
interpretation of fluorescein angiography, however, is just
one of several factors that goes into determining prognosis
and in making therapeutic decisions.

The results of this study indicate that reasonably good
interobserver consistency exists among specialists in clas-
sifying choroidal neovascular membranes according to
type, but in some cases, interpretation can vary consider-
ably. Greater interobserver variability exists in estimating
membrane area than in type. The assessment of certain
angiographic features of choroidal neovascular membranes
may become even more important with the development
of photodynamic therapy because beneficial treatment has
been limited to choroidal neovascular membranes having a
predominately classic angiographic pattern.5
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Caterpillar Setae–Induced Acute
Anterior Uveitis: A Case Report
John Conrath, MD, Eve Hadjadj, MD,
Bertrand Balansard, MD, and
Bernard Ridings, MD

PURPOSE: To report uveitis secondary to ocular penetra-
tion of caterpillar hairs (setae).
METHODS: Case report. A documented attack of acute
anterior uveitis was caused by initially overlooked pene-
tration of caterpillar setae.
RESULTS: A 66-year-old man presenting with unilateral
hypertensive keratouveitis was treated with antiherpes
simplex medication (along with local anti-inflammatory
and cycloplegic agents) after anterior chamber paracen-
tesis and serologic testing. Laboratory testing was nega-
tive. Resolution occurred after 5 days, and corneal
clearing showed a predescemetic caterpillar seta.
CONCLUSION: Patient history taken in an anterior uveitis
setting should include gardening habits and searching for
possible exposure to insects or arachnids. (Am J Oph-
thalmol 2000;130:841–843. © 2000 by Elsevier Sci-
ence Inc. All rights reserved.)
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FIGURE 1. Case 4. (Left) Fluorescein angiogram of right fundus shows early fluorescence of choroidal neovascular membrane.
(Right) Late angiogram. Good agreement existed among observers that this was a mixed classic-occult neovascular membrane (kappa
coefficient .76), but 33.3% of observers estimated its size as greater than two disk areas and 42.8% estimated between one and two
disk areas (kappa coefficient 5 .00).
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A66-YEAR-OLD PATIENT WAS REFERRED BY A GENERAL

ophthalmologist to the university hospital eye clinic
for management of acute anterior uveitis of the left eye.
Symptoms started 4 days earlier. Two days before presen-
tation, visual acuity markedly decreased and pain and
redness appeared. Ophthalmic examination showed a vi-
sual acuity of RE: 20/20 and LE: 20/80. Slit-lamp exami-
nation of the left eye showed conjunctival hyperemia and
diffuse corneal edema more prominent on the nasal aspect
with a mild fluorescein staining. Anterior chamber exam-
ination showed moderately severe (31) flare with prepu-
pillary fibrin and moderate (21) cells. Relative miosis
without synechiae and a clear lens were observed. Intraoc-
ular pressure was RE: 13 mm Hg and LE: 25 mm Hg.
Fundus examination of the left eye evidenced neither
vitreous cells nor chorioretinal abnormality.

The patient was hospitalized for laboratory tests. Red
and white blood cell counts were unremarkable, and
erythrocyte sedimentation, fibrin, and C-reactive protein
were normal. Chest x-ray, tuberculin skin testing, and
human leukocyte antigen typing were performed, as well as
anterior chamber paracentesis (with herpes simplex and
zoster and toxoplasma titers), blood titers of antinuclear
antibodies, herpes simplex, zoster, cytomegalovirus, Ep-
stein–Barr virus, toxoplasma antibodies, and a Venereal
Diseases Research Laboratories test. All were negative.
Intravenous acyclovir (500 mg 3 3/day) was started as well
as local treatment with acyclovir pomade 5 times daily,
dexamethasone-gentamicin drops 5 times daily, and atro-
pine drops 2 times daily.

Improvement was marked after 3 days of treatment
(Figure 1), and at day 5, careful slit-lamp examination after
corneal clearing showed a single microscopic filament
deeply embedded in the corneal stroma (Figure 2). When
asked if he had encountered caterpillars in the previous
days, the patient answered positively, saying that he had

done gardening in a pine grove to remove pine procession-
ary caterpillars 12 days before hospitalization, not remark-
ing any ocular foreign bodies at the time.

