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Discussion
The	wire	 lid	 retractor	 can	 be	 used	 in	 different	 clinical	
conditions,	including	chemical	injury,	foreign	body	lodgment,	
intraocular	 trauma,	 concretions,	 and	ocular	 infection.	 The	
upper	lids	could	always	be	everted	without	exerting	pressure	
on	globe	 in	cases	of	 trauma.	A	word	of	caution	 is	 that	 this	
device	 should	not	be	used	 in	patients	with	 lid	defects	 and	
tense	swollen	lids.

The	wire	lid	retractor	has	following	applications:
1.	 In	ocular	chemical	injuries:
•	 to	examine	the	fornices	and	conjunctiva,
•	 to	 remove	 lime	particles	 effectively	 and	 immediately	

under slit lamp, and
•	 to	swipe	and	wash	fornices	[Fig.	2].

2.	 To	remove	concretions	under	slit	lamp.
3.	 To	examine	palpebral	conjunctiva	and	superior	 fornix	 in	

adult and infant [Fig.	3]	in	cases	of	foreign	body	lodgment,	
intraocular	trauma,	and	ocular	infection.

Barraquer	wire	eye	 speculum	can	also	be	used	as	a	wire lid 
retractor	by	slight	modification.	The	wire	lid	retractor	is	easy	
to	make,	 learn,	and	use.	Though	not	self‑retaining,	 it	exerts	
no	pressure	on	the	globe.	It	can	be	used	in	sitting	or	supine	
position.	 It	 can	be	used	with	 slit	 lamp	or	under	operating	
microscope.	Thus,	 it	 is	 a	useful	device	 for	 evaluation	of	 lid	
pathologies	as	an	office	procedure	and	in	the	operating	room.	
It	is	a	simple	technique	for	converting	a	wire	speculum	into	a	
device	used	for	eversion/double	eversion	of	eyelid.
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Case Report
A	 60‑year‑old,	 non‑diabetic,	 non‑hypertensive	 female	
presented	 to	 us	 a	 day	 after	 undergoing	 pneumatic	 air	
descemetopexy	 for	postoperative	planar	 inferior	Descemet	
membrane	 (DM)	detachment	 [Fig.	 1]	 in	 the	 left	 eye	 (LE).	
DM	 reposition	was	performed	using	 air	 under	peribulbar	
anesthesia.	The	 intraocular	pressure	 (IOP)	measured	 in	 the	
LE	at	 12	h	was	18	mmHg,	with	a	blood	pressure	of	 110/70	
measured	preoperatively.

About	 24	h	post‑descemetopexy,	 the	vision	dropped	 to	
light	perception	 (PL).	Anterior	 segment	was	unremarkable	
with	 residual	 air	 bubble.	 Fundus	 examination	 showed	 a	
tongue‑shaped	 area	 of	patchy	 retinal	whitening	 involving	
peripapillary	 and	macular	 territory	 [Fig.	 2].	 The	 fundus	
fluorescein	angiography	(FFA)	showed	a	normal	arm‑to‑retina	
time	with	areas	of	segmental	hyperfluorescence	having	fuzzy	
margins,	corresponding	to	the	areas	of	retinal	whitening	[Fig.	3a].
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Figure 1: Anterior segment optical coherence tomography shows 
presence of planar Descemet membrane detachment 

Figure 2: A tongue‑shaped area of retinal whitening was present 
around the disc* and involving the macula** following decemetopexy, 
this corresponded to the watershed zone
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The	 optical	 coherence	 tomography	 (OCT)	 revealed	 an	
increased	 reflectivity	of	 the	outer	 retinal	 layers	 [the	 retinal	
pigment	 epithelium	 (RPE)	 and	 the	 photoreceptor	 layer]	
along	with	 a	 thickened	 outer	 plexiform	 layer	 [Fig.	 3b].	
A	hyperreflective	line	separated	the	inner	layers	from	the	outer	
layers,	 suggestive	 of	 photoreceptor	 swelling	 and	 ischemic	
injury	to	outer‑retinal	layers.	The	inner‑retinal	layers	were	well	
segmented	and	unremarkable.

Based	on	the	clinical	picture,	FFA,	and	OCT	findings	a	diagnosis	
of	LE	posterior	ciliary	artery	occlusion	(PCAO)	was	made.	FFA	
repeated	at	1	week	showed	transmitted	hyperfluorescence.	OCT	
showed	outer‑retinal	thinning	with	loss	of	photoreceptor	layer,	
accompanied	with	RPE	hyperreflectivity	[Fig.	4].

