
JOURNAL PUBLICATION AND CASE REPORT BOOK 

2005-2009 

By 

DR. ALI HASSAN ABDULLAH ALASHW AL 

MBBS (YEMEN) 

Submitted in Partial Fulfillment of the Requirement for the 

Degree of Master of Medicine 

(OPHTHALMOLOGY) 

UNIVERSITI SAINS MALAYSIA 

SCHOOL OF MEDICAL SCIENCES 
) I 

UNIVERSITI SAINS MALAYSIA 

2009 



ACKNOWLEDGEMENT 

(In the name of ALLAH, tile Most Beneficent, and the Most Merciful) 

I would like to express my sincere thanks and deepest appreciation to my supervisor Dr 

Raja Azmi Mohd Noor, for his constant support and guidance without whom this 

publication and case reports would not have been completed. 

I would also like to forward my special thanks to all lecturers in Ophthalmology 

Department, in particular Associated Professor Dr. Wan Hazabbah Wan Hitam, Head of 

Ophthalmology Department for his guidance, teaching and support throughout the program. 

My special thanks to my parents and wife whose patience, encouragement and 

understanding have guided me throughout my course. To my lovely sons, Yusof and 

Ahmad, you were my inspiration. 



LIST OF FIGURES 

PUBLICATION 1 

Figure 1 : Photo of RE, severe limbal ischemia with corneal opacity 

Figure 2: Photo ofRE after limbal cells transplant 

Figure 3: Two months post PK 

PUBLICATION 2 

Figure 1: Site of bleb leak, bleb post sealing by FG 

CASE REPORT 1 

Figure 1 : Para-central corneal ulcer with stromal infiltration 

Figure 2: Epithelial defect stained with fluorescein 

Figure 3: Presence of hypopyon level less after using Natamaycin 

CASE REPORT 2 

Figure 1: Right hyperemic swollen disc, retinal hemorrhages, hard 

exudates and incomplete macular star 

lll 

Page 

2 

2 

2 

5 

8 

8 

10 

16 



PUBLICATION 1 

A STAGED PENETRATING KERATOPLASTY FOLLOWING 

LIMBAL STEM CELLS ALLOGRAFT IN SEVERE CHEMICAL 

INJURY LEADING TO RESTORATION OF OCULAR SURFACE 

ANATOMY 

Published in International Journal of Ophthalmology, Vol8, 
No. 1, Jan. 2008 



OO!IffiOM~~~ 2008 ~ 1 F.1 ;g 8 8 ;g 1 JIJl 
~iS:029-82245172 !i!7@~ :IJO. 2000@163. com 

· Case report · 

A staged penetrating keratoplasty following Iimbal stem 
cells allograft in severe chemical injury leading to 
successful restoration of the ocular surface anatomy 

Ali Hassan Alashwal , Rcfia Aznn' Mood Noor, Mohtar Ibrahim 

Department of Ophthalmology , School of Medical Sciences , 

Universiti Sains Malaysia, 16150 Kubang Ketian , 
Kelantan , Malaysia 

Correspondence to : Ali Hassan Alashwal. Department of 

Ophthalmology, School of Medical Sciences , Univers iti Sains 

Malaysia, 16150 Kubang Kerian , Kelantan, Malaysia. 
alashwalmed@ yahoo. com 

Received :2007-11-23 Accepted :2007-12-30 

Abstract 
• A 62-year-old man presented with severe bilateral ocular 
surface chemical injury and history of failed penetrating 
keratoplasty of right eye in 1996. Visual acuity was hand 
movement in right eye and light perception in left eye. 
Staged procedures of limbal stem cells allograft followed 
by penetrating keratoplasty have been done and resulted 
in good ocular surface restoration and rehabilitation of 
vision in right eye. 
• KEYWORDS : limbal stem cells transplantation ; 
chemical injury; penetrating keratoplasty 

Alashwal AH , Raja AMN, Ibrahim M. A staged penetrating 

keratoplasty following limbal s tem cells allograft in severe chemical 

injury leading to successful n:s torution of the oculur surf nee a natomy. 

lnl J Ophihalmol( Cuqi Yanke Zazhi) 2008 ;8( I ) :26-28 

INTRODUCTION 

T he normal ocular surface is covered by corneal , limbal, 

and conjunctival epithelia , each of which has a distinct 

cellular phenotype. 'These three epithelia maintain the ocular 

surface integrity11 1• Limbal stem cells can be considered as 

the ultimate source of corneal epithelial regeneration. They 

support and maintain the corneal epithelial turnover since they 

have unlimited capacity fo r cells regeneration
121

• When these 

cells are in dysfunctional state due to any disorders or 

injuries , a unique pathologic state will invariably ensue and 

severe ocular surface insufficiency occurs characterized by 

persistent epithelial defects , vascularization , and conjunctiva-
. al l f . . f l,l I lization of the cornea w1th evcntu oss o VISIOn · 

