
This
 P

DF is
 av

ail
ab

le 
for

 fre
e d

ow
nlo

ad
 fro

m

a s
ite

 ho
ste

d b
y M

ed
kn

ow
 P

ub
lic

ati
on

s 

(w
ww.m

ed
kn

ow
.co

m).

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we have noticed at our center, unpublished data).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Also, we have noticed (unpublished data), that in some of 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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Authors� Reply

Dear Editor,

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

We agree with the writer that capsulorrhexis can be diffi  cult 
at times, especially in cases of vitreous hemorrhage and no 
red reß ex. In these cases, as suggested, trypan blue staining 
or endoilluminator in the anterior chamber can assist in the 
completion of a successful capsulorrhexis.2

We would agree that phacoemulsification is difficult in 
previously vitrectomized eyes, especially in cases where gas 
was used because of absence of vitreous support. We have 
already emphasized the various issues such as extremely 
deep anterior chambers during phacoemulsiÞ cation, zonular 
dehiscence, increased mobility of the posterior capsule and loss 
of nuclear fragments posteriorly in these cases. We resorted 
to the use of anterior chamber maintainers for such cases and 
had no additional complications during the surgery.
It has been reported that fibrinous uveitis is more 
common in cases of phacovitrectomy than in cases of 
phacoemulsiÞ cation alone.3 Additionally, the occurrence 
of posterior capsular opacification (PCO) in combined 
surgeries is greater than reported with phacoemulsiÞ cation 
alone, due to greater manipulation, longer operating times 
and greater postoperative inß ammation.4 The PCO rates and 
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the postoperative inß ammation have been reported to be 
lesser in cases of hydrophobic IOLs.5 All this had been the 
basis for our usage of hydrophobic acrylic lenses in cases 
of phacovitrectomy.
Three mm as well as 3.5 mm sclerotomies can be done in 
cases of phacovitrectomy. We have been routinely using 
sclerotomies 3.5 mm behind the limbus and have not faced 
any diffi  culties. A similar technique has been reported for 
cases of phacovitrectomies.6
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Hydrophobic acrylic IOLs are less biocompatible in 
comparison to hydrophilic IOLs. They have a tendency 
to bioadhesiveness, hence more diffi  cult to perform Nd: 
YAG laser capsulotomy later, if there is posterior capsular 
opaciÞ cation and there are more chances of IOL damage 
during laser.2 Moreover, if silicon oil is to be used then 
hydrophobic acrylic IOLs are not a good choice because 
silicon oil adheres to it more readily than to the hydrophilic 
IOLs.2 This will make visualization of fundus diffi  cult in 
postoperative follow-up.

4. It would be interesting to know why sclerotomies were done 
3.5 mm behind limbus in all the cases instead of standard 
3.0 mm as is done in pseudophakic eyes. 
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Safety and cost-eff ectiveness of single 
dose dispensing of bevacizumab 
for various retinal pathologies in 
developing countries

Dear Editor,

Bevacizumab is monoclonal antibody approved by the US 
FDA for metastatic colorectal cancer.1 Off -label intravitreal 
bevacizumab is gaining popularity among ophthalmologists 
worldwide, including India,2 due to its reported effi  cacy. 
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