
May - June 2011  231

Mucous membrane grafting for the 
post-Steven–Johnson syndrome 
symblepharon: A case report

Jayanta Kumar Das, Jnanankar Medhi,  
Ranjay Chakravarty, Ronel Soibam 

An 18-year-old woman was referred with late sequelae of 
chloroquine-induced Steven–Johnson syndrome. At the time 
of presentation, the symblepharon was involving the upper 
lids to almost the whole of the cornea, and part of the lower 
bulbar conjunctiva with the lower lid bilaterally. Other ocular 
examinations were not possible due to the symblepharon. 
B-scan ultrasonography revealed  acoustically clear vitreous, 
normal chorioretinal thickness, and normal optic nerve head, 
with an attached retina. Conjunctivo-corneal adhesion released 
by superficial lamellar dissection of the cornea. Ocular surface 
reconstruction was carried out with a buccal mucous membrane. 
A bandage contact lens was placed over the cornea followed by 
the symblepharon ring to prevent further adhesion. The mucosal 
graft was well taken up along with corneal re-epithelization. Best 
corrected visual acuity of 20/120 in both sides after 1 month and 
20/80 after 3 months was achieved and maintained till the 2.5-
year follow-up.
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Steven–Johnson syndrome (SJS) is known to be caused by 
sensitivity to drugs, variety of infection, certain vaccines, 
toxins, deep X-ray therapy, malignancy, food, and pregnancy.[1] 
The role of drugs is said to be the most important. The 
commonest causative drug has been reported to be long-acting 
sulfonamides[1] and among the antimalarial drugs, chloroquine 
is said to be the most notorious causative agent.[2] 

The treatment aims at the restoration of the anatomical 
structures and physiologic properties of the ocular surface.[3] 

In chronic phase, autologous or allogenic limboconjunctival 
graft are best used for transplantation. However, due to 

unavailability of the conjunctival tissue for transplantation in 
cases of bilateral involvement, another autologous graft, i.e., 
mucosal or amniotic membrane is used.

Case Report
An 18-year-old female patient presented with inability to open 
both eyes for 6 weeks. She had a history of fever from malaria 
2 months back for which she was treated with oral chloroquin 
phosphate 500 mg. She developed erythematous papular 
eruptions on the trunk, mouth, and limbs along with pain, 
redness, and watering from both eyes 5 days after taking the 
medication followed by gross diminution of vision and inability 
to open her eyes. She was diagnosed to be a case of SJS and was 
treated conservatively elsewhere. The erythematous lesions 
resolved completely at 4 weeks with medications, but she was 
unable to open her eyes and she was referred to us for further 
evaluation and management. At the time of presentation, her 
visual acuity was positive perception of light in both eyes, 
with both the upper lids adhered to almost the whole of the 
cornea, and part of the lower bulbar conjunctiva with the lower 
lid [Fig. 1]. Other ocular examination was not possible due to 
adhesion. Intraocular pressure was found digitally normal. 
B-scan ultrasonography (USG) revealed acoustically clear 
vitreous, normal chorioretinal thickness, and normal optic 
nerve head with an attached retina. 

