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fi rst sibling had a MESH (megalocornea, ectopia lentis, 
spherophakia, homocystinuria) association, but the second 
sibling did not have this association. The cases are presented 
because of the atypical ocular and systemic features with 
varying phenotypic presentations. Presence of abdominal 
hernia in children may be associated with collagen disorders 
and hence an ocular examination may be sought in view of 
development of glaucoma and ambyopia secondary to a 
subluxated lens.
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Periorbital dirofi lariasis

Dear Editor,
The recent report of periorbital dirofilariasia is very 
interesting.[1] In a study by Gopinath et al. reported a case and 
discussed on the diagnostic procedure. A similar case was 
recently reported by Kotigadde et al.[2] Indeed, dirofi lariasis 
is an accidental parasitosis in human beings. It can be seen 
as a soft  tissue infection at any site. Focusing on periorbital 
fi lariasis, it usually presented as soft , cystic swelling lesion with 
associated tenderness.[2] Garaffi  ni et al. noted that “residence 
in endemic areas (ex-USSR, Italy, Sri Lanka, Southeastern 
United States) should always be suspected in patients with 
this type of symptomatology.”[3] The confi rmation is usually 
due to the histological examination.[4] In fact, there are also 

other parasites that can cause periorbital pathology. The good 
example is the sparganosis.[5] The topic for further studies on 
periorbital dirofi lariasis include (a) the diagnostic biomarker for 
help diagnosis, (b) host interaction to parasite and underlying 
contributing factors to infestation, (c) proper treatment and 
prevention of re-infestation.[5]
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Management of macular epiretinal 
membrane secondary to accidental 
globe perforation during retrobulbar 
anesthesia

Dear Editor,
We read with keen interest the article management of macular 
epiretinal membrane secondary to accidental globe perforation 
during retrobulbar anesthesia by Dhananjay Shukla describing 
the successful management of macular epiretinal membrane 
secondary to accidental globe perforation during retrobulbar 
anesthesia, but we have a few points and questions to make 
the article more pertinent.[1]

In the era of phacoemulsification and instant visual 
rehabilitation, how is it that the patient complained of poor 
post-operative visual recovery 1 month aft er “successful” 
cataract surgery? What is the hospitals protocol for examining 
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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]
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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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