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overlying retina, which extended to the fovea. Another yellow 
choroidal nodule, measuring about half disc diameter, at the 
superotemporal arcade was noted. B-scan ultrasonography 
showed choroidal masses with high internal reß ectivity and 
detachment of the overlying retina. A diagnosis of bilateral 
choroidal metastasis with exudative retinal detachment 
was made. She was advised palliative chemotherapy and 
radiotherapy to the orbit, brain and spine. However, the patient 
refused further treatment. She expired six weeks later.

Discussion
Metastatic tumor is the most common uveal malignancy and the 
choroid is the most common site for uveal metastasis.3 Although 
breast and lung cancers represent the most common source of 
choroidal metastases, malignancies of the gastrointestinal tract, 
kidney, prostate and skin have all been reported to metastasize 
to the choroid.3 

Adenoid cystic carcinoma is the most common malignancy 
of the submandibular gland.2 Although there have been reports 
of choroidal metastasis from tumors of the parotid and the 
minor salivary glands, we are aware of only two other case 
reports of adenoid cystic carcinoma of the submandibular 
gland metastatic to the choroid.1,4 In one case, the metastasis 
was unilateral while in the other, both eyes were involved. 

In both cases, the nodules were solitary. In our case, there 
was bilateral involvement with two nodules in each eye. In a 
large survey of eyes with uveal metastases, it was noted that 
bilateral, multifocal presentation is less common than unilateral 
or unifocal presentation.3 

We document a hitherto unreported case of bilateral, 
multifocal choroidal metastasis from submandibular gland 
carcinoma. The paucity of reports on this subject could be due 
to the practical diffi  culties associated with the documentation 
of Þ ndings in these patients who may be unable or unwilling to 
cooperate with tedious procedures when they are in very poor 
systemic condition, as was the case with our patient.
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Intraocular infestation by the Þ larial worm is a rare occurrence 
in humans. Most of the published reports are from South-East 
Asia.1 We report a very rare case of intravitreal Brugian Þ larial 
worm, where the worm was removed live and intact by pars 
plana vitrectomy.

Case History
A 35-year-old male presented to us with complaints of 
�something moving in front of his left  eye for two days�. His 
visual acuity was 20/20 in both eyes. Anterior segment Þ ndings 
were within normal limits. Indirect ophthalmoscopy of the left  
eye showed clear ocular media, but there was a motile whitish 
thread-like worm entangled with vitreous strands found near 
the optic disc [Fig. 1]. Posterior segment of the right eye showed 
no abnormality. 

The patient had history of recurrent fever. Peripheral blood 
smear examination showed eosinophil count of 523/µl of blood 
but no detectable microÞ laria. Systemic examination revealed 
no abnormality. Chest X-ray was normal. No cutaneous lesions 
were seen. Routine and microscopic examination of urine 
showed no abnormality. 

Pars plana vitrectomy was planned to remove the worm live 
and intact. Limited vitrectomy was carried out leaving vitreous 
strands around the worm intact, which helped in removing the 
parasite by grasping the vitreous strands around it [Fig. 2]. The 
worm measuring 30 mm in length and 0.1 mm in diameter was 
alive and actively motile upon removal from the eye. It was 
sent to the parasitologist and on light microscopy identiÞ ed 
to be adult Þ larial worm because of twisted body curves with 
smooth cuticle, Þ ne transverse striations, ventrally coiled tail 
[Fig. 3] and the slightly swollen head end2 [Fig. 4]. Immuno 
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into the vitreous cavity is not known. The possible modes may 
be from choriocapillaries through the retinal layers as in a few 
reported cases of intravitreal Gnathostomiasis or through the 
optic nerve head.5

The most common clinical presentation of ocular Þ larial 
infestation is chemosis, lid edema orbital cellulitis, anterior 
uveitis or worm in the anterior chamber. But no case of 
intravitreal adult Brugian Þ larial worm has been found by 
Medline search.

Once a parasite is identiÞ ed in the vitreous cavity it should 
be removed immediately, live and intact as (i) it is capable of 
migrating to various parts of the eye and could cause structural 
damage and severe intraocular reaction (ii) severed parasite 
may cause serious intraocular inß ammation (iii) intact parasite 
is necessary for proper identiÞ cation of species and any systemic 
treatment if needed for it.5,6

This very rare case of intravitreal Brugian Þ lariasis illustrates 
that larval stage of lymphatic Þ lariasis can reach vitreous 
cavity and grow into its adult form and may cause visual 
problem. Removal of the living intact parasite is necessary not 

Figure 2: The worm is extracted live and intact after limited vitrectomy 
holding the vitreous strands around the worm 

Figure 1: Live intravitreal Brugian worm with active motility seen 
between the optic disk and macula

Figure 4: Light microscopic picture of head end of the parasite showing 
slight bulging (400x)