Ocular inflammation secondary to penetration of cater-
pillar setae has been classified by Cadera and associates1

into 5 types, the later 2 pertaining to intraocular inflam-
mation (type 4, iritis and type 5, vitreoretinal involve-
ment). Pathophysiology of inflammation is assumed to be
both partially mechanical2 (progression caused by distal
end-oriented barbs on each hair) and partly toxic3 (thau-
metopoein secreted from the venom gland connected to
the hair shaft). Intraocular inflammation is observed when
the seta penetrates inside the eye. In this case, the
particularity was the absence of visible setae on initial
examination, masked by corneal stromal edema. We may
have removed aqueous setae or toxin at paracentesis,
unknowingly. Follow-up is now 12 months, and the patient
has showed no further inflammation. The sole seta ob-
served at day 5 has not moved since, becoming somewhat
translucent and remaining visible in a predesmetic posi-
tion.

In cases of prolonged intraocular inflammation, acute
endophthalmitis, or vitritis, vitrectomy has been success-
ful.2,4,5 The clinical course of ophthalmia nodosa is vari-
able, and this diagnosis should always be considered when
evaluating patients presenting with ocular inflammation,
especially in a region endemic for caterpillars.
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FIGURE 1. Slit-lamp photograph of left eye at day 3 shows
ciliary injection. Corneal infiltrate (arrow) visible on nasal
aspect of midperipheral cornea.

FIGURE 2. Slit-lamp photograph of left eye at day 5 shows seta
(arrow) deeply embedded in the cornea. Inflammation has
subsided.
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Tubercular Endophthalmitis
Simulating Retinoblastoma
Usha K. Raina, MD, FRCS, FRCOphth,
Deven Tuli, MS, Ritu Arora, MD,
Dinesh K. Mehta, MS, MNAMS, and
Mukesh Taneja, DO, DNB

PURPOSE: To report a case of tubercular endophthalmitis
simulating retinoblastoma.
METHODS: Case report. An 8-year-old female presented
with a history of complete loss of vision and a white
pupillary reflex in the left eye of 3 month’s duration.
RESULTS: Retinoblastoma could not be excluded on the
basis of clinical examination and relevant investigational
studies. In the left eye, a computed tomography (CT)
scan demonstrated a large vitreous mass with foci of
calcification. Enucleation in the left eye was performed,
and histopathological examination revealed a chronic
granulomatous endophthalmitis and acid-fast bacilli con-
sistent with tubercular pathology.
CONCLUSION: This case illustrates that tubercular en-
dophthalmitis with leukocoria and a vitreous mass con-
taining focal calcification may simulate retinoblastoma.
(Am J Ophthalmol 2000;130:843–845. © 2000 by
Elsevier Science Inc. All rights reserved.)

OCULAR CONDITIONS OTHER THAN RETINOBLAS-

toma that present with leukocoria are collectively
referred to as pseudoretinoblastoma. In most situations, it
is possible, based on clinical examination and relevant
investigations, to pinpoint the exact cause of leukocoria
and institute the appropriate treatment. But in cases in
which the diagnosis of retinoblastoma cannot be ruled out,
it is best to proceed with excision of the eyeball and seek
a histopathological diagnosis. This is particularly justified if
the eye is painful and without useful vision.1

● CASE: An 8-year-old female reported to the Pediatric
Ophthalmology Service with complaints of loss of vision in
the left eye associated with a white pupillary reflex for 3

months. Perception of light was absent in the affected left
eye, and the right eye was essentially normal. Examination
of the left eye revealed clear cornea with leukocoria. Cells
or keratic precipitates (KPs) were not observed in the
anterior chamber. The pupil was dilated and nonreactive
to light. The iris showed rubeosis and diffuse iris atrophy.
The lens showed cataractous changes and was subluxated.
Retrolental space revealed a whitish mass occupying the
entire vitreous cavity with surface vascularization (Figure
1, top). No other fundus details could be visualized. The
intraocular pressure was RE: 20 mm Hg and LE: 14 mm Hg.

No history of trauma existed. At the onset of decreased
vision in the left eye, the patient had mild redness and
pain in the affected eye but no eyelid edema. The child
had been seen by a pediatrician and found to have no foci
of systemic infection.

Complete blood count and x-rays of the chest and
paranasal sinuses revealed no abnormality. The patient
had received a course of topical and systemic antibiotics
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FIGURE 1. (Top) Photograph shows the mass in the vitreous
seen behind the subluxated and cataractous lens. Surface
vessels over the mass are evident. (Bottom) Axial computed
tomography scan reveals calcification in the mass.
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