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hydrate 20 minutes prior to taking the IV line. This makes it 
easy for the child, parents, as well as the anesthetist.

Use of a cold light source can also be helpful to secure the IV 
line easily in a child. Transillumination produced by the light 
[Fig. 1] can easily show up the veins in the palm of a child (as 
well as adults). The anesthetist then decides the suitability of 
the vein for the insertion of an intra-cath based on the diameter, 
tortuosity, position, and direction of the vein. However, the cold 
light can also produce heat that is enough to cause a burn if held 
for a prolonged period of time. Hence, the duration should be 
short (10–15 seconds) followed by a break of 5 seconds before 
reapplication.

Nevertheless, we believe, whether to get the relative in 
the operation theater during the induction / recovery from 
anesthesia is a decision that is best left to the anesthetist.
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Figure 1: Transillumination technique to secure IV line: (a) Cold light 
source with fiber optic cable; (b) transillumination of a child’s hand 
demonstrating absence of suitable veins; (c) transilluminated hand of 
a child with intra-cath insertion in progress; and (d) transillumination 
demonstrating large veins in the hand of an adult patient
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Comment on: Feedback of the 
patients and/or relatives witnessing 
a squint surgery of their ward in 
operation theatre

Dear Editor, 
We read with great interest the article titled “Feedback of 
patients and/or relatives witnessing squint surgery of their 
ward in the operation theatre”[1] by Kothari. We congratulate 
him for the same.

We agree with the author that presence of attendees in the 
Operation Room (OR) would increase the transparency of the 
procedure and surgery explained, increase the confidence in 
the treating doctor, and would also increase awareness about 
squint surgery as reported by 82, 86, and 98% of the attendees, 
respectively.[1] We would further like to add a few points which 
may be helpful for one to decide whether he/she wants to allow 
attendees in the OR.
1.	 Type of surgery performed has not been specified. We feel 

that a primary surgery where recti or oblique are operated 
may be displayed to the attendees. In surgeries where there 
is more of tissue dissection and possibility of bloody field 
of surgery, like transposition procedures, anchoring of the 
globe, and re-surgeries, the attendees may experience more 
of anxiety and the parents may not be offered to witness 
the surgery.

2.	 How the attendees witnessed the surgery needs a clear 
mention, whether there was a TV monitor display or the 
attendees were close to the operating area. Coming close to 
the operation table may need a close watch on the attendee 
as their actions may compromise the OR sterility. If they 
watched the surgery on monitor then, it is something akin 
to watching the surgery in the waiting area.

3.	 In anesthesia related problems requiring major resuscitation, 
the attendees were requested to leave the operation  
theater.[1] We feel that if a person has been asked to leave 
the OR,  he/she would have a higher anxiety level. In the 
present study, of the three attendees who experienced 
severe anxiety, it is not specified how many were asked 
to leave the OR. In such a case, it may be recommended 
to call the attendee once the anesthesia is done and ask 
him/her to leave as soon as the surgery is over. We also 
feel that anesthetist’s routine maneuver of checking the 
responsiveness to painful stimulus may also offend the 
feelings of attendees. Hence, if one decides to show the 
surgery to attendees, the anesthetist’s opinion must be taken 
and if the anesthetist is not comfortable with the attendee’s 
presence in a particular case, it should be honored. 

4.	 Besides the technical disadvantages mentioned nicely in 
Table 3, there can be some legal implications, which have 
been missed in the articles. The attendee present in the OR 
for all practical purposes officially becomes a “live witness” 
to everything that has been done in the OR. In such case, 
there is a theoretical possibility that in spite of explaining 
the procedure, a layman may not understand the procedure 
which may be a genuine routine or is done in the best interest 
of the patient. A misunderstood attendee may misinterpret 
and correlate his/her dissatisfaction to the actions taken in 
the OR (more so in cases of complications which may cause 
drop in vision or anesthesia related complications) and one 
may incite or complicate a legal suit.
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Aggravation of polypoidal choroidal 
vasculopathy after cataract surgery

Dear Editor, 
Polypoidal choroidal vasculopathy (PCV) is considered to be 
variant of choroidal neovascularisation.[1] We report a case 
where PCV was aggravated shortly after cataract surgery and 
accompanied by submacular hemorrhage in an asymptomatic 
PCV patient. 

A 68-year-old woman complained of decreased visual acuity 
(VA) of the left eye. The best-corrected VA was 20/25 in the right 
eye and 20/40 in the left and the intraocular pressure (IOP) 
was 16 mmHg in both eyes. A slit-lamp examination showed 
mild nuclear sclerosis of both lenses. The fundus examination 
of the left eye revealed what looked like pigment epithelial 
detachment (PED); therefore, fluorescein angiogram (FA) and 
indocyanine green angiogram (ICGA) were performed. ICGA 
showed a branching vascular network (BVN) terminating in 
polypoidal swelling and serous PED [Fig. 1a]. Since the VA 
was not affected significantly and no additional finding such 
as metamorphopsia was made, it was decided to conduct 
follow-up observations. Three years later, the VA of left eye 
decreased to 20/200, and fundus could not be evaluated 
precisely. Patient wanted cataract surgery to be performed. 
The cataract surgery was performed without complication. 
The VA improved to 20/25 one day after cataract surgery, but 
the patient continuously complained of dim vision. The VA 
showed an abrupt drop to 20/50 one week after the surgery and 
she complained of metamorphopsia. The fundus examination 
showed submacular hemorrhage [Fig. 1b]. Photodynamic 
therapy was performed and intravitreal bevacizumab (1.25 
mg) was given three times every six weeks [Fig. 2]. Submacular 
hemorrhage disappeared but irregular PED was still found on 
optical coherence tomography (OCT). The BVN and polypoidal 
lesion also remained. [Fig. 1c]; however, the VA improved to 
20/30 and the metamorphopsia of the patient disappeared.

But the reason why the lesion that had remained 
asymptomatic for a few years got aggravated in a short 
time following cataract surgery can be found in terms of 
the hemodynamics in the choroid in this case. As for the 
relationship between IOP and blood flow to the eye, Zhao 
et al.,[2] measured IOP during cataract surgery for humans 
by breaking down the procedure into three phases (A: 
Cortical cleanup, B: Nuclear disassembly and C: Anterior 
capsular polishing). They reported on a big fluctuation in IOP 
ranging from 13±4.7 mmHg preoperatively to 96±6.2 mmHg 
at the maximum. Normal retinal vessels have a sufficient 
autoregulative capacity so that the blood flow to the retina can 
be maintained at a constant level even if there is some change 
in IOP;[3] however, choroidal vessels have a limited capacity 
which leads to a diminished blood flow to the choroid even 
when IOP increases or the arterial pressure decreases slightly. 
An abrupt fall in the IOP can cause an increase in the blood 
flow to the choroid and the blood vessels of the elderly patients 
are so vulnerable that vascular rupture and hemorrhage can 
occur[4] [Fig. 3].

In summary, we reported a case where an asymptomatic 

Author reply

Dear Editor, 
We thank Dr. Sinha for his interest in our article.[1] We agree to 
everything he has mentioned. The clinicians must take all the 
issues into consideration before making a conscious decision 
to allow the relatives into the operation theater.
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