Severe chemical injury results in limbal stem cells deficiency 

which was manifested clinically by conjunctivalization , 

scarring of the cornea secondary to destruction of the basement 

membrane, corneal neovasculari1.ation, chronic inflammation 

and fibrous ingrowth 141 • In such case, restoration of the 

corneal clarity and improving vision can be achieved only by 

26 

considering reconstruction of the ocular surface by limbal stem 

cells allograft accompanied with or followed by penetrating 

keratoplasty ( PK ) . In our patient the corneal epithelium as 

well as conjunctival surface were severely injured, which 

resulted in a complete corneal conjunctivalization on both 

eyes. In order to repair the ocular surface and regain the 

functional vision in this patient, a two-step procedure of 

limhal stem cells allograft followed by PK was considered. 

CASE REPORT 
A 62-year-old man , a known case of hypertension and 

diabetes mellitus on regular medication, presented with 

remarkably reduced vision following severe chemical injury in 

both eyes in 1993. He had severe ocular surface damage and 

eventually developed deep corneal stromal opaci ty and 

vascularization. He underwent PK in right eye in 1996. Tn 

2003 extracapsular cataract extraction with posterior chamber 

intraocular lens ( IOL ) implantation had been perforn1ed in 

right eye. However, the visual acuity did not improve because 

the transplantation had failed and perhaps was attributable to 

the poor corneal re-epithelializarion in view of severe l imbal 

stem cell damuge. 
Ocular examination revealed thut the visual acuity was hand 

movement in right eye with good light projection in all guzes 

and light perception in left eye. He had deep corneal 

opacification in the left eye ( Figure I ) . There was upper 

fornix symblepharon in the right eye and generalized diffuse 

corneal opacity with deep stromal vascularization 360° as 

shown in Figure 2,3. Right eye intraocular pressure ( TOP ) 
was 15mmHg and anterior chamber was fonned but the details 

of the iris can not be visualized. Baseline hematological 

investigations , hepatic and renal parameters were obtained 

and repeated every 24 wt~eks . 

An attempt to achieve normal ocular surface was considered 

firs t by releasing symblepharon anrl buccal mucosa grafting 

done in 2005. Right limbal stem cells allograft was performetl 

on 16 September 2006. The limbal stem cells were obtai ned 

from a live donor who had severe proptosis blind eye due to 

neurofibromatosis type I and underwent enucleation. First the 

recipient bed was prepared. A lamellar dissection of the 

limbus and fibrovasculur tissue was done. Then the limbal 

conjunctival graft was dissected 360° and advanced to the 

recipient bed. The donor tissue was sutured to the limbal side 

as well as to the surrounding conjunctival edge by interrupted 

10-0 nylon sutures. At the end of surgery a bandage contact 

lens was placed. 



Figun 1 Severe limbal ischemia and dense stromal opacity in 
the left eye 

Postoperatively topical prednisolone acetate I Og/L was given 

every two hours, and then the dosage was tapered gr-Jdually. 

Topical ciprofloxacin every six hours and free preserved 

lubricants every twn hours were given. Immunosuppressive 

therapy have lwA~n started postoperatively in the form of oral 
predinsolone 60mg once daily which tapered off weekly by 

IOmg. Oral cyclosporinc 300mg once daily was started and its 
blood level was monitored regularly. A gap of four months 

after limbal stem cells transplantation was considered before 
proceeding to PK to allow the ocular surface to s tabilize. 

He undem•ent PK on 7'" February 2007 with a standard surgical 

procedure for penetrating keratoplasty. A full-thickness corneal 

button with a diameter of 7. 5mm was brrafted by 10-0 nylon 

interrupted sutures. There was iatrogenic trauma to iris at 
around 4-5 o'c:loek intraoperatively. Visual aeuity wao; 1/ 60 on 

the first day postoperatively and there wa'i a small central 
epithelial defect in otherwise d ear graft. This epithelial defect 

healed within the fi rst week. Table I showed the events and 

operations that our patient had undergone since 1993. 

