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From the President’s Desk

VRSI GOVERNING COUNCIL
President : Dr. Gopal Lal Verma

Dear Friends,
Vice President : Dr. Mangat R Dogra

I am pleased to learn that current issue of VRSI newsleltter is
going to be in circulation soon. The existence and compilation of
this has been possible with the efforts of Aditya Jyot Eye hospital
Mumbai and Vitreoretinal society-India. In this day and age,
where constant change and refinement is the very crux of sound
clinical practice; it is all the more important to keep abreast with
the current trends and latest developments in the dynamic field Dr. Gopal Lal Verma
President, VRSI
of Vitreo Retinal subspeciality. I believe this VRSI news letter is an
excellent resource to follow and worth information; for the very purpose of its creation
is to keep all practitioners on the same page of medical and technical advancements.
Let me remind you not to miss the forthcoming mega event in the vitreous and retina
subspeciality i.e. combined meeting of Asia pacific vitreoretinal society with annual
conference of Vitreoretinal society – India December 1-3, 2011 in Hyderabad. This year
we got highest number of free paper abstracts 262 out of which 205 are from our own
country alone. This shows increasing enthusiasm in our younger colleagues to
participate and present their research activity. Neverthe less, this conference has
fifteen symposia on current topics like paediatric retinal diseases, newer diagnostics
tools, ARMD & PCV, Diabetic Retinopathy , Complex RD, Macular surgery,challenging
retina cases, Retinaws. This year Dr Alexander Brucker - Director Schie Eye Institute,
Pennsylvania has been nominated to deliver Prof.Yasuo Tano memorial lecture, Dr Carl
Claes to deliver Nataraja pilaai oration lecture and Prof. Amod Gupta to deliver Dr B
Patnaik oration lecture. Tano travel grant has been awarded to three presenters
including one from our country.
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Finally, I hereby take this opportunity to thank all of our VRSI members and readers,
and would like to highlight that what’s good can always be made better; and in that, all
of your suggestions and enquiries would only help us make this Newsletter and its
following stronger still. I would further encourage all of our readers to be an active part
of it by contributions of their own. Please enjoy the current newsletter, and I am
already looking forward to meet all of you in Hyderabad.
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Editorial
Jules Gonin

My perspective of advancement in vitreo-retinal
surgery: A paradigm shift ……..
In the 40 years that have elapsed since Machemer first introduced successful
vitreo-retinal surgery, the field has seen tremendous growth. In the 27 years of

Dr. S. Natarajan
my vitreo-retinal career, I have seen this field prospering into one of the most
Editor – In - Chief
advanced and sophisticated surgeries. With the advent of vitreo-retinal surgery, the
treatment of many conditions that were considered untouchable in past, like vitreous haemorrhage, retinal
detachment and posterior segment trauma, was made possible. It has been the major area of exponential
advancement in Ophthalmology. There have been major steps forward that brought widespread changes in surgical
practice, with continued refinement of surgical patient care.
I have been a spectator to the quantum jump from V-R conventional to micro-surgery, from upside-down surgery
with binocular indirect ophthalmoscope to operating microscope with wide angle viewing systems making surgery
convenient, from air to C3F8 for Tamponade, from light to the heavy silicone oil, from 20G to 27G vitrectomy, from
conventional to high speed vitrectomy, from manual to sophisticated electronic vitrectomy machines and the
advent of sutureless techniques and microsurgical vitrectomy instruments.

R. Machemer

S. S. Badrinath

I was fortunate to grow with VR surgery in Sankara Nethralaya since 1984. In Sankara Nethralaya first course was
with Dr. M. M. Kini of sclera buckling in 1985, advanced vitreoretinal course with Dr. Akio Yamanaka, Dr. Inatomy
and Dr. Kenji Oshima in 1986, Dr. Relja Zivojnovic in 1987 and Dr. Steve Charles in 1988. I have personally attended
more than 150 International conferences and more than 600 national, state and local conferences. We have
conducted International Advanced Vitreo Retinal Surgery Course (IAVRSC) 5 times at Mumbai and once at Chennai,
Ahmedabad, Malaysia and Sweden respectively.
ADVANCES IN DIFFERENT FIELDS:

Steve Charles

Vitrectomy: I have seen vitreous surgery growing from its childhood days to what it is today, also aided in this
growth by many innovations. The original vitrectomy instrument VISC of Dr. Robert Machemer required a 3.3 mm
sclerotomy. It reduced to 20-gauge in mid 1970s, thanks to Dr. Omally and Dr. Steve Charles, and the sutureless
dream came true in 2001 when Eugene De Juan introduced his 25-gauge system and then Dr. Claus Eckhardt with
his 23- gauge system in 2005 and finally 27-gauge hit the market. Dr. Stanley Chang introduced 23G earlier which
did not become popular. These techniques have allowed for reduced surgical trauma, duration of surgery, and
postoperative healing time.
These transitions also witnessed many innovations in terms of instrumentation and techniques. Dr. Relja Zivojnovic
mentioned in his book titled ‘Silicone oil in Vitreoretinal surgery’ that “The manipulations that we have to perform
in vitreoretinal surgery are really very simple. Picking, cutting removing and fixing of the tissue are complicated only
because they have to be performed in a small space difficult to illuminate and under the water.”