Routine blood examination, blood glucose, and serum urea 
and creatinine levels were within normal limits. Physician 
evaluation was done by meticulous history taking, clinical 
examinations, and key laboratory examinations to exclude 
other blistering skin diseases such as pemphigus vulgaris, 
bullous pemphigoid, mucocutaneous diseases like Behçet’s 
syndrome and Reiter’s syndrome, and vasculitis like systemic 
lupus erythematosus. The patient was taken up for surgery 
and superficial lamellar dissection of the cornea was done 
to separate the conjunctivocorneal adhesion, followed by 
release of symblepharon between palpebral and bulbar 
conjunctiva. The inspection of the limbus revealed areas of 
scattered peripheral corneal neovascularization affecting 
less than 3 clock hours in both eyes, which implied the areas 
of limbal stem cell deficiency (LSCD) of the corresponding 
areas. Rest of the limbus appeared clinically healthy. The 
buccal mucous membrane was harvested after injecting 2% 
xylocaine with adrenaline (1 in 200,000) into the proposed site 
and the graft was removed from below moving upward. After 
harvesting, the extra fat was removed from the graft. A mucous 
membrane graft (MMG) of size 27 × 8 mm (right eye) and 26 
× 8 mm (left eye) was placed over the raw area of superior 
bulbar conjunctiva and secured with interrupted stitches 
using 8-0 vicryl. The lower bulbar conjunctiva was covered 
by a MMG of size 15 × 7 mm (right eye) and 14 × 7 mm (left 
eye) and sutured in a similar fashion. A bandage contact lens 
(BCL) was placed over the cornea. This was followed by the 
placement of a symblepharon ring to prevent the recurrence 
of symblepharon and a temporary tarsorrhaphy was placed 
in both eyes to achieve some pressure effect on the MMG 
by the symblepharon ring [Fig. 2]. The patient was given a 
systemic antibiotic (cephalexin 500 mg three times a day for 
5 days) and a nonsteroidal anti-inflammatory (Ibugesic 100 
mg, –paracetamol 500 mg, combination twice daily after meal 
for 4 days) along with a topical antibiotic steroid (Gatiflxaciin 
with dexamethasone, one drop six times a day for 1 month) 
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combination, and a tear substitute (Carboymethylcellulose) 
was prescribed for six times a day for 6 months.

The re-epithelialization of the corneal epithelium was 
completed by in 10 days. Temporary tarsorrhaphy was 
removed after 2 weeks and both the BCL and the symblepharon 
ring was removed at 4 weeks. Except few sectors of peripheral 
corneal vascularization, no other sequelae were observed 
postoperatively. The patient showed remarkable recovery. Best 
corrected visual acuity of 20/120 in both sides after 1 month and 
20/80 after 3 months [Fig. 3] was achieved and maintained till 
the 2.5-year follow-up without any other sequelae.

Discussion
The exact etiology of SJS is not known and the understanding 
of the etiopathogenesis and management protocol of ocular 
adnexal complication of SJS has been limited so far. Often, 
patients of SJS are treated by a physician or dermatologist in 
early phases and later referred to an eye care center. Patients 

often consult an ophthalmologist with severe ocular sequelae 
only after the resolution of skin lesions, as in our case.

The acute stage of the SJS is characaterized by bilateral 
catarrhal and membranous conjunctivitis. During the chronic 
stage of the disease, most patients have various alterations of 
the ocular surface, such as symblepaharon, entropion, trichiasis, 
dry eye, limbal cell deficiency, conjunctival inflammation and 
corneal neovascularization.[4,5] The major aim of treatment in 
late phases of SJS is ocular surface reconstruction to correct 
cicatricial sequalae and chronic inflammation.[3] Management 
option in late cases is a challenge and is often frustrating, 
because of the combination of various alterations in surface 
milieu causing severe dryness and surface inflammation leading 
to treatment failure.

Several surgical approaches for the reconstruction of 
the ocular surface in cicatricial disorders with or without 
significant LSCD have been tried with encouraging results.[6] 
To reconstruct and maintain the ocular surface, a healthy 
conjunctiva when available, is the ideal material for  
grafting.[7] A full-thickness oral MMG is the simplest graft[7] to 
use if a conjunctiva is not available. It is preferred over split-
thickness mucosal grafts as it contracts less in comparison, 
though a split-thickness graft is more preferable from the 
cosmesis point of view because of its lesser bulk and pinky 
appearance[7] However, amniotic membrane transplantation 
(AMT) is an accepted approach to the surgical management 
of chronic symblephera because of the unique properties of 
the membrane,[8] especially in cases with significant LSCD.[9] 
It can be combined with limbal transplantation and with an 
adjunctive antimetabolite. However, in cases with an adequate 
reserve of limbal stem cells, mucosal tissue transplantation 
achieves equally good results[10] as seen in our case. Mucosal 
tissue transplantation can be considered in situations where 
cost and inadequate infrastructure are concerned. Our case 
had a partial LSCD which was scattered and amounting to 3–4 
clock hours in each eye. As such the corneal re-epitheliazation 
was satisfactory after the procedure. In cases of severe bilateral 
LSCD, an additional procedure of stem cell harvesting and ex 
vivo culture would have been required. The ultimate aim of 

