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Amyloidosis of lacrimal gland

Dear Editor,

We read with interest the article “Amyloidosis of lacrimal 
gland” by Prabhakaran et al.[1] We would like to congratulate 
the authors for this well-documented case and would like to 
make these observations. 

The authors report that approximately 24 cases of primary 
localized amyloidosis of orbit have been reported. However, 
we believe that this number is likely to be higher. In a review 
article by Taban et al.,[2] the authors reviewed 31 cases of primary 
orbital amyloidosis including one of their own. There have 
been a few further reports after that including a large series 
by Leibovitch et al.[3] 

The authors mention that one bilateral case of isolated 
lacrimal gland amyloidosis has been reported. We wish to draw 
attention to one of the cases reported by Cheng et al.,[4] who had 
bilateral isolated lacrimal gland involvement with amyloidosis. 
Also, Knowles et al.,[5] have described a case with serial bilateral 
lacrimal gland amyloidosis without systemic disease (primary 
localized orbital amyloidosis). This raises the total number of 
cases previously reported to have bilateral isolated lacrimal 
gland amyloidosis to at least three. 

Hertel’s exophthalmometer is designed to measure axial 
proptosis and is unable to measure ocular displacement. 
We would value being educated as to how the authors were 
able to measure the displacement with the help of a Hertel’s 
exophthalmometer. Perhaps the authors are merely implying 
that apart from having 2 mm of axial proptosis, the patient also 
had 2 mm of displacement. 

Lastly, was any reoccurrence noted? Recurrence has been 

said to occur in approximately one-third of cases as total 
excision is usually not possible in these patients.
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Comments on: Nuclear management 
in manual small incision cataract 
surgery by snare technique

Dear Editor,

I read with interest the article entitled “Nuclear management 
in manual small incision cataract surgery by snare technique” 
by Bhattacharya.[1]  In the beginning of the article itself, it is 
stated “Keener in 1983 was the first to snare the nucleus into 
two halves and bring the fragments out through a sclerocorneal 
flap valve incision.[1]” On further search[2] I found that Gerald 
Keener in 1983 prepared a snare from an 18-19-G blunt-tipped 
needle and a 32-G stainless steel wire. After the nuclear 
prolapse into the anterior chamber, he positioned the wire loop 
around the nucleus. The loop was then shortened by pulling 
it back, resulting the nucleus to be divided into two. This is 
exactly the same technique described by Dr. Bhattacharya in 
his article. Therefore Dr. Bhattacharya is reviving a technique 
originally developed by Keener in 1983,[2] after a prolonged 
period of dormancy.

Dr. Bhattacharya has admitted in his article abstract that 
much evidence of this technique is not available in literature, 
as its popularity grew through live surgical workshops and 
small interactive conferences. However, can a video clip in a 
live surgical workshop predict postoperative endothelial count 
or intraocular pressure (IOP) three months postoperatively? 
Certainly not. Therefore I seriously doubt whether a new 
surgical technique which is meant to be applied on human 
beings should be accepted without a number of clinical (i.e. 
surgical) trials maintaining a proper research methodology. 
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