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of the corneal reparative process, without direct 
involvement of iris tissue. l l  

In a recent report of 2 cases of bilateral keloid-like 
myofibroblastic proliferation of the cornea, without a 
history of trauma or chronic inflammation, it was 
proposed that previously unrecognised corneal 
infection could introduce microbial antigens, to 
invoke an immune-mediated reaction resulting in a 
hypertrophic scar.9 

The common occurrence of bilateral corneal 
keloids in Lowe 's syndrome7 suggests that in these 
patients keloid formation may be related to the 
underlying systemic abnormality. Although cataract 
and glaucoma surgery is commonly undertaken in 
such children, routine surgical procedures have not 
been implicated in keloid formation. 

It has been suggested that amino acids may leak 
into the cornea from abnormal new blood vessels, 
thus stimulating keloid formation. Substances from 
the anterior chamber may also leak through 
defective endothelium. Tripathi and co-authors1 2 
described bilateral corneal keloid in an ll-year-old 
boy with Lowe's syndrome who had previously 
undergone goniotomy to both eyes, and noted that 
keloid formation had developed in areas not 
traumatised by the procedure, with no histological 
evidence of surgical trauma in the area of keloid 
formation. Similarly, in our case, bilateral corneal 
keloids developed many years following surgery, 
with lesions located inferiorly and not related to the 
site of previous surgery. 

The management of corneal keloid poses many 
problems. Surgical excision of keloids often results in 
recurrence and enlargement of the lesions. I 

Although essentially benign, keloids may severely 
affect vision, and large hypertrophic scars can 
interfere with lid closure. 

The deep stromal involvement of the lesions 
precludes lamellar keratoplasty. Equally, penetrat
ing keratoplasty in these young and mentally 
retarded individuals may not be considered a viable 
option.s 

Treatment should be directed at removing the 
existing lesion and preventing recurrence by inhibit
ing fibroblastic proliferation and collagen synthesis. 
The use of radiotherapy in the management of 
keloids in general has been reported - in particular, 
the use of superficial X-rays or strontium-90 beta
rays. Other physical forms of treatment include 
ultrasound, cryotherapy, pressure therapy and laser. 
Dermal keloids have also responded to intralesional 
injection of steroid.1 Cibis and co-authors7 commen
ted on the persistence of mast cells in their 
ultrastructural analysis of corneal keloid, and 
suggested that suppression of inflammation by 
topical steroid or the use of mast cell stabilisers 
may be useful in the management of this condition. 
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The management of corneal keloids should there
fore be conservative in the first instance, with surgical 
intervention reserved for those lesions which sever
ley affect vision or impede adequate lid closure. 
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Sir, 
Localised Giant Papillary Conjunctivitis Secondary 
to a Dermolipoma 
Dermolipomas are solid choristomas formed from 
displaced embryonic material, destined to become 
skin, that has been sequestered to the conjunctiva. ] 

They typically occur on the superolateral epibulbar 
surface with a posterior extension into the orbit? The 
appearance is of a smooth pinkish-yellow mass in the 
conjunctiva. Histologically they consist of a kerati
nised squamous epithelium containing adnexal 
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Fig. 1. Dermolipoma of right superotemporal epibulbar 
surface showing-fine hairs (arrows). 

structures and fat and connective tissue septae in the 
underlying dermis. 1 

The lesions are often cosmetically embarrassing 
but do not usually cause functional problems, 
although fine hairs on the surface may cause 
irritation. Surgical excision should be conservative 
and confined to the irritating dermal surface or to the 
visible portion of the lesion, since more extensive 
dissection may lead to severe post-operative compli
cations;3,4 these include damage to lacrimal gland 
ductules (resulting in keratitis sicca) , tethering of 
lateral and superior rectus muscles with resultant 
strabismus, and scar tissue adhesions causing 
mechanical ptosis.s 

Case Report 
A l4-year-old girl presented with a dermolipoma of 
the right eye. Two years previously she had under
gone attempted excision of the lesion but felt that it 
was unchanged post-operatively. She complained of 
the cosmetic appearance of the dermolipoma and 
also that the vision in the right eye blurred 
intermittently throughout the day, but could be 
cleared by blinking. 

Fig. 2. Previously operated dermolipoma of right eye with 
lateral ptosis and a lateral canthal conjunctival scar slightly 
restricting adduction. 
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Fig. 3. Giant papillary conjunctivitis of the lateral third of 
the right upper tarsus. 