Immunosuppressive therapy ( cyclosporine 300mg once daily) 
was given with the postoperative medications in the form of 

topical prednisolone acetate I Og/ L every two hours, topical 
chloramphenieol every four hours and free preservative 

lubricant every two hours. Mter five months the best eorrected 

visual acuity has improved to 6/30, and cornea was clear with 
no signs of rejeetion noted ( Figure 4). Cyclosporine blood 

level as well a'i renal and liver function parameters were within 

normal limit. 

DISCUSSION 
Severe chemical injury is a challenging disorder . It can cause 

destruction of Limbal stem cells which represent the ultimate 

source of corneal epithelial cells replacement
151

• Also it can 

damage corneal tissue and lead to persistent epithelial defect 
and corneal scarring. In severe limbal stem cell deficiency, 

the ideal procedure will entail replacing the lost limbal stem 

cells through limbal stem cells transplantation ( LST ) · 

However , the aim of surgery is not to restore vision but to 
replenish Jimbal stem cells and replace conjunctival 

phenotypic epithelium by eorneal phenotypi~' epithelium , 

consequently maintaining a s table ocular surface . . I_n 1989 

Kenyon and Tseng were the first who appied LST chrucally 
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Figure 2 , 3 Right eye after limbal stem cells transplantation; 
cornea has deep stromal vascularized scar 

Table 1 Events in which patients had gone through since 1993 

Yeur Events VI A 

1993 Chemical injury in both eyes CF112 m 

1995 llight PK (fuiled) 6/9 

1996 Corneal graft rej1~ction CF 1 Ill 
2003 Right ECCE and PC IOL implantntion CF closed 

2005 Right symblepharon relcuse. mucosal graft HM 
2006 Right limbul ullotransplunt HM 
2007 Right PK 6/ 36 

Figuns 4 Two month~ post PK; the stem cells stabilized the 

ocular surface; the comes was clear with no signs of rejection; 

iatrogenic iridotomy at 4-5 o'clock 

and reported a favorable result. They transplanted a 

conjunctivolimbal tissue from a normal patient's healthy 

eye161• When both eyes are affected , allograft LST obtained 

from living relative or cadaveric: donor must be used, whieh 

may be combined with or followed by PK. Onc:e the limbal 

stem cells are suecessfully transplanted, they become the new 

27 
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source of e~itheli~ in . which they support the corneal graft 
and cover 1t by ep1thehal cells, resulting in a good ocular 
surface reconstruction and favorable VI'su 1 t a ou come. 
Unfortunately there is a high rate of immune reaction that may 

be expected due to the immunogenic stimulus of the 
transplanted limbal cells , which makes the judgment to use 
aggressive immunosuppressant agents necessary. Topical 
corticosteroid accompanied with oral cyclosporine has 
traditionally been the mainstay for preventing graft rejection. 
Recently a new immunosuppressive agent, FK-506 , is used 
for at least 18 months after surgery. This agent shows similar 
activities and is more potent than cyclosporine. 

The timing of the surgical procedures perhaps has a role in 
graft success. A period of at least three months between LST 
and PK allowing the inflammation to he diminished is 

(I d b d ! 7-10 I 5 ral . pre erre y many octors . eve studies now encourage 
staged operations rather than one stage operation. The first 
stage involves ocular surface reconstruction by transplantation 

of limbal stem cells and the second aims at restoration of 
vision by PK. Shimazaki et a1'0 1 reported that they found that 
the eyes receiving PK several months after LST showed fewer 
complications than those with simultaneous PK and more than 
half of the cases in one-step operation developed immunologic 
rejection in the central graft , whereas the complication was 
not observed in the two-step procedure. Satisfactory visual 
rehabilitation is possible after PK following l.Sf without 
compromising ocular surface stabilityllll. However, Y ao et a/in 

his study demonstrated that a combination of autologous LST 
with deep lamellar keratoplasty as a one-stage surgical 
procedure simultaneously reconstructed the ocular surface and 
recovered corneal clarity in eyes with severe ocular surface 
disorders caused by late-stage chemical or thennal burnsl 121

• 

In our patient the failure of the first corneal graft was most 
likely attributable to the poor corneal re-epithelialization due 
to severe limbal stem cells deficiency occurring after injury. 
To minimize the risk of rejection and reduce postoperative 
complications, we consider the staged operation with 4-month 
gap between allograft I.ST and PK which was advocated 
recently by a lot of authors. Bt>.sides, the treatment of 
symblepharon before reconstruction of the ocular surface was 
performed. By using the immunosuppressive agents in high 

dose and long duration, staged procedures of 1ST followed by 
PK showed a remarkable progress in tenns of ocular surface 

reconstruction and success of corneal epithelialization and 
clarity as well as improvement and rehabilitation of the vision. 

