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the right internal capsule and left frontal premotor area
that were believed to be secondary to vasospasm. He was
started on a 2-week prophylactic dose of intravenous
vancomycin and meropenem. The psychiatric team evaluated him for psychosis and seizures and started him on
valproate and olanzapine. The patient remained intubated
in the intensive care unit for 1 month, after which he was
transferred to the neurological ward for continuation of
care. During a lengthy 6-month admission, the patient
showed severe cognitive impairment and was discharged to
a supervised nursing home for further treatment and care.
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DISCUSSION
Over 50 cases of unilateral or bilateral psychotic
oedipism have been reported in the last 50 years.9–13
Most cases were in association with psychotic episodes,
mainly untreated schizophrenia.14 In this article, we report
the ﬁrst case of cocaine-induced self-enucleation in a
healthy male with no known history of psychiatric disease,
as well as another case of simultaneous bilateral selfenucleation in a patient with untreated schizophrenia.
Self-enucleation is a rare ophthalmic and psychiatric
emergency requiring immediate attention and collaboration between the ophthalmologist and the psychiatrist
because it results in severe ophthalmic and possibly lethal
neurological complications. Patients should be admitted,
started on prophylactic antibiotics, and assessed by psychiatry. Continuous nursing supervision is warranted,
particularly for patients with unilateral ocular damage.
These patients are at a higher risk for further selfmutilation. Long-term psychiatric hospital admission and
therapy may be necessary because these patients are at risk
of suicide.15
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Bilateral intratarsal dystrophic
calciﬁcation and ossiﬁcation in localized
immunoglobulin light chain amyloid
Amyloidosis is a heterogeneous group of rare disorders
wherein insoluble ﬁbrillar proteins are deposited in extracellular spaces within the body. The disorders may be
localized, systemic, hereditary, and nonhereditary. Various

subtypes of amyloid proteins are involved, and are most
accurately characterized by mass spectrometry. We report
herein a unique case of unsuspected bilateral localized
intratarsal amyloid within specimens derived from blepharoptosis surgery. Bilateral focal dystrophic calciﬁcation
and bone formation were present within the amyloid
deposits, a unique ﬁnding in the eyelids.
A healthy 75-year-old male presented with bilateral blepharoptosis (Fig. 1) and a mild “dry eye” condition. Visual acuity
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Fig. 1 — Preoperative view of blepharoptosis.

was 20/20 OU. Extraocular muscle function was normal.
There was Meibomian gland dysfunction of the lower lids
with mild corneal punctate staining. A well-healed bilateral
LASIK ﬂap from a several-year-old procedure was present.
There was bilateral pseudophakia. Findings of each fundus
examination, including optic nerves, were normal.
The patient underwent a bilateral Fasanella-Servat tarsoconjunctival resection for correction of blepharoptosis. During
surgery, a white, “spongy” material was noted near the upper
border of each tarsus, presumably reﬂecting some sort of
scarring. Each tarsus measured 16 mm in height, approximately double the average measurement. Pathologic examination of both tarsoconjunctival fragments showed intratarsal
deposits of Congo-red–positive material that exhibited applegreen birefringence under polarized light. Some areas showed a
foreign body granulomatous reaction to the amyloid (Fig. 2A).
Each tarsus contained focal basophilic calciﬁcation of the
amyloid deposits, some of which had undergone bone
formation (Fig. 2C, D). Some nonossiﬁed amyloid also was
present in Mueller’s muscle. Immunohistochemistry of a
scant subconjunctival lymphoplasmacytic inﬁltrate disclosed
polyclonality with respect to lymphocytes (an admixture of

