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within three weeks. The debris marks on the IOL persisted 
without causing any further effects. No uveitis or debris was 
noted in the left eye.

We believe the debris on the IOL played a causative role in 
the postoperative fibrinous uveitis in this patient. Although 
causality is not certain, the alignment of the fibrin strands to 
the debris strongly suggests this. The delay in presentation 
may have been due to partial treatment of the inflammation 
by the tapering postoperative topical steroids.

A potential confounding factor is that the patient received a 
tinted IOL in the right eye only. Beauchamp et al. demonstrated 
a higher rate of postoperative inflammation observed in 
pediatric eyes, which received the tinted AcrySof SN60AT IOL 
in comparison to non-tinted AcrySof SA60AT IOL.[3] However, 
this is unlikely to explain our findings as the localized fibrin 
deposits on the IOL indicated a focal inflammatory trigger and 
not a generalized one such as a tint chromophore.

This case highlights the issue of retained foreign 
matter on processed ophthalmic instruments, which could 
precipitate vigorous post-operative inflammation, if deposited 
intraocularly. We support the suggestion of Dinakaran et al. 
that instruments are inspected under the microscope by the 
surgeon prior to use, and that special attention must be paid 
to contact surfaces.
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Figure 1: Slit lamp photograph of the anterior segment of the right 
eye showing crystalline debris transferred from lens folder onto the 
anterior surface of the IOL with surrounding secondary fibrinous uveitis

Visual recovery after managing 
traumatic cataracts

Dear Editor,
We read with interest the article on, ‘Visual recovery and 
predictors of visual prognosis after managing traumatic 
cataracts in 555 patients’ by Shah et al.[1] There are few points 
on which we would like some clarifications, based on the data 
provided in the manuscript.

Recruitment of subjects
Authors have described high frequency of penetrating injuries 
in their study. However, the exclusion of patients with closed 
injuries associated with retinal detachment and secondary 
glaucoma implies an obvious bias and explains the high 
frequency of penetrating injuries seen in the cohort.

Classification of cataract
While classifying traumatic cataracts, it is not clear how 
cataracts with anterior capsular tear and localized cortical 
opacification in the visual axis but without loose cortical matter 
in anterior chamber were classified and whether such eyes were 
included in the study cohort.

Cataract surgery
The manuscript states that in all cases of corneal wound repair, 
traumatic cataract was managed as a second procedure. We 
would like to know how eyes with anterior capsular rupture 
with flocculent lens matter in anterior chamber managed. It 
would be pertinent for the authors to describe their technique 
of surgical management of cataract and anterior vitrectomy. 
Also it is not clearly understood whether capsulectomy and 
vitrectomy were performed in all adults only to overcome the 
significant vitreous haze. The manuscript makes no mention of 
zonular dialysis and subluxated cataract, which is a common 
associated pathology in cases of ocular trauma.[2]

Follow-up
A six weeks follow-up is inadequate to comment on the long-
term complications of ocular trauma or to assess advent of 
amblyopia in children under seven years.

Injuries to other ocular structures
It is not clearly understood what the authors imply as ‘Missing’ 
in Table 4.[1] Also it is difficult to believe that none of the 555 
patients developed any traumatic optic neuropathy. On the 
contrary, the presence of an afferent pupillary defect has been 
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described as an indicator of poor visual outcome in cases with 
traumatic cataract.[3]

Reason for failure in improvement in vision
No reason for failure of improvement in visual acuity was 
noted in 202 (36.4%) patients, which is more than one-third 
of the study cohort. How do the authors explain this unusual 
observation in their study? Also what were included in the 
other causes noted in seven patients in the study?

Conclusion
Without taking into consideration the posterior segment 
complications, concluding that open globe injury has a 
favorable prognosis for satisfactory visual recovery after the 
management of traumatic cataract is too simplistic and sends 
out an incorrect message to the readers.
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Diplopia in blow out fractures

Sir,
We read with interest the article by Ceylan OM et al.,[1] entitled 
‘Management of diplopia in patients with blow out fractures’. 
We would like to congratulate them on their report, and their 
excellent results regarding diplopia management. We would 
like to make a few comments on the report.
1. Diplopia in orbital fracture might result from various 

causes[2] and because patients’ complaints are often too 

subjective for meaningful comparisons, objective ways to 
evaluate diplopia are required.[3] To better study the effect 
of surgery, it is desirable to quantify the amount of diplopia. 
Reports have utilized quantitative evaluation of binocular 
visual field (BVF)[2] testing, Hess test (Hess area ratio),[3] 
and electronystagmography[4] equipment, as newer and 
innovative measures to quantify diplopia. We appreciate 
that Ceylan OM et al., utilized Hess screens and BVF, and 
would like to know if they applied any quantitative value 
to these tests.

2. We understand that 6 patients were treated additionally with 
strabismus surgery or prisms for residual diplopia. We were 
interested in knowing if the persistent diplopia was less 
than, or equal to the initial diplopia measured prior to wall 
repair, and if there was any improvement in the diplopia 
post orbital repair in these patients.

3. Though the mean time between trauma and strabismus 
surgery is mentioned as 10.5 months, the mean time between 
secondary strabismus surgery and the initial orbital wall 
reconstruction is not. We were interested in knowing how 
long should we wait after the primary  orbital repair the 
surgery take place before opting to operate for residual 
diplopia.

4. The study states that 7 patients underwent strabismus 
surgery. Even though the average deviation is mentioned 
as 14 prism diopters, the direction of deviation is not 
mentioned. Since the study mentions inferior-rectus 
recession as the commonest surgery, we infer that most of 
them had hypotropia in primary gaze. We would like to 
know if there is a difference in outcome between horizontal 
and vertical deviations. We wondered if the authors 
considered strabismus operation in the unaffected eye to 
resolve diplopia. We also wanted to know if there were any 
cases of diplopia in down gaze post strabismus surgery.

5. The study mentions that primary gaze diplopia was 
eliminated in 73.9% of patients with no complication 
related to use of the Medpore® (Stryker Company, USA) 
implant. They also mention the possibility of flap tear in 
2 of the patients. We would like to suggest, doing further 
investigation to find out the cause for the residual diplopia 
found in 26.1%, post wall repair. Various reports suggest 
the benefits of a post operative multi-positional high 
resolution MRI in such situations, to rule out mesh related 
complications.[5]
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