Stanley Chang

The introduction of perfluorocarbon liquids by Dr. Stanley Chang and Dr. Gholam Peyman into the surgical arena
revolutionized the treatment of retinal detachments with giant tears by obviating the need for the surgeon to
operate in the supine position. Its use as the ‘Third Hand’ has revolutionized the management of many conditions
such as dislocated lens, IOFB, subretinal/ suprachoroidal haemorrhage. Thanks to Dr. Relja Zivojnovic and Peter
Kroll, I attended the first PFCL meet in Marburge, Germany in 1991, where all vitreoretinal surgeons attended.
Optimal visualization is mainstay in any successful ophthalmic surgery. The two types of wide-angle systems,
including both contact and noncontact lenses, deliver a large field (up to 150°) of view during vitreoretinal surgery,
leading to a safer and more complete vitrectomy. I was the pioneer in Asia to start BIOM, first of its kind. Even
Dr. Arthur Lim, Singapore, was astonished with advances taken place in India in 1990. (I gave the first college
lecture about BIOM in College of Ophthalmology, Colombo, in the presence of Dr. S. S. Badrinath, Dr. Arthur Lim,
and others in 1992). These viewing systems are compact, allowing proper visibility of ports during surgery making
instrumentation easy, and also ease indented examination of the peripheral retina, providing better access to
peripheral fundus pathologies.
These wide field lenses required good endoilluminator system for better visualization during surgery. Evolution of
modern xenon arc lighting has brought vivid and uniform illumination, while reducing the reflections and scattering
glare encountered in air-filled eyes. The advancement to finer gauges of surgery needed a better illuminator as the
reduction in size also reduced the illumination. The other advances to name are the bullet probes, shielded bullet
probes, the chandelier system and lighted instruments.

….Contd. next page.

Relja Zivojnovic

Akio Yamanaka
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The introduction of dyes, Chromovitrectomy, has improved visualization and ease of the surgery to a great extent.
Today brilliant blue/ Indocyanine Green and others are used in the fine ERM/ILM surgeries with an appreciably
good results. Use of pharmacological agents like Anti-VEGFs and plasmin has revolutionized the vitreo-retinal
surgery. Anti-VEGFs used prior to surgery reduce the amount of intraoperative haemorrhage and use of plasmin has
reduced the inadvertent vitreoretinal traction induced during PVD induction. These modifications made the
minimally invasive dream come true.

Gholam Peyman

To summarize in the words of Dr. Stanley Chang “Micro-incision vitrectomy surgery is most likely here to stay and
will be increasingly incorporated into the surgical armamentarium of vitreoretinal specialists. I envision that 20gauge surgery is gradually going to be replaced by 23-gauge and that 25-gauge will continue to be used for macular
surgery and more simple cases. As the 25- gauge cutter and other instruments are further refined we will see it
used in more and more cases and I look forward to these changes because smaller is better as long as we don't give
up the functionality of the instruments we use.”
Scleral buckling: Although Gonin developed the principles of retinal reattachment in the early 20th century,
modern scleral buckling procedures date to the 1950s and the work of Custodis, Schepens et al and Arruga. From
scleral infolding to silicone buckles this field has experienced a tremendous shift reaching to the dream of
sutureless procedure, with the advent of tissue glues.

P.N.Nagpal

Another development was in the field of anaesthesia used in these surgeries. With the reduction in surgical time,
the need for general anaesthesia is no longer there and patient’s cooperation now could be achieved even in local
anaesthesia (with or without sedation). The outcome can be judged in terms of the visual recovery as well as the
ease to perform such difficult cases.
Dr. S. S. Badrinath, my Guru, founded the Medical & Vision Research Foundations in Madras in 1978 with an
objective of practicing quality vitreo-retinal services in India, which has carved out the skills of most of the
renowned VR surgeons of India. Dr. Steve Charles has engineered lot many Instruments and gave many techniques
to bring about advancement in the vitreo-retinal surgery, worth mentioning is the Constellation, the BMW in vitreoretinal surgery. I would also like to mention the name of Dr. Relja Zivojnovic, he was Head of the Department in
Rotterdam and later at Middleheim, Antwerp (Belgium). He revolutionized silicone oil in VR surgery and is pioneer
in designing several micro instruments for advanced VR surgeries. I was the only Indian invited thrice to advanced
VR course in Antwerp, Belgium by Dr. Relja Zivojnovic. I have conducted teaching live VR surgeries in various cities
in India, Sri Lanka, Malaysia, Sharjah, