [Fig.  1c]. Prompt removal of the bee stinger 
in conjunction with topical lubricating eye drops resulted in 
complete resolution of patient’s symptoms and clinical signs 
[Fig. 1d].

Discussion
Bee sting injuries are rare but often associated with several 
visually debilitating ocular complications. Typically, 
conjunctival foreign body granuloma is often caused by a 
large variety of exogenous materials (organic or synthetic).[1] 
The prevailing ocular protective mechanisms naturally assist 
spontaneous expulsion of foreign bodies from the ocular 
surface. Yet, foreign bodies might be either retained on the 
ocular surface or embedded deep inside the conjunctiva, 
leading to the formation of encapsulated inflammatory 
granuloma around it. Redness, tearing, and irritation are 
typical symptoms associated with foreign bodies in the 
eye; however, unattended retained tarsal foreign bodies 
can abrade against the cornea with a consequent ulceration 
and eventual visual axis deterioration leading to decreased 
vision.[2] While only few cases of “bee stinger granulomas” 
have been reported in the literature,[3] it is believed that they 

occur more frequently than detected. Ophthalmologists 
should include foreign body granuloma in the differential 
diagnoses of conjunctival granulomas, particularly when there 
is unilateral involvement of the inferior fornix. Prompt removal 
of the stinger can be performed simply at the slit lamp using 
topical anesthesia; our patient showed marked improvement 
after removal of the stinger, and finally, the granuloma 
faded.

Conclusion
Foreign body granuloma characteristically presents as a 
unilateral, conjunctival, oval‑shaped nodular tissue response 
around the embedded conjunctival bee stinger or foreign body. 
Hence, an accurate diagnosis of retained conjunctival foreign 
body can be made by clinically eliciting the presence of the 
classic oval sign. Surgical removal of the bee stinger and topical 
steroids are the mainstay of the treatment.
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Figure  1:  (a) Multiple, linear, epithelial scratches particularly over 
the inferior nasal quadrant of the cornea. (b) On fluorescein staining, 
epithelial scratches were more evident (curved white arrows). (c) The 
corresponding lower tarsal conjunctiva on higher magnification revealed 
the presence of a classic oval sign (black arrow) a circular perimeter 
of the conjunctival congestion that defined the extent of inflammatory 
response around the bee stinger (white arrow). (d) Post bee stinger 
removal markedly improved cornea surface
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Congenital erythropoietic porphyria  (CEP) is an autosomal 
recessive disorder with deficiency of uroporphyrinogen III 
cosynthase. Accumulation of uroporphyrin I is responsible 
for the oxygen‑dependent phototoxic dermatological, skeletal, 
visceral, and ocular damage.[1,2] The dermatological changes 
include skin ulceration and extensive mutilation in the sun 
exposed area.

Ocular complications of CEP include nodular scleritis, 
necrotizing scleritis with inflammation or scleromalacia 
perforans.  Necrotizing scleritis  and scleromalacia 
perforans are among the most commonly reported ocular 
complications.[3,4]

In our case, the patient had visual acuity of 6/12 in 
both eyes with scleritis, scleral thinning, and scleral 
calcific plaques evident on slit  lamp examination 

[Figs. 1a and b; Fig. 2a and b]. On systemic examination, patient 
had hypertrichosis, hyperpigmentation, depigmentation, 
fibrosis, and mutilation of ear, nose, and fingers  [Fig.  3]. 
Dental examination revealed brownish discoloration of teeth. 
Examination of hand and foot revealed acromiria, contracture 
of fingers, and atrophy of phalanges [Figs. 4 and 5]. Although 
the history and clinical findings suggested a possible 
diagnosis of scleritis with inflammation, the diagnosis was 
still missed by the primary treating physician. CEP can be 
associated with devastating ocular complications. Necrotizing 
scleritis is one such complication, which if managed in time 
can avoid blinding outcomes as highlighted by dramatic 
healing in our case with topical prednisolone acetate, 
moxifloxacin, and lubricants at 1‑week follow‑up [Fig. 1c and d; 
Fig. 2c and d].

This case highlights the importance of awareness about the 
ocular complications in CEP that every general practitioner 
must be acquainted with and the fact that such a presentation 
should not be confused with an infective etiology.

Conclusion
CEP is a rare disorder but can be associated with serious 
ocular complications, such as scleral melting and blindness. 
The treating physician must be aware of the ocular 
complications of this entity to ensure timely referral to 
an ophthalmologist for accurate diagnosis and prompt 
treatment.
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