Discussion
PCAO	is	a	rare	vascular	accident,	often	caused	by	embolization	
from	the	internal	carotid	artery	or	by	external	compression.[1,2] 
The	choroidal	vascular	bed	can	maintain	a	constant	perfusion	

b
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Figure 3:  (a) Areas  of  segmental  hyperfluorescence  having  fuzzy 
margins, corresponding to the areas of retinal whitening*. (b) 
Optical coherence tomography revealed increased reflectivity of the 
outer‑retinal layers. A hyperreflective line separated the inner layers 
from the outer layers*, suggestive of photoreceptor swelling and 
ischemic injury to outer‑retinal layers
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Figure 4: (a) An area of retinal pigment epithelium (RPE) 
atrophy developed subsequently in the zone of previous retinal 
whitening*. (b) Optical coherence tomography showed outer‑retinal 
thinning with loss of photoreceptor layer, accompanied with RPE 
hyperreflectivity*
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pressure	despite	the	change	in	IOP	and	blood	pressure.	Since	
the	autoregulatory	facility	of	the	choroid	compensates	better	for	
variation	in	mean	perfusion	pressure	than	for	IOP	fluctuations,[3] 
a	 transient	 rise	 in	 IOP	 following	 air	 descemetopexy	 can	
overwhelm	an	already	compromised	choroidal	flow.[4]
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Case Report
A	13‑year‑old	 boy	presented	with	 complaints	 of	 gradual,	
painless	diminution	of	 vision	 in	both	 eyes	 for	 3	 years.	On	
examination,	 best‑corrected	 visual	 acuity	was	 the	 right	
eye	(RE)	6/24	and	the	left	eye	(LE)	6/36,	with	a	refractive	error	
of	 −14.50DS/−0.75DC	 ×	 40°	 and	 −16.00DS/−1.00DC	 ×	 140°,	
respectively.	 Intraocular	pressure	 (IOP)	was	10	mmHg	and	
18	mmHg	 in	 the	RE	and	LE,	 respectively	 (highest	baseline	
IOP	of	LE	was	34	mmHg)	on	topical	prostaglandin‑analogue	

and	 beta‑blocker	 (fixed	 dose	 combination).	On	 slit‑lamp	
examination,	both	 eyes	 showed	prominent	 Schwalbe’s	 line	
with	a	shallow	anterior	chamber	(AC).	Bilateral	iris	showed	
stromal	thinning.	The	right	pupil	showed	ectropion	uveae	and	
corectopia,	while	the	left	had	~270°	posterior	synechiae	with	
corneo‑iridic	adhesions	[Fig.	1a	and	b].	Angles	were	not	visible	
on	gonioscopy	due	to	shallow	AC,	however,	broad	peripheral	
iris	strands	were	seen	in	the	RE.	Fundus	examination	of	the	
RE	 showed	cup‑disc‑ratio	of	 0.4:1	 and	 the	LE	 could	not	be	
visualized	due	to	non‑dilating	pupil,	ultrasound	B‑scan	was	
anechoic.	Biometry	revealed	an	axial	length	of	22.87	mm	and	
23.01	mm.	On	ultrasound	biomicroscopy,	the	AC	depth	was	
0.97	mm	and	0.55	mm,	lens	equatorial	diameter	6.56	mm	and	
6.87	mm,	lens	thickness	4.06	mm	and	4.09	mm	in	the	RE	and	
LE,	respectively	[Fig.	1c	and	d].

General	examination	showed	marfanoid	habitus,	but	did	not	
satisfy	the	Ghent’s	criteria	for	Marfan’s	syndrome.[1]	Hence	a	
diagnosis	of	microspherophakia	with	Axenfeld‑Rieger	anomaly	
with	glaucoma	was	made.	RE	Nd‑YAG	peripheral	iridotomy	
and	LE	 lensectomy	were	performed.	 The	 IOP	on	 4‑weeks	
follow‑up	was	RE	10	mmHg	and	LE	14–16	mmHg	(on	topical	
beta‑blocker	BD).	The	 fundus	of	 the	LE	 showed	a	vertical	
cup‑disc‑ratio	of	0.8:1	on	follow‑up.	The	patient	was	intolerant	
to	aphakic	contact	lenses.

Discussion
A	 stout	 anteriorly	 displaced	 lens	 causing	 high	myopia	
with normal axial length points to the diagnosis of 
microspherophakia.	Our	 patient	 had	 shallow	AC,	 steep	

Mangesh.Kamble
Rectangle


