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47.1% (n = 58) had small-sized ulcers (<2 mm). Each sample in 
this group was subjected to culture in our study. Some of these 
cases yielded inadequate samples, which is the most probable 
reason for lowered sensitivity in KOH mount. Experience with 
KOH negativity in this group is similar elsewhere.[1] KOH 
preparation is undoubtedly the most reliable diagnostic tool 
in all centers.

We agree to the second point raised in the letter. The 
limitation was inadequate donor corneas for therapeutic 
keratoplasty as mentioned in the article.
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Fractured OzurdexTM implant in the 
vitreous cavity

Dear Editor,
Retinal vein occlusion is the second most common retinal 
vascular disease after diabetic retinopathy.[1] OzurdexTM, an 
intravitreal implant, has been studied in the GENEVA trial.[2] 
Recently, there have been reports of migration of OzurdexTM 
implant into the anterior chamber in aphakic eyes.[3, 4] We report 
a case of fractured OzurdexTM implant noted immediately after 
intravitreal injection.

A 55-year-old-gentleman reported with blurring of vision 
in the right eye since 8 months. Best-corrected visual acuity 
(BCVA) in the right eye was 20/60, N8 and 20/20, N6 in the 
left eye. Right fundus revealed scattered retinal hemorrhages, 
old laser photocoagulation marks and macular edema  
[Fig. 1a]. Optical coherence tomography (OCT) revealed 
cystoid macular edema with foveolar detachment [Fig. 1b]. 
Electroretinogram (ERG) revealed reduced and delayed 
responses [Fig. 1c]. Clinical findings and investigations 

confirmed nonischemic Central retinal vein occlusion (CRVO) 
with persisting macular edema. The patient underwent 
intravitreal injection OzurdexTM in the right eye. Fundus 
examination immediately after injection revealed the implant to 
be fractured into two pieces [Fig. 1d]. The injector was inspected 
for any residual drug pellet, and none was found. Having 
been assured of entire drug contents being delivered within 
the eye, our next concern was about increased elution of drug 
subsequent to increased surface area of pellets following its 
segmentation. Two months later, BCVA improved to 20/60, N6. 
Fundus examination revealed resolving retinal hemorrhages 
[Fig. 2a], dry-appearing macula and broken OzurdexTM implant 
in vitreous cavity [Fig. 2b] and foveal contour was restored 
[Fig. 2c].

Figure 2: Two months after the injection, fundus examination revealed 
resolving retinal hemorrhages (a), a dry-appearing macula and a broken 
OzurdexTM implant in the vitreous cavity (b). A significant decrease 
in the macular edema with a normal foveal dip was seen on optical 
coherence tomography. The central macular thickness measured 184 
microns. No cystic spaces or subretinal fluid was seen (c)
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Figure 1: Right fundus revealed scattered retinal hemorrhages, 
old laser photocoagulation marks and macular edema (a). Optical 
coherence tomography of the right eye revealed cystoid macular edema 
with foveolar detachment; central macular thickness measured 553 
microns (b). Electroretinogram revealed reduced and delayed scotopic 
and photopic responses (c). Fundus examination after the injection; 
the implant was noticed to be fractured in two pieces (d)
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The recommended technique for intraocular injection of 
implant is described. The patient is prepared in the operating 
room with the same standards as those followed for intraocular 
procedures. Maintaining aseptic techniques, carefully remove 
the cap from the applicator. The safety tab is pulled straight 
off the applicator without twisting or flexing it. The long axis 
of the applicator is held parallel to the limbus and the sclera is 
engaged at an oblique angle with bevel of needle up to create 
a shelved scleral path, 4 mm away from limbus. The needle tip 
is advanced within the sclera for about 1 mm, then redirected 
towards the center of the eye and advanced until penetration 
of the sclera is completed and vitreous cavity is entered. The 
needle should not be advanced past the point where the 
sleeve touches the conjunctiva. The actuator button is slowly 
depressed until an audible click is noted. Before withdrawing 
the applicator from the eye, one makes sure that the actuator 
button is fully depressed and has locked flush with the 
applicator surface. The needle is removed in the same direction 
as while entering the vitreous. The fundus is examined.

Despite following the prescribed technique for injection, 
we encountered an unusual adverse event, as described 
above. Possible causes could be (i) implant got cracked during 
manufacturing/packaging and “broke” during injection, being 
unable to endure the force of the injection process and (ii) 
possible misalignment of implant within the injector, leading 
to shearing forces breaking it during injection.

In conclusion, the fractured OzurdexTM implant was 
functionally stable despite its segmentation; it is difficult to 
say what exactly caused it. To the best of our knowledge, this 
“adverse event” has not been reported before and its possibility 
must be borne in mind by the treating physicians.
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Grapevine from the optic nerve head

Dear Editor,
Retinal cavernous hemangioma is a benign, rare and usually 
asymptomatic familial retinal hamartoma, but still needs 
to be diagnosed accurately due to systemic association 
with potentially fatal cerebral aneurysms.[1,2] Persistent fetal 
vasculature (PFV) is a unilateral, isolated, nonheritable 
malformation of the eye in an otherwise normal child.[3] We 
report a co-existence of these two pathologies in the same eye 
of a child, followed up for 14 years.

A 6-year-old girl presented to us with a reported squinting 
OS. She was the outcome of a full-term normal delivery from 
nonconsanguineous parents. Best-corrected visual acuity 
(BCVA) was 20/20 OD and 20/40 OS. Anterior and posterior 
segments OD were unremarkable. She had 15-degree 
intermittent exotropia OS, with full ocular movements. Slit 
lamp biomicroscopy showed a peripheral retrolenticular 
opacity OS; rest of the anterior segment was unremarkable. 
Fundus OS showed a fibrovascular stalk consistent with PFV 
extending anteronasally from the optic disc toward the lens. 
Grape-like clusters of blood-filled aneurysms were observed 
on the disc and over the base and apex of the stalk. A triangular 
area of retinal pigmentary disturbance nasal to the optic nerve 
head suggested a spontaneously settled tractional retinal 
detachment [Fig. 1a]. There were traces of settled vitreous 
hemorrhage inferiorly. B-scan ultrasonography identified the 
PFV (not shown); the diagnosis of cavernous hemangioma on 
the optic disc and on the PFV stalk was confirmed by fluorescein 
angiography, which showed classic erythrocyte–plasma 
interface within the aneurysms [Fig. 1b]. Systemic evaluation 
and family history were negative. Magnetic resonance imaging 
showed no calcification OS, and no associated lesions in the 
central nervous system. At 14 years of age, she reported acute 
visual loss OS. She was observed to have recurrent vitreous 
hemorrhage, which cleared over 2 months with full visual 
recovery. She had another self-limiting episode of vitreous 
hemorrhage by the final follow-up at 20 years of age; BCVA 
was stable at 20/40 and the fundus remained unchanged till 
the last visit.

Retinal cavernous hemangioma is typically a stable 
condition, with no exudation and occasional, transient episodes 
of vitreous hemorrhage.[1,2] Visual symptoms are more common 
with large and posterior angiomas, which are rare. Most 
lesions are asymptomatic and do not require treatment.[1,2] 

Contraction of fibroglial component on a cavernous 
hemangioma has been reported to be the cause of vitreous 
hemorrhage.[4] In our patient, the bleeding could also have 
occurred due to traction on fibrovascular stalk transmitted to 
the aneurysms by the expanding eye wall; this hypothesis was 
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