Figure 3: Light microscopic picture of the worm showing twisted body 
curves, smooth cuticles, transverse striations and ventrally curved tail 
(100x)

chromatographic test (ICT) for Þ larial antigen was negative. The 
sensitivity and speciÞ city of ICT for Þ larial antigen (W. bancroft i) 
is 96 to 100% and 95 to100% respectively.3 This helped us to 
diagnose the worm as adult Brugian Þ larial worm and most 
probably Brugia malayi as this is the only other Þ larial worm 
found in the Indian subcontinent according to the literature.3

Discussion 
Brugia malayi is a helminth belonging to class Nematodes. Man 
is the deÞ nitive host for Brugia malayi, the intermediate host 
being species of mansonian mosquitoes. Adult worms live in the 
lymphatic system discharging live embryos (microÞ laria) into 
the bloodstream, which are capable of living in the peripheral 
blood for a considerable period of time without undergoing any 
developmental metamorphosis. MicroÞ larae are taken up by 
the intermediate host where they undergo further development 
becoming infective for man.3,4

Usually pathogenicity of B. malayi is due to lymphangitis and 
elephantiasis. But rarely, microÞ larae move out of lymphatics 
or blood circulation and can come to extravascular sites like the 
eye (vitreous cavity). The exact mode of entry of such helminths 
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only for symptomatic relief or visual rehabilitation but also 
for prevention of intraocular inß ammation due to damage or 
death of the parasite. 
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Traumatic dislocation of an intraocular lens (IOL) can result in 
its displacement into the suprachoroidal space,1 subconjunctival 
space2-5 and vitreous cavity.6 Occasionally, it can also extrude 
from the eye following trauma.7-10 Dislocation of an IOL in 
the anterior chamber is rare. Plate haptic silicone IOLs 11, 12 are 
reported to dislocate in the anterior chamber due to Þ brosis of 
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A 31-year-old man with high axial myopia and strabismus Þ xus 
convergens underwent bilateral refractive lens exchange followed 
by a squint surgery (bilateral superior partial Jensen�s procedure 
and medial rectus recession). Aft er one year he presented with 
traumatic anterior dislocation of the sulcus Þ xated posterior 
chamber polymethyl methacrylate lens. The lens was dialed 
back into the ciliary sulcus without any complications. This case 
highlights the importance of implanting an intraocular lens (IOL) 
in-the-bag. If the IOL needs to be implanted in the sulcus, a larger 
diameter of the IOL with larger optic size and overall length is 
desirable, especially in highly myopic eyes.
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the capsular bag or aft er a YAG anterior capsulotomy. In one 
report damage to the haptics of foldable multipiece acrylic 
lenses was the cause of anterior dislocation.13 There also exists 
one report of post traumatic anterior dislocation of a polymethyl 
methacrylate (PMMA) IOL.14 The anterior dislocation of IOL is 
also reported to occur in toto with the capsular bag in patients 
with pseudoexfoliation.15,16 

In this report a well-centered single piece ciliary sulcus 
Þ xated PMMA IOL completely dislocated into the anterior 
chamber without wound dehiscence or an iris trauma in a 
highly myopic eye. This report provides yet another reason 
to ensure meticulous insertion of an IOL in the capsular bag, 
especially in a highly myopic eye.

Case History
A 31-year-old man presented with insidious onset horizontal 
diplopia for one year. He used spectacles since the age of six 
years. His best corrected visual acuity was 20/60 in the right 
eye with -32.0 diopter (D) and 20/60 in the left  eye with -31.0 
D. Orthoptic evaluation revealed 25 prismD esotropia in the 
right eye. Abduction on both sides was limited [Fig. 1]. Forced 
duction test was negative. He was diagnosed to have myopic 
strabismus Þ xus convergens. He underwent bilateral clear 
lens extraction with PMMA IOL (Model S3500, Optic size 5.0 
mm, overall length 12.0 mm, posterior vault 0.3 mm, ModiÞ ed 
�C� Loop haptics, Aurolab, Madurai, India) implantation. 
Postoperative targeted refraction was -2.0 D. Aft er simple lens 
aspiration, IOL was implanted through a 5.0 mm superior 
sutureless scleral tunnel incision (+4 D in right eye and +5.5 D 
in the left ). Surgery in the right eye was followed by left  eye 
surgery. Postoperatively IOL in the left  eye was noted to be 
inadvertently placed in the sulcus where it was stable, well-
centered and without any tilt for 12 months until the patient 
sustained an injury to his left  eye with a cricket ball. 

In the interim period he underwent bilateral partial superior 
Jensen�s procedure17 with medial rectus recession achieving 
orthoptropia and resolution of diplopia. Abduction in both 
eyes improved signiÞ cantly. 

A year after the IOL implantation, he came with the 
complaint of mild pain in the left  eye following an injury with a 
cricket ball three days prior to the presentation. On examination 
his best corrected visual acuity was the same as it was four 
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