In conclusion , we believe that allograft LST is useful in 
stabilizing ocular surface in bilateral limbal stem cell 

deficiency, which renders PK success high and effective. This 
procedure has now become a widely accepted management for 

severe chemical ocular surface injury. It has showed good 
result for ocular surface reconstruction and visual 

rehabilitation as well. Based on our experience in this case, 
the ocular surface reconstruction prior to PK and the timing of 

28 
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the surgical procedures has a significant role in graft success , 
minimizing immunologic rejection and improving the eventual 
visual outcome. 
REFERENCFS 
I Tseng SCG, Chen JJY, Huang AJW, Kruse FE, Maskin SL, Tsai 

RJF. Classification of conjunctival surgeries for corneal disease based on 

stem cell concept. Ophlhulmol Clin North Am 1990;3 :595-610 
2 Fernandes M, Sangwan VS, Rao SK, Basti S, Sridhar MS, Bansal AK, 

Dua HS. Limbul slcm cell transplantation. Tmian] Ophd,s/mo/2004;52: 
5-22 

3 Tseng SC. Significant impact of limbal epithelial stem cells. Jmion J 
Ophths/mo/2000;48 :79-81 

4 Puangsricharem V, Tseng SCG. Cytologic evidenc:e of ':omeal disew;es 

with limbal stem cell deficiency. Ophths/molqzy 1995; 102:1476-1485 
5 Dua HS, Blanco A. Allolimbal transplantation in patients with limbal 
stem cell deficiency. Br J Ophths/mology 1999 ;83 :414-419 
6 Tsubota K, Satakc Y, Kaido M, Shino7.aki N, Shimmura S, Bisscn

Miyajima H, Shimazaki J. Treatment of severe ocular-surface disorders 

with corneal epithelial stem-cell transplantation. N Eng/ J Mm 1999; 
340: 1697-1703 
7 Solomon A, Ellies P, Anderson DF, Touhmni A, Grueterich M, 

Espanu EM, Ti SE, Goto E, Feuer WJ, Tseng SC. l.ong-tenn outcome 

of keratolimbal allograft with or without penetrating kemloplasty for total 

limhal slem cell dcficicm:y. Opbtholmalqgy 2002; 109:1159-1166 
8 Sangwan VS, Fernandes M, Bansal AK, Vemuganti GK. Rno GN. 

Early Results of penetrating kerntoplasty following limbal stem cell 

transplantation. lmisn J Ophtholmd 2005 ;53 :31-35 
9 Snngwan VS, Matalia HP, Vemugunti GK, F utima A, Ifthekar G, 

Singh S, Nutheti R , Rao GN. Clinical outcome of autologous cultivated 

limbal epithelium transplantation. lndilJIJ J Ophtholmd 2006 ;54 :29-34 
10 Li BJ, Li X, Gao XW. Rcn B. Corneal limbus stem cell autograft for 

moderate-severe ocular alkaline bum by stages. /nt J Ophtholmd( Cucji 

Y mJke Zll2hi) 2007 ; 7 ( 5) : 1444-1446 
II Shimazaki J, Shimmum S, Tsubota K. Donor source affects the 

outcome of ocular surface recom;truction in chemical or thennul hums of 

the cornea. OphtlJolmaogy 2004; Ill :38-44 
12 Y 110 YF, Zhung B, Zhou P, Jiang JK. Autologous lirnhal grafting 

combined with deep lamellar keratoplasty in unilateral eye with severe 

chemical or thennal bum at late stage. Ophthulmalq;y 2002; 109: 
2011-2017 

~M~-~~~~-~~~--~~~~~~ 
3*!7fti{:U7FI!it~~ 
Ali Hassan Alashwal, Raja Azmi Mohd Noor, Mohtar Ibrahim 

( fF~J(L{}L :.Ib*IDi.ilfJJI!*'"jc~~~~llfU1!-) 
iil"ffift:# :Ali Hassan Alashwal. alashwalmed@ yahoo. com 

mr~ 
;ij' I 1!f. T' 1996 5f ~ ~ ;i; Ott 1f :il 'fi ffJ .Jl ;f1 :t1i ;it #t j& Rig ~ D! 

