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in the RE. The corrected VA in LE was 0.6 (20/80) with −0.75 
D Sph. She was orthophoric for distance and near with fusion 
with a limited range.

The following factors played a role in satisfactory outcome 
of our patient:
1. Contact lenses are known to increase the accommodative 

effort in myopes compared to spectacles with the increase 
being proportional to the refractive error.[4] The phakic IOLs 
have a greater effect on the accommodative effort.[2,3]

2. An exotrope, when wearing minus spectacle lenses, looks 
through a base out prism which apparently increases 
the magnitude of an exodeviation. The prismatic effect 
is proportional to the refractive correction. When contact 
lenses (or phakic IOLs) are used, this effect is eliminated, 
revealing the true angle of deviation.[5]

3. A large portion of the stimulus to fuse is elicited through the 
peripheral field of vision. For highly myopic patients, glasses 
create significant peripheral distortion. With phakic IOLs, 
peripheral distortions are eliminated making fusion easier.[6]

4. A clearer, lesser minified, and aniseiokonic image stimulates 
and enhances binocularity. Myopic refractive correction 
closer to the nodal point is well‑known to improve VA.[7]

The observations of (i) restoration of ocular alignment, 
(ii) elimination of need for spectacles, (iii) improvement in 
best corrected VA, and (iv) improvement in binocularity prove 
the optical and functional superiority of ICL over spectacle 
lenses. But for the ICL, this patient may have been subjected 
to strabismus surgery. This demonstrates that patients with 
ocular deviations associated with high refractive errors should 
undergo an appropriate procedure to eliminate spectacles 
before squint surgery.
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Mean platelet volume as a marker of 
branch retinal vein occlusion may be 
influenced by many factors

Dear Editor,
We read the article ‘‘Relation between platelet indices and 
branch retinal vein occlusion in hypertensive patients” 
written by Onder et al.,[1] with interest. They aimed in this 
well‑designed study to find the relation between branch retinal 
vein occlusion (BRVO) and mean platelet volume (MPV) 
in hypertensive patients. They concluded that MPV was 
significantly higher in hypertensive BRVO patients and it’s 
potentially use as a prognostic biomarker in patients with 
BRVO would be possible in the future. We congratulate the 
authors for their lightening study. We would like to inform an 
error which we think to be done by mistake and make some 
contributions about study.

BRVO is one of the most common retinal vascular occlusive 
disorders and is usually associated with vitreous hemorrhage 
and a variable amount of vision loss.[2,3] It has been suggested 
in the literature that arteriosclerosis and arteriovenous crossing 
of retinal branch vessels play important roles in development 
of BRVO.[2] MPV is a marker of platelet size and activation. 
Increased MPV reflects active and large platelets. MPV is one 
of the most widely used laboratory markers to be related the 
platelet function and based on inflammatory condition.[4]

In present study, the authors reported that exclusion criteria 
included history of diabetes, glaucoma, blood dyscrasias, 
renal failure, hepatic disorders, malignancy, and history of 
drug use (nonsteroid anti‑inflammatory drugs, anticoagulant 
medications, and oral contraceptives). Patients with BRVO 
who had a history of vasculitis were also excluded. But in the 
literature, much more factors were reported which influence 
MPV level. Some of these factors are obesity, smoking and 
duration of it, metabolic syndrome, thyroid diseases, nasal 
polyposis, and bone mineral density. Especially the high‑grade 
inflammatory diseases, such as active rheumatoid arthritis, 
familial Mediterranean fever, acute pancreatitis, Crohn’s 
disease, and ankylosing spondylitis influence MPV level too.[4,5] 
In this study, the authors informed about number of smoking 
patients but did not mention about duration of smoking and 
difference between study groups. We think that if the authors 
gave information about these factors influencing MPV, the 
results of the present study may be different and stronger.

We also want to inform an error which we think to be done 
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by mistake. The authors reported in results that the platelet 
count was lower in the control group but the difference did not 
reach a statistically significant level. But inversely they reported 
in discussion part that the platelet count was insignificantly 
decreased in the BRVO group. We think that the second one 
was right and this was shown in Table 2. 
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Author's reply

Sir,
We thank the authors for taking interest in our study.[1]

The authors say that inclusion of Age‑related macular 
degeneration (AMD) and non‑AMD eyes in the same report 
can produce misleading results. We acknowledge this in our 
discussion and emphasize that the underlying etiology is an 
important predictor of long‑term vision.

The authors raise a point regarding the natural history 
of visual improvement in eyes with AMD experiencing 
submacular hemorrhage (SMH).[2,3] A variability of 20‑70% 

success, as pointed out by the authors, is extremely large. 
This exemplifies that visual outcomes associated with mere 
observation in SMH can be very unpredictable. Hence, we 
argue that with such a large range, most results will appear to 
mimic the natural history, as do results from all three arms of 
our study. In addition, our study cannot be compared to the 
natural history studies of the 1990s as polypoidal choroidal 
vasculopathy was not a well‑defined entity then.

The authors also cite results from the Submacular Surgery 
Trial (SST), to discredit our results.[4] However, there are many 
differences between our approach and that adopted in the SST. 
For example, mechanical damage to photoreceptors during 
removal of the choroidal neovascular (CNV) membrane itself 
may be responsible for visual loss and may explain differences 
between the studies.

Citing the study by Bennett et al., the authors erroneously 
state that mean visual acuity improved to 20/35 in traumatic 
SMH.[3] Case numbers 19 and 20 had large and thick SMH due 
to trauma with extremely poor outcome. Berrocal et al. had 
myriad causes including Proliferative diabetic retinopathy 
(PDR), Central retinal vein occlusion (CRVO), and Presumed 
ocular histoplasmosis syndrome (POHS) as causes of 
non‑AMD SMH.[2] Due to the inherent heterogeneity in the 
etiologies and characteristics of SMH, it is unfair to compare 
the non‑AMD group from Berrocal et al.’s study with our study.

The authors draw attention to the complications, namely 
retinal detachment as a complication of vitrectomy. We would 
expect fewer complications in the current era with use of small 
gauge vitrectomy techniques.

The authors misinterpret results from Table 2 in our study. 
Though both follow‑up period and anatomical outcome coexist 
in Table 2, it does not imply that it took 6.5 months for the 
hemorrhage to clear in all the eyes. The authors also mention 
that the SMH looks worse in Fig.3b than at presentation (3a). 
We disagree and believe that it is more dispersed which, in our 
opinion, helps it reabsorb much faster.

There are many studies available to determine the utility 
of pneumatic displacement in AMD with SMH. The authors 
surprisingly choose a retrospective study with a sample size of 
only 15.[5] We do not have any similar groups to the ones cited 
by the authors. Hence, we do not understand the relevance 
of such a poorly powered study in the context of our results.

Though we realize that well‑designed Randomised 
controlled trials (RCTs) are needed to determine best 
approaches to manage SMH, we would like to refer the readers 
to an excellent review article to serve as a reference till such 
time as an RCT is available.[6]
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