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Letters to the Editor

Comment on: Learning curves 
for strabismus surgery in two 
ophthalmologists

Sir,
We congratulate authors Kim et al.[1] for documenting the 
learning curve in strabismus surgery. As I used to be and I am 
still in charge at the hospitals which grant diverse strabismus 
surgery training, I would like to make certain evaluations. It is 
stated that in this study, two surgeons with the ocular surgery 
experience on different subjects gained experience in horizontal 
strabismus muscle surgery after 40–50 cases, but complication 
developed in one case of each surgeon. Scleral perforation 
may occur even in those with ocular surgery experience, and 
therefore, critical points in strabismus surgery should be given 
to the assistants or specialists before the surgical experience in 
the surgical training. It should be kept in mind that claims in the 
field of strabismus were infrequent but associated with higher 
average indemnity payments relative to other ophthalmology 
fields.[2]

As stated in the learning curve of  endoscopic 
dacryocystorhinostomy surgery performed by Malhotra 
et al., giving the practical leading points before the surgery 
and video record analysis of the operations will contribute 
to the learning curve of the cases.[3] We would like to ask the 
writers the complications of both two surgeons developed 
at which case and at which stage and whether the abduction 
problem in the case operated by the surgeon B is related to the 
restriction. Another issue is whether operation microscope 
or surgical binocular loupe was used or not in strabismus 
surgery. The reason for the surgery duration of the surgeon 
B to be longer in the study might be that the surgeon B 
implemented unilateral medial rectus resection and lateral 
rectus recession in more patients and also the patient age 
group was composed of younger cases and the person who 
performed the retina surgery felt safer and acted more rapidly.

Therefore, a study to be carried out among the assistants 
scrutinizing the learning curve of strabismus surgery may give 
more diverse results. The most important factor affecting the 
surgical results in the treatment of strabismus patients is the 
preoperative evaluation of the patient. Afterward, the success 
of the surgical technique applied is of importance.
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Comment on: Impact of vitreoretinal 
surgery experience on strabismus 
surgery performance

Sir,
We read the article, “Learning curves for strabismus 
surgery in two ophthalmologists” by Kim et al. with a great 
interest.[1] The authors aimed to identify the average turning 
point by comparing the learning curves of two surgeons 
learning to perform strabismus surgery. They concluded that 
approximately fifty cases were required for an ophthalmologist 

to reach a turning point in strabismus surgery. We congratulate 
the authors for their lightening study and would like to make 
some contributions and report a contradiction in the study.

The authors reported that the surgeon A is specialized in 
the retina and had experience in performing vitrectomy. We 
know that vitreoretinal surgeons dissect the conjunctiva and 
tenon tissue for preparing clear scleral base for vitrectomy 
ports during operation unless they prefer transconjunctival 
vitrectomy techniques which were learned in last years.[2,3] In 
addition, a vitreoretinal surgeon commonly performed scleral 
buckling surgery for retinal detachment treatment. In this 
surgery, the surgeon has to dissect the conjunctiva and tenon. 
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Comment on: Bilateral lateral 
rectus myotoxicity after retrobulbar 
anesthesia

Sir,
The article titled, “Large exotropia after retrobulbar anesthesia,” 
by Kim and Kim[1] is well‑written and a very rare and an 
interesting one. I commend the authors for the workup of the 
case and its management.

An observation made is that lateral rectus alone is affected 
in both the eyes. Due to similarity, though asymmetry, of 
affection, a question, whether the muscle and the individual 
are susceptible to myotoxicity, is raised. Direct injection into 
the muscle is another possibility which can be ruled out if the 
extraocular movements were tested after inserting the needle 
and before injecting the anesthetic.

Myotoxicity either due to injection of anesthetic into the 
muscle or its proximity causes degeneration followed by 

regeneration of muscles in a span of 3–4 weeks as shown by 
some studies[2,3] whereas permanent restriction was reported 
in a few cases.[4,5] In the present case, there was progressive 
deterioration of contracture of lateral recti which is a rare 
phenomenon.

The right eye was operated first followed by the left. Was 
there any restriction of movements noted in the gap of 1 month? 
It is also not clear, exotropia was observed after how many days 
following surgery. This information provided by the authors 
may help practitioners to anticipate and correlate the condition. 
Histologically, there is the appearance of macrophages within 
the muscle fibers which phagocytose fragmented cytoplasm, 
seen as early as 14 hours.[2] The role of inhibitors of macrophage 
recruitment to the site of inflammation has to be elucidated in 
future. At molecular level, increased intracellular Ca2+ appears 
to be a necessary element in myotoxicity.[3] Hence, intervention 
at molecular level may open doors to such myotoxicity.
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Furthermore, they frequently have to find the extraocular 
muscle around the retinal tear and clear the tenon around it to 
place the buckling material under the muscle.[4] This means that 
a vitreoretinal surgeon as surgeon A is familiar with dissecting 
conjunctiva and finding the extraocular muscles. We think 
that this was an important factor of a shorter learning curve 
and shorter operative time of surgeon A. The surgeon A was 
already had a shorter operative time in first operations [Fig. 1], 
and this was same at the last cases too. We think that this was 
due to the advantage of being experienced about conjunctiva 
and extraocular muscles as a vitreoretinal surgeon.

It is reported that outcomes of a strabismus surgery may 
also change depending on the patient’s, age at the time of 
surgery, presence of refractive error, and type of strabismus.[5] 
There was an important difference in age and strabismus type 
between the cases of surgeon A and B [Table 1]. In addition, the 
authors did not report if there were any difference in refractive 
measurements of the cases. We think that all these three factors 
might be affected the outcomes of the operations.

Finally, the authors reported that the surgeon B had 9 cases of 
sensory exotropia and 61 cases of intermittent exotropia. However, 
Table 1 shows 9 cases of intermittent exotropia and 61 cases of 
sensory exotropia. We think that this error was made by mistake.
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