F it D! * 1t 1J! 19i Rig ,~, ~ , 62 1iJ , ;fi D! ~ iJ :f. i9J , i£. Bl{ :& iJ 
7G ~ a T' 2006-09-16/2007.00-07 71- ~~ M :t Pi ~ ii 1 :Jf 1* 
ffJ !l~ -T~Jf@.~lt;;it~1flt1iffJJll ~;ftlift, k£lfift.J5 Smo 

Rig ~ iJ if; ff ~. , li fi tfi 4!J. 1 :fi Dl{ Ji it~ .iE l.li!. iJ JiJ 6130 , 

1fl Jm~;firJtl!i!1J, Hl{*~ It( 1Ji~, # *~~ i!1J i.~~jfiif~ 
Wg R;J-~*0 
~-ii.l: 1ft Ji tl -T ~ JJ@. # ti ;it ; 1t ~ ~ ; 1f :il'ti 1fl Ji f$ 
{!;it 



PUBLICATION 2 

FIBRIN GLUE FOR SEALING EARLY BLEB LEAK 

Published in International Journal of Ophthalmology, Vol 9, 
No. 5, May. 2009 



Int J Ophthalmol, Vol. 9, No. S, May. 2009 www. IJO. en 

Tel :029-82245172 83085628 Emaii;JJO. 2000@ 163. com 

• Case report · 

Fibrin glue for sealing early bleb leak : a case report 
Ali Hassan Alashwal A7hany Yaakuh R · A · lu_Ld 1\T Li" S'l · · · · , , EJ a Zl111 J.r1c..c1 H oor, za '11 anm m Aluna:l T tg u:II n 

Department of Ophthalmology , School of Medical Sciences, 

Health Campus Universiti Sains Malaysia,l6150 Kubang Kerian, 
Kelantan , Malaysia 

Correspondence to: Ali Hassan Alashwal. Department of 

Ophthalmology, School of Medical Sciences, Health Campus 

Universiti Sa ins Malaysia, 16150 Kubang Kerian, Kelantan, 
Malaysia. alashwalmed@ yahoo. com 

Received:2009-02-0I Accepted :2009-04-30 

Abstract 
• A 63-year-old male presented with sudden diminution of 
vision , eye discomfort, redness and watering in his left 
eye. He had undergone glaucoma valve filtering surgery 
for refractive secondary glaucoma one week back. He also 
had a history of failed augmented trabeculectomy one 
year earlier in the same eye. Ocular examination showed 
best corrected visual acuity( BCVA) of 6/18 and there was 
a bleb leak, shallow anterior chamber and intraocular 
pression( lOP) of 6mmHg. Successful sealing of bleb leak 
was performed using fibrin glue resulted in deepening of 
anterior chamber with lOP of 13mmHg. This case 
demonstrates that, fibrin glue is an effective method for 
management of early filtering bleb leak. 
• KEYWORDS: fibrin glue; bleb leak; filtering surgery 

DOl: 10. 3969/j. issn. 1672-5123.2009.05.007 

Alushwal AH, Yuakub A, Noor RAM, Tajudin l..SA. Fihrin glue for 

sealing early bleb leak:a case report. Inti Ophthdmol(Gugi Ytmke 

Zami) 2009;9(5) :831-832 

INTRODUCTION 
A leaking filtering bleb has been known as a common 

complication of glaucoma filtering surgery. It may be 

encountered in the early postoperative period or months to 

years after surgery. Its occurrence increases with the growing 

] . f . h I" . gl { I ] Th popu anty use o antuneta o 1tes 111 aucoma surgery . e 

bleb leak may be uncomplicated and self-limiting or may be 

associated with numerous ocular complications. These 

complications include shallow and flat anterior chanilier, 

hypotony, cataract formation, choroidal detachment, hypotony 

maculopathy and bleb failure12•31. Furthermore, a leaking 

bleb may predispose the patient to vision-threatening infection 

such as endophthalmitis1 41• Nevertheless these complications 

can be avoided with appropriate management of the bleb leak. 

Fibrin glue is a group of blood products consists mainly of two 

components: fibrinogen and thrombin which leads to the 

formation of a fibrin clot at the site of application. The use of 

this material has increased in numerous ophthalmic surgeries 
. I d" I [ S ) me u mg g aucoma surgery . 

CASE REPORT 

A 63-year-old male presented with sudden decrease in vision, 
eye discomfort, redness and watering in his left eye. He had 

undergone glaucoma valve filtering surgery for refractive 
uveitic glaucoma one week back. He also had a history of 

failed augmented traheculcctomy which was done one year 
earlier on the same eye. Eye examination showed best 

corrected visual acuity ( BCV A ) of 6/ 18 OS, shallow bleb, 

Seidel lest was positive and leak was observed over the 

temporal purl of the bleb. The anterior chamber was shallow 

and intraocular pression ( TOP) was 6mmHg. The patient was 
diagnosed to have an early bleb leak. 

