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tration of the allergen is too low, or the vehicle is
inappropriate. To increase sensitivity intra-
cutaneous injectionmay becarried out. Ifdelayed
hypersensitivity is suspected the results are read
at 48 and 96 hours.

Various (3 blocking ophthalmic preparations
have been implicated in allergic contact conjunc-
tivitis4 and allergic contact dermatitis' S14 (Table
1). Positive allergic reactions to more than one (3
blocker in the same patient have raised the
question of cross sensitivity between various (3
blockers, which has been demonstrated for some
, blockers>" and not for others.'2"'4 It is likely
that cross sensitisation exists between certain (3
blockers only, but the numbers reported to date
are small.

Contact urticaria describes a particular reac-
tion after contact with the skin or mucous
membranes. The prototype is the weal and flare
response, but a spectrum exists from pruritus
only through weal and flare to a systemic reaction.
The diagnosis ofcontact urticaria may be difficult
when the eyes are involved. The weal and flare
response may not be apparent and the diagnosis
is suggested by the symptoms of burning or
stinging rather than the signs which are more
easily discernible on the skin elsewhere.
Symptoms occur early, being precipitated by
instillation of the offending substance into the
eye.

Contact urticaria is classified into imimuno-
logical, non-immunological, and unknown
categories.'5 Regardless of the mechanism the
final common pathway is probably the same and
eventuates in histamine and probably other
mediators being released from mast cells.
Immunologically triggered contact urticaria may
involve IgE mediated hypersensitivity as
indicated by a positive radioallergosorbent test
(RAST). Prick or scratch tests will be positive in
the affected individual and negative in healthy
controls, in contrast to non-immunological
contact urticaria which may be elicited in healthy
asymptomatic individuals.

Sensitisation to pilocarpine is rarely noted, but
a case each of allergic contact dermatitis and of

allergic contact and photocontact dermatitis has
been reported.'617 Contact urticaria due to pilo-
carpine has not, to our knowledge, previously
been reported.
Our patient is ofinterest because in addition to

type IV hypersensitivity to three ophthalmic (3
blockers he developed contact urticaria to pilo-
carpine. He is currently using levobunolol
hydrochloride to control his glaucoma without
showing an adverse reaction as yet.

We are grateful to Ms E Kritzinger for referring the patient, and to
the following pharmaceutical companies who kindly supplied i
blockers for skin testing: Alcon, Allergan, Dispersa, Merck Sharp
and Dohme, and Smith and Nephew.
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Cilia may be passively introduced into the eye
during a penetrating injury and are often well
tolerated in the anterior chamber (AC). The
decision to surgically remove the cilium is
difficult and must be based on the individual
clinical situation and the possible consequences
of leaving organic material in the AC.

We report a case of late development of an
implantation cyst from an intraocular cilium.

Case report
A 16-year-old male presented after striking his
right eye on the corner of a cardboard box. His
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Figure I Implantation cyst at the inferior aspect ofthe iris
with embedded cilium (arrow).

w

Figure 2 Lowv power view of the implantatz'on cyst. The section demonstrates keratinising
epidermnis with pigment cells in the stroma and is consistent with an implantation cyst

(haematoxylin and eosin, x20).

visual acuity was counting fingers. There was a

shelved, full thickness corneal laceration that

had self-sealed and was Siedel test negative. A

cilium was observed in the AC at some distance

from the corneal wound. There was fibrin in the

AC and a microscopic hyphaema.

The patient was admitted and treated con-

servatively with padding and topical antibiotics.

The cornea healed spontaneously and the visual

acuity returned to 6/6 after some months despite

the continued presence of the cilium in the AC.

Four years after the injury an iris cyst was

observed at the basal end of the cilium where it

had become embedded in the iris inferiorly (Fig
1). Observation over a period of months showed
the cyst to be slowly enlarging.
YAG laser photoablation was unsuccessful

and surgical removal was undertaken. The AC
was entered at the inferior limbus and visco-
elastic was introduced. The cilium and cyst were
excised with a broad iridectomy. Light micro-
scopy demonstrated keratinising epidermis with
attached stroma containing pigment cells (Fig 2).
The appearances were consistent with an
implantation cyst. The postoperative phase was
unremarkable with eventual recovery of an
acuity of 6/6.

Comment
The passive introduction of a cilium into the eye
during intraocular trauma is a relatively rare
complication.`-3 In contrast to other organic
material, it is relatively inert and is rarely
associated with infection. If the end of the cilium
is within the corneal wound then a patent route
for microbial infection might be maintained and
consequently surgical removal will be both more
desirable and easier to achieve. An immediate
granulomatous reaction has been described.4
Rarely, a delayed inflammatory response leading
to visual loss may occur if the cilium is left in situ.
Cyst formation has been mentioned by several
authors but to our knowledge there has not been
documentation of a specific case with histological
confirmation.' 4

Various methods of removal of foreign
material from the AC have been described.5 6 The
difficulty of atraumatic surgical removal in an
eye with potentially excellent vision explains the
initial decision to leave the cilium in the AC in
this case. The late development of an implanta-
tion cyst at the base of the cilium necessitated
surgical removal. Despite the inferior broad
iridectomy, the patient has not subsequently
complained of glare and has retained excellent
visual acuity.

Although cilia are often well tolerated in the
AC, the risk of later development ofan implanta-
tion cyst should be considered.
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