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patients aft er cataract surgery? Isn’t the vision recorded earlier 
than 1 month post op? If the patient had to be checked in detail 
earlier, then this complication could have been recognized and 
treated earlier.[2]

What was the pre-operative status of the retina? Since 
the author has revealed the other details it would be easy 
to fi nd out whether there was some pre-existing epiretinal 
membrane (ERM). There is no doubt that there was an 
inadvertent perforation, but our concern is whether the ERM 
developed de novo or was it worsening of a pre-existing ERM. 
It usually takes more than 4 weeks for an ERM to develop aft er 
trauma and the membrane seen in this case seems too thick and 
mature-considering it developed in 4 weeks and with no other 
ill eff ects of the perforation.[3] The author himself has made note 
of this fact that “missed” perforations may lead to an incorrect 
diagnosis of a pre-existing ERM secondary to say chorioretinitis. 
It would be helpful to know the pre-operative retina status.

What would be the author’s recommendation for the 
management of an ERM developing aft er an in advertent 
perforation? How is it diff erent from the management of 
an idiopathic ERM? In our opinion, the management of any 
ERM remains the same, whatever the cause. The prognosis 
would change depending on the pre-operative condition and 
central macular thickness on optical coherence tomography.[4] 
Macular retinal pigment epithelium scarring would portend 
a worse prognosis. Could the author also give an algorithm 
for the management of inadvertent perforations? How soon a 
vitrectomy should be done in case the retina is not visualized 
due to vitreous hemorrhage. Would an early vitrectomy in this 
case have prevented the formation of the ERM?

Lastly the author mentions that patients should be 
warned about risks and potential complications of injectable 
regional anesthesia. All standard consent forms do have this 
complication listed, but it is very seldom told to the patient or 
his relatives as it is a very rare complication and in our opinion 
to highlight it in every case with an exception in high risk cases 
would only increase the apprehension of the patient.[5]

A Abhĳ it Naik, S Aarti Agrawal,
I Dhruvesh Navadiya, Suresh J Ramchandani1

Department of Opthalmology, MGM Hospital and
 Medical College, Kamothe, 1Private Practitioner,

Shivam Eye Foundation, Navi Mumbai, Maharashtra, India

Correspondence to: Dr. A Abhĳ it Naik,
B-1903, Mahindra Eminente, SV Road, Goregaon (West), 

Mumbai - 400 062, Maharashtra, India.
E-mail: abhĳ itnaik90@gmail.com

 References
1. Shukla D. Management of macular epiretinal membrane secondary 

to accidental globe perforation during retrobulbar anesthesia. 
Indian J Ophthalmol 2013;61:234-5.

2. Herbert EN, Gibbons H, Bell J, Hughes DS, Flanagan DW. 
Complications of phacoemulsifi cation on the fi rst postoperative 
day: Can follow-up be safely changed? J Cataract Refract Surg 
1999;25:985-8.

3. Cardillo JA, Stout JT, LaBree L, Azen SP, Omphroy L, Cui JZ, et al. 
Post-traumatic proliferative vitreoretinopathy. The epidemiologic 
profi le, onset, risk factors, and visual outcome. Ophthalmology 
1997;104:1166-73.

4. Lee PY, Cheng KC, Wu WC. Anatomic and functional outcome 
aft er surgical removal of idiopathic macular epiretinal membrane. 
Kaohsiung J Med Sci 2011;27:268-75.

5. Hay A, Flynn HW Jr, Hoff man JI, Rivera AH. Needle penetration 
of the globe during retrobulbar and peribulbar injections. 
Ophthalmology 1991;98:1017-24.

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/0301-4738.126192 

PMID: 
***

Post-perforation epimacular 
membrane: Do’s and don’ts 

Dear Editor,
I thank the respondents for their insightful and probing 
comments and queries on my case report, which allow 
discussion of fi ner case details, not possible earlier due to 
constraints of word limit.

Their fi rst concern is delayed presentation of the globe 
perforation in spite of “successful cataract surgery in the era 
of phacoemulsifi cation”, and about the hospital follow-up 
protocol. This lady underwent manual small incision cataract 
surgery at the Free Section of a suburban branch of my alma 
mater, Aravind Eye Hospital and Postgraduate Institute of 
Ophthalmology, a tertiary eye care center, as a “Free Camp” 
patient. The details of postoperative care of such patients are 
described elsewhere.[1] Briefl y, the Free Camp (charity) patients 
are brought to the hospital from a screening camp, admitt ed 
for surgery, kept as inpatients for 2-3 days, and are then 
discharged and transported to their native village/town, all 
free of charge. Vision is checked with pinhole at discharge. For 
presumably uncomplicated cataract surgeries (as in this case), 
review is advised aft er a month. The surgeons advise earlier 
follow-up if required; patients are encouraged to consult local 
ophthalmologists if needed. While I have already accepted 
the inherent delay in management with this protocol,[2] I don’t 
agonize over it, as an excellent fi nal outcome could be obtained.

