
Planned posterior assisted levitation 
in severe subluxated cataract: Surgical 
technique and clinical results

Dear Editor,
We have read with great interest the article titled, “Planned 
posterior assisted levitation in severe subluxated cataract: 
Surgical technique and clinical results”.[1] We wish to 
highlight a few points: General anaesthesia with its associated 
complications is hardly justified as a routine where local 
anaesthesia can be safely administered.

Statistically speaking, with a sample size of four,when the 
authors claim to have no posterior segment complications, the 
confidence interval can actually vary from 0-53%.[2] This range is 
huge by itself and hence no definite conclusion regarding its 
safety can be made. Incidentally, the reported rates of posterior 
segment complications after management of a subluxated lens 
by Pars plana approach are Cystoid macular oedema  (8%), 
Retinal detachment (3%) and vitreous haemorrhage (3%).[3]

While the authors have assiduously listed out the 
complications of transcleral fixation of intraocular lens (IOL) 
scleral‑fixated intraocular lens  (SFIOL), they have neither 
mentioned the complications of Anterior chamber IOL 
(ACIOL),[4] nor have they established its superiority over SFIOL.
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Iris‑f ixated posterior  chamber 
intraocular lenses: A  must know for 
all anterior segment surgeons

Dear Editor,
We read with great interest, the article reviewing the technique 
of retrofixated iris‑claw lenses, its safety and efficacy in aphakic 
patients without capsular support, by Rao and Sasidharan[1] 
and congratulate them on the same. We have done this 
procedure in 32 eyes and agree with the authors, that this is a 
good procedure. However, we would like to highlight a few 
important aspects to understand this surgery better.
1.	 The original lens used in this technique was the Artisan 

iris‑claw intraocular lenses (IOL) (Ophthec BV, Groningen, 
The Netherlands). Like the authors, we used the lens by 
Excel optics, Chennai, which has three models. We prefer 
model no: PIC 4272, as we found it the easiest to enclave

2.	 IOL power calculation is usually calculated using the SRK‑T 
formula aiming for a 0.5-1 diopter residual myopia. There 
is a need to individualize the surgeon factor dependent A 
constant after a few surgeries

3.	 Regarding the surgical technique, either superior or 
temporal approach can be used. The surgery can be done 
using an anterior chamber maintainer, pars plana infusion 
canula, or by liberal use of viscoelastics; since the eye is soft 
following vitrectomy. Though the surgical technique using 
only viscoelastics is easier, there is a greater incidence of 
postoperative IOP spikes as it is difficult to remove the entire 
viscoelastic agent from the posterior segment after the 
iris‑claw lens is inserted. Once the first haptic is enclaved, 
great care must be taken while positioning the second 
haptic behind the iris as excessive manipulation can lead to 
iridodialysis. In case the iris is torn, for example following 
trauma or if there is excessive mydriasis, this procedure can 
be combined with a Siepser pupilloplasty

4.	 Ovalization of pupil is the most common complication of this 
surgery and is caused by enclaving too close to the pupillary 
margin. Also, enclavation should not be done too close to the 
root to prevent interference with iris movement. Postoperative 
dilatation is unaffected if the technique is correct. The role of 
an iridectomy is debatable with some studies showing that 
it is not required and they did not see secondary pupillary 
block glaucoma.[2] We do it in all cases

5.	 Postoperative inflammation is usually due to excessive 
intraoperative manipulation. There is also concern about 
pigment epithelial loss and dispersion, though studies have 
shown that progressive pigment dispersion and glaucoma 
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are not common late complications;[3,4] probably due to the 
vaulted design of these lenses

6.	 In the future, there also may be multifocal and toric 
retrofixated lenses, thereby offering these patients even 
better postoperative vision.

In conclusion, implantation of the iris‑claw IOL behind the 
iris better preserves the anatomy of the anterior segment with 
respect to iridocorneal angle.[2] This is a technique that every 
anterior segment surgeon must have in their armamentarium.
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Pseudomyopia  in  intermit tent 
exodeviation: Comment

Dear Editor,
We have read with great interest an article by Jayakumar 
et  al., on Pseudomyopia in intermittent exodeviation.[1] The 
authors have described a young patient with intermittent 
exodeviation (IXT) who was operated for bilateral lateral rectus 
weakening and thereafter diagnosed as a case of pseudomyopia 
which was well managed with cycloplegics.

We commend the authors for addressing a very important 
problem in strabismology practice and would like to add a 
few comments.

Large exophoria or intermittent exotropia has been 

described as an aetiological factor for accommodative spasm.[2] 
We agree with the authors that patients with IXT could make 
use of accommodative convergence to control the exodeviation, 
thereby resulting in accommodative spasm over a period of 
time.

We have recently published our experience with diagnosis 
and role of vision therapy exercises in a young patient 
with accommodative spasm secondary to long standing 
intermittent exotropia.[3] In contrast to the patient described 
by Jayakumar M, our patient presented with severe asthenopic 
symptoms, an intractable spasm of accommodation, high 
pseudomyopia, and a variable angle of deviation. It was 
only after management with cycloplegia and normalizing 
the accommodative amplitudes by vision therapy exercises 
that IXT as the aetiology was diagnosed; there was complete 
resolution of symptoms after squint surgery.

We also agree with the authors that post‑surgery residual 
angle could lead to persistence of pseudomyopia. In this 
group of patients, we therefore undertake a prolonged prism 
adaptation to uncover the full amount of deviation before 
planning surgery.

We appreciate the authors’ effort to make the ophthalmologists 
aware of occurrence of pseudomyopia in patients with IXT. 
Since the presentation in such cases may be myriad, a detailed 
orthoptic evaluation is warranted to reach a proper diagnosis. 
We would also like to emphasize the role of vision therapy 
exercises to normalize the accommodative amplitude as an 
important adjunct in management of such cases.
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