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layer indicative of the rolled but ß att ened RPE rip at the edge 
of the PED.4 The PED was shallowest towards the edge of the 
rip [Figs. 4D]. The patient�s vision did not deteriorate as the 
rip was well away from the fovea.

Pigment epithelial detachments have been known 
to develop RPE rips, either spontaneously or following 
laser photocoagulation and photodynamic therapy. It is 
usually seen to occur at or along the border of the serous 
RPE detachment on the side opposite to the location of the 
choroidal neovascular membrane (CNVM). Spontaneous 
PEDs are explained by the hydrostatic pressure of leaking 
exudates from the sub-RPE occult membranes, leading to the 
formation of RPE detachments as well as the acute RPE tears or 
rips. The RPE tears post laser and photodynamic therapy are 
explained by contraction of the Þ brovascular tissue comprising 
the membrane.5,6

In our case, the occult CNVM was located in the 
peripapillary area, at the nasal edge of the PED and the RPE 
rip was seen at the temporal border of the PED. The free edge 
of the RPE had rolled under and retracted towards the area 
of neovascular tissue.

Anti-VEGF agents act by reducing angiogenesis and arresting 
the CNVM and thus the same pathology of Þ brovascular tissue 
contraction may be at work in RPE rips following anti-VEGF 
therapy. Thus the risk of an RPE rip should be considered with 
treatment with anti-VEGF agents in cases with Þ brovascular 
PEDs.
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Phacoemulsification and pars plana 
vitrectomy: A combined procedure

Dear Editor,

We read with interest the article by Jain et al.1 We commend the 
authors on the very informative article but we would like to 
add a few points to make the article more pertinent.

What was the postoperative refractive status of the patients 
in whom the retina was att ached? We would be interested 
in knowing the accuracy of the intraocular lens (IOL) 
power calculation. It is common knowledge that IOL power 
calculation is highly unreliable in silicon oil Þ lled eyes2 and in 
eyes with retinal detachment. The IOL power could have been 
calculated with some degree of accuracy in only 19 eyes out of 
the 65 eyes in this study. The authors mention that the other 
eye was used as a guide for IOL power calculation where 
the power could not be calculated in the eyes to be operated. 
Were the fellow eyes anatomically normal in all these cases? 
Was there a history suggestive of anisometropia?
Why did the authors not do a primary posterior capsulotomy 
in all cases? This would have prevented any posterior 
capsular opaciÞ cation. Was capsulotomy done in any case 
at the time of silicon oil removal? A clear visual axis is 
important in the postoperative period to visualize retinal 
status and for further laser, if necessary, prior to silicon oil 
removal.
The main purpose of doing a combined phacoemulsiÞ cation 
and vitrectomy is to be able to implant a lens so as to 
avoid the refractive problems of aphakia. If the IOL power 
calculation is not carried out accurately and it leads to 
surprises which are equivalent to the errors seen in aphakia 
the whole exercise seems to be futile.

We have been doing combined surgeries for many years. 
Our protocol for these diffi  cult cases is as follows:

We generally do not do primary IOL implantation in any 
eye with a retinal detachment. At least a rim of the posterior 
capsule is maintained in all cases aft er phacoemulsiÞ cation. The 
retinal procedure is carried out and subsequently at a later date, 
if the retina is att ached, the IOL is inserted together with silicon 
oil removal, if oil was used for tamponade. The IOL power is 
calculated using the modiÞ cation as suggested.3 In eyes where 
gas is used as a tamponade, a secondary IOL is inserted aft er 
three to four months and IOL power calculation is carried out 
using standard formulae.
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Lett ers to the Editor

Authors� Reply
 
Dear Editor,

We thank the writer for the interest in our article1 and the 
interesting points that have been raised.

