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Central motor fusion deficiency is diagnosed only when 
all other causes are reasonably excluded. Small hypertropia, 
bilateral extorsion along with vertical bobbing of a nonfusible 
image on attempted fusion may not be seen in all cases.[3] In 
fact there are more cases of CFD reported without this finding 
than with this finding. Magnetic resonance imaging was 
performed, but did not reveal any lesion in the region of the 
median longitudinal fasciculi. Restoration of fusion in CFD 
has been reported following squint surgery.[4] We agree that 
prisms and orthoptic exercises cannot be expected to restore 
fusion. The difference with botulinum toxin is, the alignment 
is maintained for a reasonable period of time, which is why 
the treatment helps.

Our patient did not have disruption of uniocular vision 
at any time. Newer imaging modalities are being tried to 
find a functional deficit in the absence of anatomical lesions. 
Our diagnosis is a diagnosis of exclusion after ruling out the 
common presentations of other differentials. The fact remains 
that if fusable images are presented to both eyes for a prolonged 
period of time by restoring motor alignment, the central 
nervous system might regain the ability to fuse the images.
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Trans-scleral fixation of Cionni - 
modified capsule tension ring 

Dear Editor, 
I read with great interest the article entitled, “Results of 
intraocular lens implantation with capsular tension ring in 
subluxated crystalline or cataractous lenses in children,” by 
Das et al.[1] I congratulate the authors for an excellent study 
on a very relevant issue. The authors have shown 20/40 or 
better vision in 16 of 18 (89%) pediatric eyes, having a zonular 
dialysis of 90 to 210 degrees with Polymethyl methacrylate 

(PMMA) or an acrylic intraocular lens (IOL), implanted with 
a capsular tension ring (CTR). However, I believe that patients 
with zonular dialysis > 180 degrees might have shown better 
results if Cionni-modified CTR with a single or double eyelet 
was inserted and sutured to the sclera. Trans-scleral fixation 
of Cionni-modified CTR and IOL complex may provide better 
fixation, centration, and long-term stability in these cases with 
zonular dialysis > 180 degrees. The procedure will, in addition, 
eliminate the possible necessity of a second procedure of scleral 
fixation of one haptic, to correct the increased subluxation and 
IOL decentration in the postoperative period.[2]
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Authors' reply 

Dear Editor,
We thank Sharma[1] for the encouraging comments on our 
article,[2] “Results of intraocular lens implantation with capsular 
tension ring in subluxated crystalline or cataractous lenses 
in children”. We agree with the author that in patients with 
zonular dialysis > 180 degrees, the Cionni-modified capsular 
tension ring (CTR), with a single or double eyelet inserted 
and sutured to the sclera, will show better results in terms 
of centration and long-term stability.[3] We are now inserting 
the Cionni ring with single or double eyelet in patients with 
significant subluxation, 120 degrees or more, and performing 
trans-scleral fixation, for better centration.
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Is it congenital cystic eye with dermal 
appendages and cerebral anomalies? 

Dear Editor,
We read the article by Arora et al.[1] with interest. We wish to 
make following observations:

1. The authors have described that the skin over the swelling 
was hypoplastic with prominent veins. However, there 
is no evidence of hypoplastic skin over the swelling in 
the clinical photograph. The dermatological findings 
reported by Delleman and Oorthuys in their four cases 
were periorbital skin appendages and focal dermal defects 
involving the supra- and retroauricular areas, the nose 
tip, philtrum, shoulder, cervical, inguinal region, thumb, 
trunk, and eyebrows.[2-4] They reported three varieties of 
focal dermal defects in the form of aplasia, hypoplasia, 
and punch-like defects.[2-4] The clinical appearance of focal 
dermal hypoplasia / aplasia could range from loss of skin 
appendages such as hair and glands, to focal depression 
of skin and visible subcutis (fat), and the healing of such a 
defect by secondary intention and scar formation. Except 
for multiple periorbital skin appendages none of these 
dermatological findings are visible in the photograph.

2. The constellation of findings in this case, that is, a large 
cystic swelling covered by the upper eyelid, with prominent 
veins, positive transillumination test, and a hypodense 
cystic area, with anophthalmia on computed tomography 
(CT), are pathognomonic of congenital cystic eye. Delleman 
and Oorthuys reported the presence of microphthalmos 
with an orbital cyst in their cases. None of their cases had 
congenital cystic eye. The minimal diagnostic criteria for this 
syndrome include a central nervous system (CNS) cyst or 
hydrocephalus, microphthalmia with orbital cyst, and focal 
dermal hypoplasia or aplasia.[5] As two of the components, 
that is, microphthalmia with orbital cyst and focal dermal 
hypoplasia or aplasia were missing from the report of Arora 
et al.[1] it did not appear to be a typical case of Delleman and 
Oorthuys syndrome. Congenital cystic eye could occur in 
isolation or with other malformations including, dermal 
appendages, agenesis of corpus callosum, and colpocephaly.[6] 

Other nonocular abnormalities that have been reported 
in association with congenital cystic eye include, facial 
clefting, saddle nose, nostril malformation, choanal atresia, 
malformation of the sphenoid bone, basal encephalocele, 
midbrain deformities, microphallus with encephalocele, 
hypoconvex fingernails on short stubby fingers, and bifid 
thumb. 

3. The clinical photograph of the left eye at one year 
demonstrates a grossly swollen upper eyelid, which could 
be due to the recurrence of a cyst, despite ethanolamine 
oleate sclerotherapy. The authors should have shown the 

picture of both eyes for comparison. In view of repeated 
recurrence of cysts, excision of cystic eye with orbital 
implant and custom-made gradually expanding prosthesis 
is recommended.
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Authors' reply 

Dear Editor,
The authors wish to thank Gupta et al.[1] for their interest in our 
article[2] and for their comments. Point-wise clarification of the 
queries is given herewith:

1. In this case, we can observe prominent veins and thinning 
of skin with some hypopigmented lesions, which in itself is 
suggestive of hypoplasia. Moreover, the texture of the skin 
was felt to be hypoplastic and it is difficult to notice it in a 
two-dimensional image.

2. We do not agree with the statement that only microphthalmia 
is the feature of Delleman syndrome, as the authors[3] 
themselves and other authors who have studied and 
compared their cases with previous reported cases have 
always mentioned anophthalmia / microphthalmia 
as a feature of the oculocerebrocutaneous syndrome. 
Hennekam[4] and Moog et al.[5] have also described multiple 
features associated with this syndrome. 

 Therefore we still believe that this is a case of Delleman 
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