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Respond to: Safe endoresection

Dear Sir,
We thank  Dr. Seider and Damato for critically reviewing our 
recent paper.[1] Apparently, they have some misunderstanding 
about the management of our patient. We hereby elucidate further.

The patient had previously been managed in another center 
and the information we presented about her initial management 
11 years ago was extracted from her old file in that center, which 
unfortunately was not adequate. All the information we could 
obtain was that the tumor has been 15 disc diameters in size, 
located in nasal quadrant, and associated with exudative 
retinal detachment. Enucleation had been suggested to her, but 
she refused. Therefore, endoresection was performed as one 
of the few available options. We would have recommended 
brachytherapy in addition to endoresection had we been in 
charge of this patient then. We do not know whether this option 
was suggested at that time, but it was not performed anyway. 
Reportedly, she was followed for 5 years, free of recurrence, 
and then was lost to follow‑up. We first examined the patient 
a few months ago when she referred with huge enlargement 
of the eye with multiple protruding dark brown masses as 
described in our paper, and she was immediately referred for 
orbital exenteration after detailed explanation of the situation. 
Even then, she accepted the treatment after a 2 months delay.

We agree that endoresection is an acceptable modality of 
treatment for tumors up to 18 mm in basal diameter, especially 
when in close proximity to optic disc and macula.[2,3] However, 
this patient’s eye has had an entirely different picture and was 
not suitable for endoresection. The surgery was performed out 
of obligation due to her refusal of enucleation.

The aim of presentation of this patient was not to point 
out the dangers of a properly performed endoresection, but 
to report the unfortunate consequences of a large melanoma 
for which endoresection was performed as the only available 
option in a patient who refused enucleation and did not comply 
with a regular follow‑up schedule.
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Role of part muscle vertical rectus 
transposition following periosteal 
fixation of the lateral rectus in exotropic 
Duane’s retraction syndrome

Dear Sir,
We read with interest the article by Sharma et al.[1] Since Duane’s 
retraction syndrome (DRS) is not garden variety strabismus, 
certain observations are in order. DRS can only be alleviated, 
not eliminated.

In exo DRS, abnormal with subnormal lateral rectus (LR) 
along with occasionally subnormal medial rectus  (MR) 
innervation may occur. MR may be stretched out/elongated. 
Globe retraction and shoots may disappear in large Exo DRS, 
and both horizontals may be stiff in relatively immobile globes 
with marked limitation of adduction and abduction. Muscle 
function tests are core to DRS evaluation but find fleeting 
reference here. Needless to say that each case is unique and 
graded procedures are in order rather than un‑titrated ones, 
as has happened here. Control group is lacking, inferences like 
efficacy may not stand scrutiny of statistical analysis.

Cohort is too diverse as both unilateral/bilateral cases 
have been included. Fixating eye in unilateral cases and 
whether bilateral cases are fusing or nonfusing DRS is not 
known. Fixation duress and deviation with either eye fixing 
are not known. Deviations in forced primary, abnormal head 
posture ( AHP) and shoots are not quantified, but inferences 
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