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Authors' reply

Dear Editor,
We appreciate the interest shown by the author in our article.[1]  
We agree to everything you have mentioned.

Polypoidal choroidal vasculopathy (PCV) has a remitting 
and relapsing course with a chronic tendency. Association 
of PCV with other conditions is not conclusive. PCVs with 
severe undetected thrombocytopenia in the presence of 
massive hemorrhage have been reported.[2] Some of the patients 
show arterial changes in the retina, which may represent a 
variant of the choroidal microaneurysm spectrum. PCV has 
also been associated with systemic hypertension,[3] sickle cell 
disease,[4] and radiation.[5] In our case, the patient had been 
diagnosed with hypertension and atherosclerosis 20 years 
ago. Hypertension accompanied with arteriosclerosis may 
increase the fragility of the choroidal vessels, making them 
more vulnerable to shearing forces.
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after cataract surgery

Dear Editor,
We read with interest the article by Kim et al.,[1] describing a 
patient with submacular hemorrhage arising from polypoidal 
choroidal vasculopathy (PCV) which had been diagnosed three 
years earlier but treated conservatively. This case highlights 
an important consideration when managing patients with 
PCV: Some patients may develop sudden onset of submacular 
hemorrhage, with resultant reduction of visual acuity, after a 
period of relative quiescence of the disease.

PCV manifests with a variety of clinical presentations.[2] 

Of the patients with relatively quiescent disease, some are 
asymptomatic, with subretinal nodules that are detected 
incidentally, while others, as in this case, experience only 
mild, non-specific decrease in visual acuity. The natural course 
of PCV is highly variable, with some responding well to 
treatment, while others have a chronic course with remissions 
and relapses.[2,3] There exists controversy whether patients who 
are asymptomatic or have good visual acuity should be treated, 
with some authors recommending a conservative approach.[3]  

Patients such as the lady described by Kim et al.,[1] provide a 
timely reminder that although the clinical outcome of PCV 
is generally better than age-related macular degeneration,[2] 
a subset of patients may suddenly develop large areas of 
submacular hemorrhage,[4] which may be difficult to treat and 
eventually result in permanent visual loss.

It is interesting to note that the preoperative OCT scan in 
Figure 1a of the article by Kim et al.,[1] shows a small amount of 
subretinal fluid beneath the fovea, indicating that the disease is 
not totally quiescent at this time. The factors which may trigger 
a worsening of PCV remain unclear. The authors postulate 
that the changes in intraocular pressure during the cataract 
surgery may have caused a rupture of the abnormal blood 
vessels. Another patient with macular PCV presented suddenly 
with two episodes of suprachoroidal hemorrhage, resulting 
in secondary angle closure, even though there was no known 
precipitating factor.[5] It has been suggested that systemic factors 
such as age and hypertension may increase the fragility of the 
choroidal vessels, making them more susceptible to shearing 
forces.[5] A similar mechanism may be responsible in the current 
case,[1] and it would be interesting to know if the patient had 
hypertension, atherosclerosis or other vascular risk factors.

In conclusion, the authors describe a very interesting case, 
which highlights that the optimal management of relatively 
quiescent PCV remains uncertain, and merits further research.
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of SCMMC injection 1 month before surgery in recurrent 
pterygium. However, in Donnenfeld et al.’s[3] study, only 16 of 
the 36 eyes had recurrent pterygia, and remaining had primary 
pterygia. The authors[1] failed to cite Khakshoor et al.’s work who 
reported no recurrence after pterygium excision 1 month after 
sub-pterygial MMC; however, persistent whitening of sclera and 
hypovascularity at the site of excision occurred in 5.5% patients.[3]

According to authors, pterygium excision 24 hours after 
SCMMC injection avoids long unnecessary exposure with 
subsequent penetration of MMC.[1] However, 24 hour exposure 
to MMC does not appear to be a short exposure time. It has 
been reported that 64% of the MMC was delivered to the 
sclera within the first minute of MMC application, and intra-
operative MMC application for 5 minutes resulted in prolonged 
inhibition of treated fibroblasts for at least 30 days in rabbits. 

One study concluded that extra- and intraocular concentrations 
of MMC were highest after SC injection.

Discussion did not include the exact mechanism of prevention 
of recurrence by their modification.[1] Histopathology of excised 
pterygia 24 hours after injection could have demonstrated the 
effect of MMC on fibrovascular tissues in pterygial stroma. 
Donnenfeld et al. performed excision of pterygia 1 month 
after MMC injection when pterygia became less vascular 
and less inflamed.[2] The histopathological and transmission 
electron microscopy of excised specimens of pterygia have 
demonstrated the inhibitory effect of MMC on fibrovascular 
activity in the pterygial stroma and verified the efficacy of 
SCMMC injection 1 month before excision of pterygia in 
decreasing the risk of pterygium recurrence.[2,6]
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Pre-operative sub-conjunctival 
mitomycin C 24 hours before excision 
of recurrent pterygium

Dear Editor,
We read the article by Zaky and Khalifa[1] with keen interest. 
We wish to express following comments:

Pre-operative sub-conjunctival (SC) mitomycin C (MMC) 
before excision of pterygium is a recently reported adjunctive 
therapy with very low recurrence rates.[1-4] We appreciate the 
authors[1] for this fascinating modification of SCMMC 24 hours 
before excision of recurrent pterygium. Despite the reduction 
in waiting period from 1 month to 24 hours, it still remains a 
two-stage operation.[1,4] 

Authors mention that in the mitomycin injection group,  
intra-operative eye irrigation with 200 mL of balanced salt 
solution was done following pterygium excision to wash out 
residual SCMMC.[1] We believe that after 24 hours of SCMMC 
injection, MMC would be distributed in various extra- and 
intraocular tissues including sclera, ciliary body and aqueous 
humor, resulting in rapid decrease in MMC concentration from 
the injection site, and there may be a very remote possibility 
of presence of washable MMC after excision of pterygium. 
Ghoneim et al. did not irrigate the conjunctival sac after excision 
of pterygium 24 hours after SCMMC.[4]

Authors[1] mentioned in the discussion that several vision-
threatening complications such as glaucoma, corneal edema, 
corneal perforation, scleral melting, and cataract formation 
have been reported from intra-operative MMC application in 
pterygium surgery. In fact, all these complications occurred 
following prolonged post-operative instillation of 0.04% MMC 
eye drops rather than intra-operative application.[5] Similarly, 
they[1] mentioned that Donnenfeld et al. reported a case series 
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