Our protocol for eyes with combined retinal detachment 
and cataract was: the other eye was used for intraocular 
lens (IOL) power calculation, aft er ensuring that there was 
no history of anisometropia. The IOL power chosen was 
adjusted for buckle-induced 2 D of myopic shift  (which 
we have noticed at our center, unpublished data). We have 
not analyzed the refractive status of all patients as a part of 
this study, for us to conclusively answer that. However, we 
rarely see refractive surprises.
We used IOL master for most of our calculations unless the 
density of cataract precluded such an investigation. In such 
situations, we used applanation-based A-Scan biometry. 
At the time of secondary IOL implantation and silicon oil 
removal, biometry was performed in silicon oil mode, with 
reduced velocity, if the A-scan was used. The axial length 
can be measured reliably with both the A-scan and the IOL 
master (in silicon oil mode). However, the biometry was not 
performed in the supine condition to take care of the retro 
silicon oil space.2

Primary posterior capsulotomy was not done as a protocol 
at our institute. We are unaware of any peer-reviewed 
literature providing evidence that performing primary 
capsulotomy in these patients provides superior visual 
rehabilitation. We perform the capsulotomy at the time 
of silicon oil removal in the event of signiÞ cant posterior 
capsular opaciÞ cation. In fact, we believe that performing 
capsulotomy at the time of primary surgery may increase 
the chances of having future complications of oil migration 
through the capsulotomy opening, subsequent to oil 
emulsiÞ cation (which can happen any time). This may 
be especially true for eyes that are undergoing repeat 
retinal detachment surgery and thereby having more 
postoperative inß ammation. Thus, we do not see any extra 
advantage of performing the primary capsulotomy and 
instead envisage possible deleterious eff ects of the same. 
Also, we have noticed (unpublished data), that in some of 
these cases where the eyes are left  aphakic, the posterior 
and the anterior capsule not only adhere to each other but 
also stick to the posterior iris surface and may even occlude 
the inferior peripheral iridectomy (due to the bulge from 
the silicon oil in the vitreous cavity and postoperative 
inß ammation), thereby causing pupillary block glaucoma. 
Hence, we do not prefer to leave the patient aphakic until 
and unless there is a history of anisometropia and the other 
eye cannot be used for the IOL power calculation. Secondary 
IOL implantation is an exception rather than the rule.
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Phacoemulsification and pars plana 
vitrectomy: A combined procedure

Dear Editor,

We read the article by Jain et al.1 with interest. We congratulate 
the authors for their study and agree with them regarding the 
utility of the combined phacoemulsiÞ cation and pars plana 
vitrectomy at the same sitt ing. Ours is a high volume retina 
unit and we are performing more than 50 similar combined 
procedures in a year. All our retina surgeons are proÞ cient in 
phacoemulsiÞ cation also. We would like to suggest few points 
to augment this Þ ne study.

1. The authors have not discussed the remedies for diffi  cult 
capsulorrhexis due to absent or faint red reß ex (due to 
retinal detachment or vitreous hemorrhage). Capsular 
staining with Vision Blue® (D.O.R.C. International b.v. The 
Netherlands) is very useful in these cases. In some cases 
we switch to slit light in our operating microscope (OPMI 
VISU 210, Ziess) which also helps.

2. It is true that phacoemulsiÞ cation is diffi  cult in previously 
vitrectomized eyes, especially in cases where gas was used 
because of absence of vitreous support. In silicon-Þ lled 
eyes, there are two main problems. One is the appearance 
of emulsiÞ ed oil through the zonules which interfere with 
visualization. At times, zonular dehiscence can even lead 
to unstable lens in which case capsular tension rings may 
have to be used. Second problem in silicone-Þ lled eyes is the 
positive pressure of oil which pushes the posterior capsule 
up. This situation may be managed by keeping an anterior 
chamber maintainer in place. We agree that placing an 
intra ocular lens (IOL) prior to vitrectomy is a bett er option 
because aft er the globe is opened by way of sclerotomies 
and aft er ß uid air exchange, gas or oil it would be diffi  cult 
to place the IOL in the bag.

3. One interesting observation in the study by Jain et al, 
was the use of hydrophobic acrylic IOLs in all the cases. 
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