
11-year-old boy. It is unclear why these patients

developed Cushing’s syndrome when there are many

others using similar amounts of topical ocular steroids. It

has been suggested that in patients with Cushing’s

syndrome, the pituitary gland responds differently from

others who are given the same dose of steroid.5 In this

reported case, the diagnosis of iatrogenic Cushing’s

syndrome with a depressed hypothalamo-pituitary-

adrenal axis was confirmed by a low basal cortisol level

and the inability to raise cortisol production after

synacthen. The patient’s weight gain also correlated well

to the increased topical steroids usage after initial

presentation (Figure 3). The use of preoperative

intravenous methylprednisolone and bursts of higher

topical steroid usage may have contributed to the

development of Cushing’s syndrome. Interestingly,

Cushing’s syndrome has been reported in a 24-year-old

male after 60 mg of epidural methylprednisolone.6

When there is a suspicion of Cushing’s syndrome, it is

essential to warn the patient regarding possible life-

threatening infections and the need to seek immediate

medical help if unwell. Also, the patient needs to be

advised on the correct drop instillation technique

including punctal occlusion to reduce systemic steroid

absorption. The Glaucoma Unit has started to obtain

baseline weight, blood pressure, and glucose routinely in

patients likely to be on long-term topical steroid therapy.

The management of this patient involved close liaison

with the endocrinology and rheumatology units and

careful monitoring of the hypothalamo-pituitary-adrenal

axis when withdrawing steroids. This would not have

been possible without the use of nonsteroidal-based

systemic immunosuppression to control the patient’s

uveitis. The patient was commenced on systemic

immunosuppression with methotrexate in close

collaboration with the endocrine and rheumatology

units. The aim of this was to allow a gradual reduction in

the topical ocular steroids while maintaining adequate

control of his severe refractory chronic anterior uveitis.

This case of Cushing’s syndrome illustrates the

potential for unusual and serious extraocular side effects

of topical ocular steroids. It is essential that the treating

ophthalmologist be aware of this to avoid life-threatening

complications.
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Sir,
Reply to intrevitreal triamcinolone for branch retinal

vein occlusion

I read the article by Jonas et al1 on ‘Branch retinal vein

occlusion treated by intravitreal triamcinolone

acetonide’. I disagree with their conclusion that an

intravitreal injection of triamcinolone can increase visual

acuity in patients with branch retinal occlusion. If one

looks in Tables 2 and 3 at the preoperative and study end

visual acuities of the study and control groups there is no

significant change in acuity over the study period for

either group. In addition, there is no significant

difference between the groups at either time point. Given

that a total of 19 comparisons of mean visual acuity were

performed I suggest that a correction of the level of

significance should have been performed.2 This would

have meant that none of the comparisons of acuity at

intermediate time points in Tables 2 and 3 would have

reached statistical significance.
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Sir,
Reply to intravitreal triamcinolone acetonide as

treatment of branch retinal vein occlusion

We would like to thank Dr Wilkins for his interest in our

study.1 We do agree with him that the statistical basis of the

study is relatively weak. As he pointed out, multiple

comparisons were performed so that Bonferoni’s method to

correct for multiple comparisons might have been

necessary. On the other hand, the number of patients in the

study group was rather low (n¼ 10), despite of which the

difference in visual acuity between baseline measurement

and measurement at 1 month after injection was marginally

significant (P¼ 0.027). Additionally, he difference between

visual acuity at baseline of the study and the best visual

acuity during follow-up was significant in the study group,

but not in the control group. Furthermore, the study fits

with other investigations on the intravitreal use of

triamcinolone acetonide for a number of diseases associated

with cystoid macular oedema including branch retinal vein

occlusion.2–4 In all of these studies, a decrease in macular

oedema, and in most of the studies, an increase in visual

acuity was observed. In conclusion, we appreciate very

much Dr Wilkins’ comments and consider the present

study as a precursor of ongoing randomized controlled

trials on intravitreal triamcinolone acetonide as treatment of

retinal vein occlusions.
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Sir,
Macrophthalmos as a long-term outcome of severe

open globe injury

Long-term sequelae of open globe injuries include

cataract, glaucoma, phthisis bulbi, and sympathetic

ophthalmia. We present a case of a severe open globe

injury in childhood resulting in macrophthalmos as an

adult.

Case report

A 39-year-old man presented with gradual increased

prominence of his left eye, which had suffered a corneal

penetrating eye injury from a wooden stick at age 7 years

and had undergone primary repair.

On examination, best-corrected visual acuities were

6/7.5 OD and perception of light OS. The appearance of

the left eye is shown in Figure 1. Intraocular pressures

were 16 mmHg OD and 28 mmHg OS. The left eye was

aphakic.

Thyroid function tests were normal. An orbital CT scan

revealed an elongated left axial length of 33 mm,
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