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ABNORMAL CORNEAL LESION FOLLOWING 
CATARACT SURGERY; A CORNEAL PYOGENIC 
GRANULOMA? A CASE REPORT

SUMMARY
Background: Description of an abnormal corneal lesion as a complication of a clear corneal incision in cataract surgery. 
Case presentation: A 55-year-old woman presented, complaining of right eye pain and redness for 6 months, which started 1 month after her uncom-
plicated cataract surgery. On gross examination, the bulbar conjunctiva was hyperemic and a vascularized salmon-pink nodule with a smooth surface 
was noted over the supratemporal region of the cornea, just anterior to the previous superior corneal incision, with superficial feeder vessels origi-
nating from the adjacent conjunctiva toward the lesion. The lesion was removed and histopathological examination revealed an inflammatory tissue 
containing inflammatory cells and capillaries within a background of fibrotic tissue throughout the lesion.
Conclusions: Reactive fibrovascular nodules are rare corneal lesions following corneal trauma and vascularization, including a clear corneal cataract 
surgery incision. Ophthalmologists may encounter these lesions during postoperative visits and should be familiar with their appearance and man-
agement.
Keywords: cornea, incision, pyogenic granuloma

Čes. a slov. Oftal., 79, 2023, No. 1, p. 50–53

CASE REPORT

INTRODUCTION

A clear corneal incision in cataract extraction surgeries 
may be accompanied by both early and late corneal com-
plications, including wound leakage, corneal astigma-
tism, epithelial ingrowth, Descemet membrane detach-
ment, and wound burn [1-4]. Most surgeons are familiar 
with these complications and their management. In this 
case report, we describe a very uncommon complication 
of cataract surgery incision and its treatment. 

Case description
A 55-year-old woman living in an urban area present-

ed to our Clinic with the complaint of right eye pain 
and redness for 6 months, which started 1 month after 

the uncomplicated cataract surgery that she had under-
gone at another eye surgery center. During this time, she 
showed no improvement in her symptoms, regardless of 
the use of a wide array of topical drugs, including anti-
biotics, steroids, and non-steroid anti-inflammatory eye 
drops. The patient denied any history of ocular surface 
disorder including infectious or autoimmune causes or 
any recent eye trauma. On gross examination, the bulbar 
conjunctiva was hyperemic, mainly on the temporal side 
of the right eye, and her uncorrected visual acuity was 
10/10 (Snellen chart) in both eyes. A more detailed exam-
ination using a slit lamp showed no marked blepharitis, 
but a  vascularized salmon- pink nodule with a  smooth 
surface was noted over the supratemporal region of the 
cornea just anterior to the previous superior corneal inci-
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sion, with superficial feeder vessels originating from the 
adjacent conjunctiva toward the lesion. In addition, the 
underlying cornea was slightly edematous without any 
obvious epithelial defects on fluorescein staining (Figure 
1). The remaining examinations of the same eye includ-
ing the palpebral conjunctiva and fornices revealed no 
further pathologies and the examination of the other eye 
was normal.

 
According to the patient’s medical and surgical histo-

ry and the location and characteristics of the lesion, she 
was diagnosed with an acquired corneal pyogenic gran-
uloma. Considering the non-improving and prolonged 
course of the lesion, we planned to excise the lesion. In 
the operating room and under topical anesthesia, the 
lesion was first grasped with Colibri forceps and then 
removed using Vannas scissors. Subsequent bleeding 
of the cut vascular pedicles was first controlled by mild 
pressure with a cotton-tip applicator. Thereafter, a 10–0 
needle was inserted directly into the lumens of the main 
feeder vessels at the limbus, and low-power monopolar 
cauterization (1–2 mJ) was applied to the other end of 
the needle. Finally, subtenon steroid was injected. 

Histopathological examination of the lesion revealed 
an inflammatory tissue, containing numerous endothe-
lial cell-lined capillaries with perivascular inflammatory 

Figure 1. Salmon pink nodule with smooth surface and feeder 
vessels from the nearby conjunctiva on the supratemporal regi-
on of the cornea after cataract surgery

Figure 2. Microscopic examination of the excised lesion with Hematoxillin and Eosin staining shows superficial corneal 
tissue attached to an elevated lesion (A) [arrows], with loss of superficial epithelium which was replaced by fibrino-le-
ukocytic exudate (B) [arrowheads]. underlying connective tissue stroma was fibrous and revealed numerous endothe-
lial cell lined capillaries (stars) with perivascular inflammatory infiltration (circles) and thick bundles of collagen fibers 
throughout the stroma (C, D)
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infiltration and thick bundles of collagen fibers through-
out the stroma. Furthermore, the top of the lesion was 
not covered with the epithelium and was replaced by 
a fibrino-leukocytic exudate and, on investigation of the 
base of the lesion, no corneal intraepithelial neoplastic 
cells in favor of CIN could be detected (Figure 2). These 
histopathological findings along with the macroscopic 
appearance of the lesion were more in favor of chronic or 
late-stage of a non-lobular type of pyogenic granuloma 
or granulation tissue. Therefore, we also performed an-
ti-CD34 immunohistochemical staining to determine the 
vascularity of the lesion (Figure 3).

