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Dear Editor,
Sympathetic ophthalmia (SO), a bilateral granulomatous panuveitis, is a rare condition that can occur after a penetrating eye injury or intraocular surgery [1]. Although the risk of SO following conventional 20-gauge vitrectomy has previously been suggested [1], there are only two reported cases of SO following transconjunctival sutureless vitrectomy (TSV) [2, 3]. We present a case of SO after 23-gauge TSV.
A 45-year-old Korean man presented with blurred vision in his left eye. His best-corrected visual acuity was 0.8 in the right eye and 0.4 in the left eye, and the corresponding intraocular pressures were 13 and 15 mmHg, respectively. Anterior segment slit-lamp examination showed tobacco dust in the anterior vitreous cavity of the left eye. Fundoscopic examination revealed a superotemporal macula-off retinal detachment in the left eye. A large horseshoe tear and several small retinal tears were observed in the area of the detached retina. The patient had no history of ocular trauma or surgery.
The patient underwent 23-gauge TSV under local anesthesia. Endolaser photocoagulation and gas (sulphur hexafluoride) tamponade were used to treat the retinal tears. Postoperative complications, including intraocular pressure increase or decrease, were not observed. One month after surgery, his best-corrected visual acuity in the left eye was 0.6 and the retina was reattached in the left eye. Two months after surgery, the patient returned with decreased vision and metamorphopsia in his right eye. His best-corrected visual acuity was 0.7 in the right eye and 0.6 in the left eye. Slit-lamp examination showed a moderate inflammatory reaction in the anterior chamber and anterior vitreous of both eyes. Both fundoscopic examination and optical coherence tomography revealed bilateral subretinal fluid, choroidal thickening, and choroidal folds in both eyes (Fig. 1A-1D). Fluorescein angiography showed multiple pinpoint leakages at the level of retinal pigment epithelium in the late phase (Fig. 1E and 1F).
[image: Figure F1 ]Fig. 1
At the onset of sympathetic ophthalmia, color fundus photography in both eyes showed retinal folds (A,B). Optical coherence tomography in both eyes showed subretinal fluid, choroidal thickening, and choroidal folds (C,D). Fundus fluorescein angiography in both eyes showed multiple pinpoint leakages at the level of retinal pigment epithelium in the late phase (E,F). After treatment with oral prednisolone, optical coherence tomography revealed disappearance of the subretinal fluid (G,H).


As the patient had bilateral panuveitis, subretinal fluid, and multiple leakages in angiography, we considered either Vogt-Koyanagi-Harada disease (VKH) or SO as a diagnosis. However, he had no systemic symptoms. Furthermore, according to the diagnostic criteria of VKH, it could not be VKH because he had a recent history of ocular surgery. In addition, we did not find any evidence of infection in this patient. As a result, we diagnosed him with SO. The patient was treated with 90 mg of oral prednisolone per day. The subretinal fluid cleared in both eyes following treatment (Fig. 1G and 1H). Oral prednisolone was gradually tapered and continued at a low dose. Nine months after surgery, his best-corrected visual acuity was 0.9 in the right eye and 0.6 in the left eye while taking oral prednisolone 10 mg per day.
SO is a rare bilateral diffuse granulomatous uveitis that occurs a few days to several decades after penetrating accidental or surgical trauma to the eye. Pars plana vitrectomy is a surgical procedure associated with SO [1]. The exact mechanism of SO is not clear, but it is hypothesized that SO results from an autoimmune, inf lammatory response against ocular antigens exposed to the lymphatic system in the conjunctiva or orbit [1]. The risks of this exposure are likely due to breakdown of the blood-retinal barrier and subclinical uveal incarceration at wound sites [4].
Recent advancements in microsurgical techniques have led to increased adoption of TSV using 23-gauge or the smaller 25-gauge microinstruments. TSV has many advantages, but it may also be associated with an increased incidence of wound leak [5]. The incidence of wound leak may cause subclinical uveal incarceration, which results in exposure of ocular antigens.
Cha et al. [2] and Haruta et al. [3] recently reported cases of SO after 23-gauge TSV. However, our case is different from these two cases. Although 23-gauge TSV was performed for the treatment of rhegmatogenous retinal detachment, our case was unrelated to silicone oil tamponade, phacoemulsif ication, or recurrence of retinal detachment. Any postoperative complications such as hypotony, wound leakages, and hyphema were not observed.
Our case emphasizes that SO can occur after uncomplicated 23-gauge TSV for primary retinal detachment. The mechanism of SO is not clear, but it may be related to persistent uveal wound dehiscence associated with sutureless scleral wounds.
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At the onset of sympathetic ophthalmia, color fundus photography in both eyes showed retinal folds (A,B). Optical coherence tomography in both eyes showed subretinal fluid, choroidal thickening, and choroidal folds (C,D). Fundus fluorescein angiography in both eyes showed multiple pinpoint leakages at the level of retinal pigment epithelium in the late phase (E,F). After treatment with oral prednisolone, optical coherence tomography revealed disappearance of the subretinal fluid (G,H).
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