Conservative management of bleb leak with torpido eye 

padding, aqueous suppression and prophylactic topical 

antibiotics were attempted. Unfortunately this management 

was ineffective and conjunctival flap resuturing was 

performed. Although care was taken in handling the 

conjuctival ti~;sue and meticulous suturing techniques was 

performed, however, on the second day bleh showed leakage 
again from the same site. 

As the lOP was persistently less than 7mmHg and conservative 

and resuturing management were failed, sealing of the leak 

with fibrin glue was considered. The eye was cleaned with 
povidone iodine and few drops of topical anestl1esia ( benoxinate 

hydrochloride 4g/L) were instilled into the conjunctival sac. 
The fibrin glue ( Tissecl ) was prepared in advance according 

to the manufacture instructions. Small amount of the glue then 

injected to the bleb over the area of leakage using a 27 -gauge 

needle and lifted about 5 minutes to dry. A fluorescein strip 
was placed over the leaking site to confirm that the bleb was 

successfully sealed. Eye examination on day one post 

procedure showed no sign of leakage, Seidel test was negative 

and anterior chamber was deepen with lOP 12mmHg (Figure I). 
The BCVA was improved to 6/9 and the cornea was clear. 

DISCUSSION 
The bleb leakage becomes more common ocular problem 

following trabeculectomy and more than ever with the use of 

concomitant antimelllbolites in this surgery. Early postoperative 

bleb leak may be related to patent stitch tracts, inadequate 
wound closure, and surgical trauma to the conjunctiva causing 

conjunctival button holes161• A vanous conservative 

techniques have been described to address filtering bleb leak, 

including aqueous suppression, an eye patch, collagen shields 
or oversized contact lens, and subconjunctival injection of 

autologous hlood17
"
81

• However, these techniques ure often 

inadequate to manage bleb leak and more invasive surgical 

methods are commonly required, such as free conjunctival 
tftch grafts l9 1 , and scleral grafts l iU 1 • 

831 
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Figure 1 

chamber 
B: hleh intact post sealing with negative Seidel lest ; C: clear cornea and deep formed anterior 

Recently application of ti ssue adhesive such as fibrin glue 

grows to be widely accepted as sutures alternative in 

ophthalmic discipline. However, its use in glaucoma surgery 

and in bleb .leak management is still a relatively novel 

concept. Asrani and Wilensky1
'' 

1 reported the treatment of 

bleb leaks with autologous fibrin tissue glue. They found that, 

nine of the 12 bleb leaks were successfully healed. However, 

Seligsohn et al1 12 1 
concluded in their case series that, fibrin 

glue ( Tisseel ) may not be an effeetive treatment of leaking 

blebs and hypotony following traheeulectomy. On the other 

hand a recent study, Valimaki1131 investigated the use of fibrin 

glue to prevent leaks around si licone tuhe entry s ites in 

glaucoma device impla ntation. They concluded that. the 

primary intraoperative use of fibrin glue was a good option for 

reducing peri-tubular leaks and preventing immediate 

postoperative hypotony after drainage device implantation. In 

this report we demonstrated the successful use of fibrin glue in 

seal ing early bleb leak. We think that, fibrin glue is a 

valuable method to seal early bleb leak where the tissue still 

vascularizerl. On the other hand, it could be not of much help 

in late bleh leaks that oceur years after surgery because they 

are often very avasr:ular and no viable tissue le ft. 

CONCLUSION 
In conelusion, we have fount! that the fibrin glue is a safe and 

effective technique in management of an early bleb leak and 

also has advantages over the other methods. It can be placed 

quickly over the site of leak with potentially no risk of 

buttonholing of the conjunctiva. Furthennore, its use can 

simplified the procedure and cut down the time. 
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CASE REPORT 1 

MYCOTIC KERATITIS CAUSED BY CURVULARIA SPP. 



Mycotic Keratitis Caused by Curvularia Spp 

Abstract 

A 34-year-old Malay man presented with reduced vision right eye associated with redness, 

foreign body sensation and tearing. Ocular examination revealed visual acuity of 6/18 OD 

and 6/6 OS. There was presence of RE conjunctival injection and paracentral corneal ulcer. 

Examination of anterior chamber showed occasional cells with no hypopyon. He was 

diagnosed as right fungal corneal ulcer and topical and systemic antifungal therapy had 

been given. 

