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As stated by the authors, vitreoretinal surgery is
unpredictable. Though we did not encounter any untoward
intraoperative complications, the chances that dialysis and
giant retinal tear may occur are very much possible. Our
choice of anesthesia in such circumstances would be a
caruncular block. We have had the experience with one
patient who had a posterior dislocation of the epinucleus
during a routine topical clear corneal phacoemulsification
(left eye). Though the patient cooperated well under topical
anesthesia, there arose a need to convert the superonasal
sclerotomy to 20-G to introduce the fragmatome. Under the
effect of the pledget anesthesia, a caruncular block was given.
The patient did not complain of any discomfort, but had a
sense of pressure around the eye. The procedure was
completed without any complication. Though not pertinent
to this discussion, we also add that opening up of one of the
sclerotomy to 20-G (the so-called 20/25 procedure) can
extend the indications of small-gauge vitrectomy, still
keeping the surgical time and inflammatory response to the
minimum.

Handling the iris was thought to be painful. However,
recent reports suggest to the contrary.2,3 Phaco surgeons
would have experienced iris chaffing when performing small
pupil phacoemulsification under topical anesthesia.
Surprisingly, patients are comfortable at the time of handling
the iris and do not complain of any pain or discomfort. All
cases of endophthalmitis were culture-proven cases of
aspergillus species. These postoperative cases presented to
us one week after an uneventful cataract surgery with
defective vision and intraocular inflammation. All eyes had
undergone a vitreous biopsy with intravitreal antibiotics
prior to the vitrectomy. The intraocular lens was explanted
because of massive exudation in the vitreous cavity and the
severe nature of the infection. This patient too did not
complain of pain during explantation which was done
through a clear corneal route. Pain threshold varies from
person to person.4 Perhaps an individual with a low
threshold for pain would not have cooperated well during
such a procedure. We have neither used intracameral
lidocaine nor sedated the patient during the surgery.

We agree with the authors that vitreoretinal surgical
procedures under topical anesthesia require very good
surgical skills and a well-planned approach. The case selection
should be done very judiciously so as to keep the procedures
well under 30 to 40 min. It also requires an excellent
communication between the patient and the surgeon both
preoperatively and during surgery. Most importantly it
requires a patient who is very cooperative and understands
the protocol of topical anesthesia.
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Anterior luxation of rollable

intraocular lens 

Dear Editor, 

Bimanual microincisional phacoemulsification surgery is a 
safe procedure with a very short learning period for an 
experienced cataract surgeon and rollable ultrathin intraocular 
lenses eliminate the need for enlargement of corneal incision.1 

We report a rare case of late anterior subluxation of rollable 
plate haptic intraocular lens following an uncomplicated 
surgery. 

A 63-year-old female patient was operated for right eye 
cataract surgery by bimanual microphacoemulsification using 
stop and chop technique and an acrylic rollable plate-haptic 
intraocular lens (Micriol, Eyeol, UK) was implanted in the bag. 
The surgery was uneventful. The size of the capsulorhexis was 
small and so at the end of the procedure a relaxing incision 
was made on the superonasal part of the anterior capsule to 
prevent capsular phimosis. Postoperatively, the patient had 
best corrected visual acuity of 20/20 (on Snellen) at six weeks. 

Three months postoperatively; the patient came back with 
complaint of decreased vision in the operated eye. The patient 
had no history of trauma to the eye and the symptoms of 
blurred vision developed spontaneously over a period of few 
days. 

On examination, the visual acuity was reduced to 20/200. 

Figure 1: Anterior subluxation of plate-haptic intraocular lens with 
peaked pupil 
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Pinguecula masquerading as
conjunctival melanoma

Dear Editor,

Pinguecula is a common degenerative condition of
conjunctiva. In atypical cases an erroneous diagnosis of
carcinoma may be made. We report an atypical presentation
of histopathologically proven pinguecula.

A 50-year-old carpenter presented with a dark lesion
associated with watering, redness, irritation and itching in
right eye since three weeks. He reported no vision loss, pain,
trauma or topical use of medication or cosmetics. There was
no contributory medical history. On examination, his best
corrected visual acuity was 20/40 in both eyes. Ocular
movements were normal. The right eye had a vascularized

pigmented lesion with surface ulceration, surrounding
conjunctival chemosis and vascularization of the surrounding
conjunctiva in the temporal bulbar conjunctiva, 3 mm from
limbus [Fig. 1]. It measured 8 mm horizontally by 5 mm
vertically, with maximal elevation of 2 mm and irregular
borders. It was freely mobile over the underlying sclera. There
was dellen in the peripheral cornea. Two prominent forniceal
vessels extended to the mass. Both eyes had nuclear sclerosis,
normal intraocular pressure and normal fundus. Regional
lymph nodes were not palpable.

In view of the suspicious nature of the lesion, we performed
an excision biopsy with 4mm tumor-free margins using a ‘no
touch’ method,1 avoiding direct manipulation of the tumor to
preclude tumor cell seeding. The conjunctiva was then re-
apposed. Histopathology showed surface epithelium with areas
of atrophy and hyperplasia. Sub-epithelial tissue demonstrated
hyalinization and calcareous degeneration [Fig. 2]. Areas of
granulation tissue with perivascular mononuclear
inflammatory cell reaction were seen. Histopathological
picture was suggestive of pinguecula.

Primary malignant melanoma may arise from nevi, primary
acquired melanosis or de novo. These present as a pigmented
vascularized lesions with rapid growth. Histologically, the

Figure 1: Slit lamp photograph of right eye showing vascular pigmented
conjunctival lesion

Figure 2: Histopathology of the same lesion showing hyalinization and
calcareous degeneration
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January - February 2007 Letters to the Editor 

The slit-lamp examination revealed anterior subluxation of 
the nasal part of the lens with peaked pupil [Fig. 1]. This 
resulted in an unacceptably high astigmatic error. The patient 
was posted for dialing of the lens under topical anesthesia 
and the lens was dialed back in the bag with haptic lying away 
from the relaxing incision. Following the procedure the patient 
regained her best-corrected vision of 20/20 from day 1 and 
has continued to maintain her vision. 

The posterior disclocation of the plate haptic intraocular 
lens has been known to occur after Yag capsulotomy.2 Anterior 
subluxation of the plate haptic lens is rare but has been 
reported in the past.3 

A thin plate haptic rollable intraocular lens can get 
subluxated in the anterior chamber through the relaxing 
incision of the anterior capsulorhexis. Therefore an intact 
continuous curvilinear capsulorhexis and in the bag 
implantation is essential to prevent such a complication. 
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