The 2nd issue is about any preexistent epimacular 
membrane (EMM) in this patient. Since the cataract was 
dense (preoperative best-corrected visual acuity was 20/240),[2] 
the fundus was not visible suffi  ciently to detect a pre-existing 
EMM. Looking at the case details, however (EMM originating 
from the perforation site), it is reasonable to presume that the 
EMM followed the globe puncture. Cardillo et al.[3] did not 
suggest that a thick EMM could not develop over a month. In 
fact, the shortest time quoted for noticing visually signifi cant 
proliferative vitreoretinopathy (PVR) was 15 days in their 
series;[3] they have also quoted animal models developing PVR 
aft er 4 days. Coexisting vitreous hemorrhage was reported 
to the strongest predictive factor for PVR.[3] PVR membranes 
themselves were the most common cause for visual loss, 
and as already discussed, PVR was 3 times more common 
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and occurred nearly 3 times faster in globe perforations as 
compared to penetrations.[2,3] Finally, the location of exit 
puncture at the posterior pole could be an additional reason 
for greater PVR (i.e., denser EMM) in our patient due to greater 
retinal vascularity and density of retinal pigment epithelium 
there, key ingredients of EMM.

I am requested to provide an algorithm for management 
of globe perforations; drawing an algorithm on the strength 
of a single case report appears presumptuous to me. I fully 
agree that early vitrectomy for a postperforation vitreous 
hemorrhage is preferable; though I was unable to ascertain 
whether this patient had poor postoperative recovery due to 
vitreous hemorrhage, postoperative uveitis, EMM, or some 
combination of these variables.

The issue of warning the patient about the risk of anesthetic 
injections has ethical as well as medicolegal implications, 
especially in the current era of noninjectable and topical 
anesthesia. Schrader et al.,[4] strongly recommend that the 
patient must be warned in all and not just in high‑risk cases, 
quoting a Supreme Court mandate in Germany. I leave it to 
the cataract surgeons to decide how they wish to counsel 
their surgical patients; the purpose of this report was to warn 
them about this complication, and to assure of the potential 
for visual recovery.
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Authors' reply

Dear Sir,
We thank the authors for their interest in our article[1] and 
appreciate their comments.

Briefly,	all	subjects	underwent	detailed	physical	examination	
in	 our	 study.	Our	 exclusion	 criteria	 included	 history	 of	
diabetes, glaucoma, blood dyscrasias, renal failure, hepatic 
disorders, malignancy, and history of drug use (non‑steroid 
anti‑inflammatory	drugs,	 anti‑coagulant	medications,	 and	
oral contraceptives). Patients with branched retinal vein 
occlusion	 (BRVO)	who	 had	 a	 history	 of	 vasculitis	were	
also excluded from the study. We found that mean platelet 
volume	(MPV)	is	significantly	higher	in	hypertensive	patients	
with	BRVO	than	control	group	(hypertensive	patients	without	
BRVO).	We,	therefore,	recommended	the	potential	use	of	MPV	
as	a	prognostic	biomarker	in	patients	with	BRVO.

BRVO	is	a	retinal	vascular	disease	entity	with	an	incidence	
of	 0.5%	 to	1.2%.[2] Limited number of patients in our study 
may	be	due	to	our	exclusion	criteria.	After	detailed	physical	
examination, patients with suspected systemic illnesses 
excluded from the study, except systemic hypertension. 
Moreover,	 we	 excluded	 BRVO	 patients	 with	 morbid	
obesity	 (Body	mass	 index	 ≥	 35	 kg/m2). Since most of the 
patients	with	BRVO	are	older	 and	 coincidence	of	 systemic	
diseases is quite common in these individuals, we thought 
that 40 patients who provided our inclusion criteria could 
not be underestimated for a simple preliminary study. 
However, further studies with a larger sample are necessary 
to	confirm	our	preliminary	findings.	In	addition	to	this,	other	
inflammatory	markers	 in	 routine	hemogram	 test	 including	
red cell distribution width, neutrophil lymphocyte ratio, 
plateletcrit, and platelet lymphocyte ratio should be tested in 
future	studies	in	patients	with	BRVO.
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