Following the surgery (Figure 4), topical betametha-
sone every 2 hours and topical chloramphenicol every 

6 hours were prescribed. The 2-month follow-up of the 
patient was associated with tapering of the topical ste-
roid. No recurrence or obvious scar was detected and the 
patient experienced no more ocular symptoms.

DISCUSSION AND CONCLUSION

Pyogenic granuloma is a  reactive inflammatory and 
highly vascular lesion, secondary to surgery or chronic 
trauma to the skin, mucous membranes, and rarely the 
cornea. In the earlier phase of the formation, pyogenic 
granulomas are more cellular, which is called the “cellular 
phase”. In time, the vascularity of the lesion increases, so 
it is named the “vascular phase”; and, finally, the fibrotic 
tissue may predominate and the lesion involutes to what 
is called the “involutionary phase”. However, naturally, 
the cornea is an avascular tissue; hence corneal vascular-
ization is a prerequisite for the development of corneal 
pyogenic granulomas [5-7]. Nevertheless, corneal pyo-
genic granulomas differ from those of other sites in that 
they are more sessile rather than pedunculated and lack 
the typical corkscrew pattern of vascular proliferation 
seen in pyogenic granulomas of the skin and mucous 
membranes [8]. Similarly, our patient developed a corne-
al fibrovascular lesion subsequent to the cataract surgery 
incision, which appeared as a sessile vascular granuloma 
without the typical lobular appearance.

There are only a few reports of corneal pyogenic gran-
ulomas in the literature; although corneal pyogenic gran-
uloma is considered a  rare lesion, it can be diagnosed 
by relevant history taking and meticulous examination. 
Due to their rarity, most of the reported corneal pyogen-
ic granulomas have been excisionally biopsied to dis-
tinguish them from other suspected lesions, including 
malignant corneal lesions [9-11]. However, there is one 
report of a  pyogenic granuloma being dislodged by it-
self [12]. Histopathological investigations of corneal pyo-
genic granulomas show inflammatory cells, composed 
mostly of plasma cells and lymphocytes in a highly vas-

Figure 3. Immunohistochemistry staining shows positive reaction for CD34 in blood vessels (A), higher magnifica-
tion (B)

Figure 4. Post-operative view of the corneal surface after exci-
sional biopsy
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cularized and inflamed stroma with intact or ulcerated 
epithelium [9]. Differential diagnoses of pyogenic granu-
lomas vary, depending on the phase of the lesion which 
affects the vascularity and color of the lesion. In the earli-
er phases with high cellular reaction, it may masquerade 
as infectious keratitis and inflammatory nodules such as 
phlyctenules. In the vascular and involutionary phases, 
these lesions may mimic the appearance of neoplastic, 
vascular tumors or chronic lesions [5]. 

In our patient, we chose the surgical option, not only 
to confirm the diagnosis, but also to relieve the ocular 
symptoms that were resistant to topical therapies. Al-
though histopathological examination of the lesion 
showed a fibrovascular reaction, it was not representa-
tive of a typical pyogenic granuloma, which has a  lob-
ular appearance and consists of a  high density of ra-
dial branching vessels and a high cellular mitosis rate. 
Therefore, we decided to stain the lesion with anti-CD34 
antibodies to ensure the confirmation of its high vascu-
larity. On the other hand, it is well known in the litera-
ture that the appearances and microscopic features of 

pyogenic granulomas differ according to the stage, but 
all fall into one spectrum.

 
Unless the surgical cases in which overhealing of the 

wound closure is the reason for the lesion development, 
the underlying irritating causes, including trichiasis, 
punctul plugs, consuming contact lenses, or some topi-
cal drugs, should be detected and treated [13-16]. There-
fore, the recurrence rate following pyogenic granuloma 
treatment depends on the underlying cause and man-
agement. With attention to the literature and our patient, 
it seems that the best management for reactive corneal 
nodules would be surgical excision, due to the high cor-
neal irritation and the undetermined response of these 
lesions to anti-inflammatory therapies. 

 
In conclusion, fibrovascular nodules, including pyo-

genic granulomas, are rare corneal lesions following cor-
neal trauma and vascularization, including a clear corneal 
cataract surgery incision. Ophthalmologists may encoun-
ter these lesions during postoperative visits and should 
be familiar with their appearance and management.
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