On examination the visual acuity was 6/6 right, 6/5 
left, unaided. There was a dermolipoma in the 
superolateral aspect of the right epibulbar surface 
which bore many fine hairs on its surface (Fig. l) . A 
horizontal conjunctival scar was adherent to the 
lateral canthus, minimally restricting adduction of the 
eye and the upper eyelid showed a slight lateral 
droop (Fig. 2). There was accumulation of mucus in 
the lower fornix spreading across the cornea. Ever
sion of the upper lid revealed a marked giant 
papillary conjunctivitis confined to the lateral third 
of the tarsal conjunctiva (Fig. 3) .  

The patient i s  awaiting excision of the hair-bearing 
epithelium and microscopic dissection of the. inter
palpebral portion of the dermolipoma with mucous 
membrane graft. 

Comment 
Irritation from a dermolipoma is due to the ectopic 
hair-bearing skin on the surface of the lesion and, in 
order to eradicate this symptom successfully, this 
area needs to be excised. Our patient showed signs of 
chronic irritation with giant papillary conjunctivitis 
confined to an area of tarsal conjunctiva adjacent to 
the hair-bearing part of the dermolipoma - a sign 
which we have observed in some other cases of hair
bearing dermolipomas. She was troubled by mucus 
secretion from the conjunctivitis which obscured her 
vision when it smeared across the visual axis. This 
report illustrates the association between hair
bearing dermolipoma and adjacent giant papillary 
conjunctivitis. 
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Sir, 
Ectopic Retinal Tacks 
Retinal tacks provide a means of achieving intra
operative retinal fixation in complicated retinal 
detachments. On rare occasions they may become 
dislodged and can move within the globe. We 
describe a case in which this occurred with displace
ment of retinal tacks into the anterior chamber. 

Case Report 
A 59-year-old man was referred in June 1993 with a 
right retinal detachment. He had already undergone 
surgery at his local hospital for a superonasal 
detachment and received treatment with cryother
apy and a 5 mm radial explant. This proved 
unsuccessful and his retina subsequently redetached. 

At presentation here, his visual acuity was 
perception of light with the right eye and 6/6 with 
the left. Fundal examination revealed a total right 
retinal detachment with an open break superiorly 
and grade D proliferative vitreoretinopathy (PVR). 
A pars plana vitreolensectomy was performed the 
following day under general anaesthesia. A large 
relieving retinotomy was created inferiorly to release 
traction from the PVR. Laser photocoagulation was 

Fig. 1. Slit lamp biomicroscopy of the right eye showing a 
retinal tack lying inferiorly in the anterior chamber with 
adjacent stromal and epithelial oedema. 
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applied to the edge of the retinotomy and the retina 
was flattened per-operatively with the aid of two 
tacks (Grieshaber 6 1 1 .94) and silicone oil. The retina 
subsequently remained attached and the patient's 
visual acuity improved to counting fingers. 

During a routine clinic visit, 9 months after the 
surgery, the patient mentioned that his right eye had 
been painful for the preceding fortnight. Slitlamp 
biomicroscopy revealed a retinal tack lying inferiorly 
in the anterior chamber with adjacent stromal and 
epithelial oedema (Fig. 1 ) .  Numerous folds in 
Descemet's  membrane were present together with 
rubeosis iridis and a moderate degree of uveitis. 
After admission the tack was removed through a 
small limbal paracentesis under general anaesthesia. 

Two months later, at a subsequent clinic visit, a 
second tack was found to be present in the inferior 
anterior chamber. Corneal changes similar to those 
described above were present (Fig. 2). This tack was 
removed using a similar technique and the patient 
has made a good recovery from this further surgery. 

Discussion 
Conventional retinal reattachment techniques have a 
lower success, rate in complicated retinal detach
ments. Unrelieved retinal traction makes standard 
methods of retinopexy such as cryotherapy or 
photocoagulation, unsuccessful. Retinal tacks pro
vide a means of apposing retina to retinal pigment 
epithelium (RPE), facilitating effective internal 
tamponade with gas or silicone oil. Tacks are also 
occasionally useful in the treatment of giant retinal 
tears and following relieving retinotomies to immo
bilise freely mobile retina. Their role in treating these 
conditions has, however, been largely supplanted by 
perfluorocarbon liquids.1 

The first retinal tacks,2 introduced in 1983, were 
made from polyacetal, an extremely hard plastic. 
Subsequently, inert metallic tacks3 have been 
designed and those currently available are made 
from titanium4 (Fig. 3) .  These tacks have minimal 

Fig. 2. A second tack in the inferior chamber found at a 
clinic visit 2 months after the first tack. 
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