Figure 1: Preoperative view: gross appearance (a). Close-up view 
shows the cornea and upper tarsal conjunctiva being totally adhered 
in both eyes (b)

a

b

Figure 2: Early post-operative view (seventh day): – gross appearance 
(a). Close-up view of both eyes with the bandage contact lens and 
symblepharon ring seen in situ (b)

a

b
Figure 3: Postoperative view (3 months): gross appearance (a).  
Close-up view showing well reconstruction in the inferior fornix in both 
eyes (b)

a

b



May - June 2011  233Brief Communications

treatment of the chronic phase of ocular surface disorders like 
SJS is restoration of the anatomical structures and physiologic 
properties of the ocular surface.
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Subretinal lipid exudation associated 
with untreated choroidal melanoma

C K Minija, Mahesh P Shanmugam 

Subretinal lipid exudation in an untreated choroidal melanoma 
is very rare. It is seen following plaque radiotherapy in 
choroidal melanoma. There is only one case report of untreated 
choroidal melanoma with massive lipid exudation in a patient 
with metastatic hypernephroma. We report here a rare case of 
untreated choroidal melanoma with lipid exudation. Subretinal 
exudation that is rarely seen following plaque brachytherapy was 
noted at the borders of this untreated tumor. Lipid exudation 
partially resolved following brachytherapy.
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Choroidal melanoma usually appears as a variably pigmented, 
dome- or mushroom-shaped mass. Orange pigment or drusen 
may be associated with choroidal melanoma. Prominent 
clumps of orange pigment (lipofuscin) at the level of the 
retinal pigment epithelium (RPE) indicate an active tumor, 
while presence of drusen indicates chronicity of the tumor. 
Lipid exudation may occur following plaque radiotherapy for 
posterior uveal melanoma, but is uncommon in an untreated 
melanoma.[1] Lipid exudation associated with an untreated 
choroidal melanoma has so far been reported in only one 
patient who had metastatic hypernephroma.[2] We herein report 
the rare occurrence of lipid exudation occurring in an untreated 
choroidal melanoma. 

Case Report
A 59-year-old gentleman presented with complaints of 
metamorphopsia of two weeks, in his right eye. There was no 
history suggestive of any systemic malignancy. On examination, 
his best corrected visual acuity was 20/30, N6 in his right eye 
and 20/20, N6 in his left eye. His right eye showed a presence 
of 1+ cells in the anterior chamber and anterior vitreous, but an 
otherwise normal anterior segment. His left eye was normal.

Right eye fundus showed cystoid macular edema, a dark 
brown, dome-shaped mass lesion at the 9 o’clock meridian, 
of 5 disc diameter in extent and 4 mm in height [Fig. 1]. 
Multiple bright yellowish-white deposits in clumps were seen 
intraretinally and subretinally at the posterior border of the 
lesion [Fig. 2]. 

Optical coherence tomography (OCT) was performed to 
document the cystoid macular edema in the right eye. OCT of 
the right macula showed loss of foveal contour, hyporeflective 
spaces with septae, consistent with cystoid macular edema  
[Fig. 3]. The peripheral location of the tumor precluded 
fluorescein angiography.

The combined A-mode and B-mode ultrasonography of the 
right eye showed a dome-shaped mass 8.66 mm, the longest 
basal diameter, and 3.66 mm in height with low-to-medium 
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