Biodata 

Name 

Age 

Moharnad Zaharina Mohd Yusof 

34 years 

IC 

Gender 

Race 

73050103603 1 

Male 

Malay 

Occupation: Lorry driver 

Registration number: B 335411 

Date of presentation: 02/ June I 2007 
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Case report 

A 34-year-old Malay man presented with mild reduced vision RE associated with foreign 

body sensation, redness and tearing. The problem was started one week back with RE 

redness, irritation and tearing. Two days later he experienced mild reduced of vision and he 

noted white opacity over right cornea. He was using eye drops given by a pharmacist 

however the condition getting worse. The patient did not report any known ocular traumatic 

injury and there was no history of wearing contact lens. There was no history of previous 

similar attack and no medical illness had been known. Social history revealed that he is 

working as lorry driver for about 10 years. 

Ocular examination revealed best corrected visual acuity of 6/18 OD and 6/6 OS. Right eye 

showed marked conjunctival injection, presence of para-central corneal ulcer measuring 

3x2.8 mm. The margin was slightly elevated and ill defined. There was also deep stromal 

inflammatory infiltration (figure 1 ). Staining the lesion with fluorescein stain revealed 

epithelial defect (figure}). Occasional cells were noted in the anterior chamber. There was 

no hypopyon. The intraocular pressure was 15 mm Hg. The lens was clear and fundus 

examination was uneventful. General physical examination and systemic work-up were 

normal. 
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Figure 1: Para-central corneal ulcer with ill define margin and 
stromal infiltration, no hypopyon 

Figure 2: Epithelial defect stained with fluorescein 
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Provisional diagnosis 

This patient was diagnosed as right fungal corneal ulcer that was made based on clinical 

features. 

Differential diagnosis and management 

RE bacterial ulcer was considered the first DO based on the history and clinical findings. 

The mode of presentation of reduced vision within one week without any history of trauma 

was suggesting the diagnosis of bacterial ulcer. 

The patient was admitted to eye ward on 02/06/2007. Corneal smears and cultures were 

obtained aseptically from the base and edges of ulcer for bacteriological, viral and 

mycological examination. Intensive therapy of topical broad spectrum antibiotic 

( ciprofloxacin drops) every one hour and topical cycloplegic drops every eight hours was 

empirically started. 

After two hours gram staining showed filamentous (hyphae) growth. Topical antifungal 

(fluconazole) was added hourly. Three days after admission culture result revealed fungal 

colonies of Culvularia spp. The ulcer showed minimal improvement after one week and its 

size remains same. Topical natamycin was added every one hour. 
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Unfortunately two days post natamycin instillation, a level of less than lmm of hypopyon 

had developed (figure3). However there was no worsening of the ulcer size and its stromal 

infiltration. This reaction and hypopyon disappeared gradually over one week. We assumed 

that this reaction was due to natamycin hypersensitivity reaction. The corneal ulcer healed 

gradually over three weeks, patient was discharged with a small paracentral corneal scar 

and BCV A of 6/9 OD. 

Figure 3: Presence of hypopyon (H) level less than 1 mm after using 

Natamaycin 
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Discussion 

The incidence of fungal keratitis has increased in the last two decades. This has been 

attributed by increase use and abuse of topical corticosteroids and contact lens wear. 

Trauma and ocular surface disorders also considered as other risk factor (1 ). Fungi that 

infect the cornea are broadly classified as yeast or molds. Yeasts are unicellular fungi 

characterised by an oval or round structure, the blastoconidium. Molds are organisms with 

filamentous structure (hyphae) and a tangled mass of hyphae which constitutes the 

mycelium. 

There are about thirty-five fungal genera have been reported associated with mycotic 

keratitis. Fusarium so/ani is the most frequent etiologic agent and has been reported in up 

to 65% of cases. Aspergillus species and Candida albicans are also common causes. 

However infection with Curvularia spp. remains uncommon (2). 

Fungi gam access into the corneal stroma through a defect in the epithelium, then it 

multiply causing tissue necrosis and an inflammatory reaction. This epithelial defect 

usually results from trauma (contact lens wear, foreign material and prior corneal surgery). 

The organisms can penetrate an intact Descemet membrane and gain access into the 

anterior chamber or the posterior segment. Mycotoxins and proteolytic enzymes augment 

the tissue damage. Trauma, contact lens wears, and topical steroid considered the main 

predisposing factors for fungal keratitis (1). 
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Fungal keratitis is a sight-threaten· d"t· d · d. · d th · mg con 1 1on an remams a 1agnost1c an erapeuttc 

challenge to ophthalmologist. It could be due to difficulties that related to establishing a 

clinical diagnosis, isolating the etiologic fungal organism and treating the keratitis 

effectively with topical antifungal agents. It results in a significant degree of ocular 

morbidity. Due to high incidence and poor responses to antifungal agents fungal keratitis 

has become an important cause of visual loss in many developing countries where a large 

number of the populations are farm workers (3 and 4). Early diagnosis and treatment are 

important in preventing this complication. 

