
and 35 PD BI at 6m, with full motility. Ocular

examination was unremarkable except for a left

homonymous hemianopic field defect (Figure 1).

Magnetic resonance imaging (MRI) scan of the brain

confirmed an infarction in the right occipital lobe.

A binocular driving visual field test resulted in a

reasonably full field, presumably because the exotropia

compensated for the hemianopia (Figure 2). Therefore,

the patient declined surgery.

Comment

This case illustrates an important exception to the rule

that two defects of the visual system usually lead to a

more pronounced visual deficit than one.

Under binocular conditions, the functional significance

of a homonymous hemianopia can be reduced by an

exotropia of the ipsilateral eye (ie deviation in the

direction of the field defect), resulting in panoramic

vision. A prism correction of the exotropia, or botulinum

toxin to realign the eye, followed by a repeat binocular

visual field test helps predict the impact of a surgical

correction of exotropia.

This combination is uncommon. Three reports of

patients with exotropia who developed ipsilateral

homonymous hemianopia concluded that strabismus

correction is contraindicated in these patients in order to

preserve their panoramic vision.1–3

This case report highlights the fact that hemianopias

should be excluded before strabismus surgery. Reduction

in visual field as a result of ‘cosmetic’ surgical alignment

where there is an undetected hemianopia may have

serious implications, including loss of driving license.
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Sir,
Bilateral vitreous hemorrhage associated with dengue

fever

We appreciate the interest shown in our article1 by the

Readers of your esteemed journal. According to the

history given by the patient and her parents, she

developed the ocular manifestations 2 days after the

systemic manifestations of dengue fever i.e., high grade

fever with chills, muscle pain, headache, and episodes

of bleeding through mouth and during defaecation.

This information is already mentioned in the 2nd

paragraph of our article. After receiving the call by the

Pediatric Physician, ophthalmic examination was done

by the local Ophthalmologist on same day, and she was

found to have vitreous hemorrhage in both eyes at the

time of examination and advised review after couple of

weeks. The laboratory diagnosis during admission

revealed marked thrombocytopenia (Pletlet count

o25000/cc).

After improvement of the general condition, the

patient followed-up with the local Ophthalmologist.

When the vitreous hemorrhage didn’t cleared after

4 months of conservative management, she was referred

to our centre where we found to have organized

vitreous hemorrhage OD and resolving vitreous

hemorrhage OS.

Right eye pars-plana vitrectomy was performed that

improvement the visual acuity up to 6/12 after 12 weeks

postoperatively. No surgery was planned in left eye due

to resolving vitreous hemorrhage and good (6/12) vision.

The reason of not mentioning the vast details was

limitations to the number of words as per the norms of

the journal. Once again we thank to the corresponders for

showing their interests and valuable comments on the

article.

Reference

1 Nainiwal S, Garg SP, Prakash G, Nainiwal N. bilateral
vitreous hemorrhage associated with dengue fever. Eye 2005;
19(9): 1012–1013.

Correspondence

1404

Eye



S Nainiwal, P Garg, G Prakash and N Nainiwal

All India Institute of Medical Sciences,

Dr R P Centre for Ophthalmic Sciences,

Ansari Nagar, New Delhi, India

Correspondence: Dr S Nainiwal,

All India Institute of Medical Sciences,

Dr R P Centre for Ophthalmic Sciences,

Ansari Nagar, New Delhi-29,

New Delhi, Delhi 110029, India

Tel: þ 91 141 2521540;

Fax: þ 91 11 26588919.

E-mail: nainvision@yahoo.com

Eye (2006) 20, 1404–1405. doi:10.1038/sj.eye.6702274;

published online 24 March 2006

Sir,
Bilateral vitreous haemorrhage associated with dengue

fever

We read with interest the above article by Nainiwal et al1

as it was the first report to date of vitreous haemorrhage

resulting from dengue fever. A few points in the article

however, require clarification and may be of relevance to

the pathogenesis.

The authors have not clearly outlined the timeline of

the systemic manifestations of the disease and the

associated ocular symptoms and signs. The patient

presented with ‘diminution of vision in right eye since 4

months’, ‘she had high-grade fever y 2 days before

developing eye problems’ and that ‘she was referred to

us after her general condition had improved’. We wish to

clarify whether she underwent an ophthalmic

assessment only 4 months after onset of dengue. Dengue

haemorrhagic fever typically presents at time of

defervescence some days after the onset of dengue. As

such it would be useful to know when exactly from onset

of the fever the patient developed ocular symptoms.

Documented serum platelet levels on the day of onset of

her ocular symptoms would have added further

analytical value to the case report.

Recent case series have reported the mean interval

between onset of visual symptoms and systemic

manifestations of dengue fever to be in the range

of 6.82 and 7.33 days. Two other case reports4,5 have

reported a mean interval of 3 days. Onset of ocular

symptoms around 7 days after systemic symptoms lends

well to the possible immunologic basis of dengue ocular

disease.2

As it appears that the patient was not examined during

the early onset of her visual symptoms, vitreous

haemorrhage could have resulted at a later stage from a

pre-existing dengue-related retinal haemorrhageFa

known documented finding in dengue-related eye

disease.2

Dengue fever is currently endemic in Singapore and

we are conducting a prospective study of ocular

manifestations in patients infected with dengue virus. To

date, we have had one dengue patient with bilateral

vitreous haemorrhages.

However, in our case the vitreous haemorrhages were

very small and not the dominant finding. Also

interestingly our patient’s ocular symptoms arose at the

nadir of her platelet count (29 000/cc) on day 8 of the

disease. There could thus be two underlying mechanisms

explaining the ocular signs in dengue eye disease. One

could be immunologic with possible immune complex

deposition in retinal vessels. The other could be an

increased bleeding tendency resulting from decreased

platelet counts.
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