CD3-positive T cells and CD20-positive B cells) and plasma
cells (an admixture of kappa and lambda light chains). These
conﬁgurations denoted a garden-variety reactive pattern
(chronic conjunctivitis) rather than a localized plasma cell
proliferative disorder. Mass spectrometry performed at the
Mayo Clinic disclosed the amyloid to be of the AL kappa type.
Healing was unremarkable, and postoperative examination
with lid-eversion showed no residual white deposits. Subsequent ﬁndings of an extensive systemic work-up, including
complete blood count, basic metabolic panel, serum electrophoresis, serum calcium, and phosphorous, were all normal
without evidence of systemic amyloidosis.
Localized AL amyloidosis represents a rare occurrence
within the spectrum of amyloid disorders and is most
accurately diagnosed by mass spectrometry protein sequencing.
A recent report of 2 cases of localized conjunctival AL light
chain amyloid without systemic disease used mass spectrometry analysis at the Mayo Clinic.1 Our case illustrates the
third such case. Because the disorder has been theorized to
result from site-speciﬁc plasma cell clones producing fragmented monoclonal light chains,2 we investigated the plasma cells
and lymphocytes at the specimen borders and found no
evidence of a monoclonal proliferation. A characteristic ﬁnding
in the current case, unusual in systemic amyloidosis, was the
presence of giant cells adjacent to both noncalciﬁed and
calciﬁed amyloid deposits. This pattern may reﬂect a granulomatous foreign body reaction3 or, in noncalciﬁed amyloid,
an immunohistochemical reaction to light chains.1 Amyloidal
calciﬁcation, with and without ossiﬁcation, has been described
in various systemic sites, such as lung,4 subcutaneous tissues,5
and orbit,6 but this is—to our knowledge—the only case of
such occurrence in the tarsus. The pathogenesis of the

Fig. 2 — (A) Tarsoconjunctival fragment shows conjunctivitis and contains amyloid deposition (a) with foreign body reaction (*)
(hematoxylin–eosin, 200). (B) Amyloid highlighted by Congo-red stain (200). (C) Purplish calcification with granulomatous
inflammation (arrowhead) (hematoxylin–eosin, 200). (D) Bone formation (b) within amyloid (hematoxylin–eosin, 100).
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exceptional dystrophic calciﬁcation with bone formation in the
current case and its absence in previously reported cases of
conjunctival/eyelid amyloid is unclear.
Intratarsal amyloid is much rarer than conjunctival or orbital
amyloid and is nearly always unilateral.7,8 We could ﬁnd only
one report of bilateral tarsal involvement, and it did not show
the calciﬁcation and ossiﬁcation found in the current case.9
A single report of a unilateral, papillomatous, calciﬁed
nonamyloid tarsal mass was termed, oddly, “calcinosis
cutis” by its authors10 and may represent calciﬁcation of
an underlying neoplasm. Calciﬁcation of ocular tissues
may occur in hypercalcemic states such as hyperparathyroidism, but these conditions were excluded in our patient.
It is probable that the intratarsal deposits of calciﬁed and
ossiﬁed amyloid—along with nonossiﬁed Mueller’s muscle
deposits—contributed to the blepharoptosis.
This case, like its recently reported analogues,1 illustrates that AL amyloidosis may be localized and characterized by a benign course. (Additional systemic follow-up is
planned.) The case also underscores the importance of
submitting tarsoconjunctival tissue for histologic examination rather than discarding the excised material.
Although some institutions use immunohistochemistry
for traditional amyloid typing, the results can be inaccurate. Contamination or formalin-induced epitope loss may
produce high background staining. Furthermore, c-terminus light chain variability can result in lack of staining.11,12 We strongly endorse interinstitutional referral for
protein sequencing by liquid chromatography and mass
spectrometry, which is nearly 100% accurate.
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Bilateral neuroretinitis due to
Bartonella henselae in a child
A 9-year-old male presented to the emergency department
of a pediatric hospital with a 4–5-week history of lethargy,
blurred vision, and intermittent temporal headaches. He
was taking ibuprofen as needed for the headaches but no
other medications. He had no other signiﬁcant ocular or
medical history except for a traumatic distal right radius
fracture 3 months before presentation. The patient was
afebrile with a blood pressure of 115/74.
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Urgent ophthalmology consultation was requested. On
examination, visual acuity was 20/60 OD and 20/200 OS.
There was a moderate colour vision deﬁcit in the right eye
and a severe colour vision deﬁcit in the left eye. On dilated
fundus examination, there was 4þ bilateral optic disc
edema with hemorrhages, cotton wool spots, and macular
exudates (Fig. 1). There was no evidence of anterior uveitis
or posterior vitreous cells. Extraocular motility was full
with no evidence of a cranial nerve VI palsy in either eye.
Goldmann visual ﬁeld testing revealed bilateral blind spot
enlargement.
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