Curvularia spp. commonly occurs as contaminants and being saprophytic dematiaceous 

fungi. This genus of filamentous fungi colonizes soil and vegetation and spreads by 

airborne spores (5). With regard to keratitis caused by Curvularia spp. the role of trauma to 

the cornea and that of the initial topical use of steroids or broad-spectrum antibiotics are 

implicated in the development of this ulcer. 

There are factors that could delay the healing of corneal ulcer in this case. First, our patient 

waited about a week before seeking proper care. Second, a delay in starting natamycin 

might prolong the length of therapy. However this case showed good response to topical 

antifungal (Natarnycin), even though initially developed drug reaction, it showed dramatic 

improving. In short, the awareness of mycotic keratitis and early diagnosis is necessary for 

successful management of this sight threatening condition. 
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CASE REPORT 2 

ACUTE UNILATERAL NEURO-RETINITIS IN 

UNCONTROLLED HYPERTENSIVE WOMEN 



Acute Unilateral Neuro-retinitis in Uncontrolled Hypertensive Women 

Abstract 

A 41-year-old Malay lady, a known case of diabetes mellitus, hypertension, and 

hyperlipidemia presented with mild reduced vision right eye associated with 

metamorphopsia and giddiness. The vision was 6112, PH 6/9 OD and 6/6 OS with positive 

RAPD on RE. Slit- lamp examination of right eye revealed unremarkable anterior segment 

fmding. There was optic disc swelling associated with peri-papillaray flame shaped 

hemorrhages. Macula was involved with presence of macular star. Left eye examination 

was normal. Blood pressure was 160/90 mmHg and she was admitted for further 

investigations and management. 

Biodata 

Name : Hasnah Daud 

Age : 41 years 

IC 651002065692 

Gender Female 

Race Malay 

Occupation: House- wife 

Registration number: A039535 

Date of presentation: 21/ June /200? 
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Case report 

A 41-year-old Malay lady, a known case of DM, hypertension and hyperlipidemia 

presented with mild reduced vision RE. The condition started one week prior to admission 

when she noticed mild blurring of vision associated with giddiness and metamorphopsia 

00. There was no eye pain. She was to have BP of 185/119. She was treated with Tab 

captopril 50 mg BD. Pre-morbidity vision was good without history of similar previous 

attack. She had DM for more than 8 years and on oral hypoglycemic medications. She also 

had hypertension and hyperlipidemia on medications. 

Ocular examination revealed visual acuity of 6/12 with BCVA of 6/9 OD and presence of 

RAPD. The anterior segment examination was normal. Fundoscopy examination showed 

right optic hyperemic disc swelling with surrounding retinal hemorrhages, hard exudates 

and presence of incomplete macular star (Figure 1 ). 

Optic nerve functions were affected with impaired color visiOn, saturation and light 

brightness. The left eye examination was showing normal findings and visual acuity of 6/6. 

She was alert, oriented and afebrile with blood pressure of 165/110. Other general physical 

examination, heart, abdomen and neurological examination were normal. 
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Figure 1: Right hyperemic swollen disc, retinal hemorrhages, 
hard exudates and incomplete macular star 
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Provisional diagnosis 

The provisional diagnosis of right neuro-retinitis was made based on the clinical features. 

Differential diagnosis and management 

Fortunately the appearance of a macular star figure is helpful in narrowing the differential 

diagnosis. Few disorders are associated with lipid deposits with this particular pattern 

1- Non arteritic anterior ischemic optic neuropathy (NAION) was considered the first 

DD based on the clinical findings including mild painless reduce of vision, positive 

RAPD and hyperemic optic disc. In addition the past medical history of DM and 

HPT which considered as risk factors for developing NAION. 

2- Hypertensive retinopathy is another potential cause of such macular exudates and 

star. Although it initially might be considered in this patient, unilateral presentation 

was against this diagnosis. It is usually bilateral in most cases and associated with 

more widespread retinal exudates, hemorrhages, and cotton wool spots. 

3- Disc swelling due to increase intra-cranial pressure (ICP) which is occasionally 

associated with a macular star, but typically it involves both optic discs and does not 

cause marked optic nerve dysfunction. Also there was no any symptom suggesting 

th f ·nc~ease ICP such as nausea, vomiting or headache. e presence o 1 ,. 
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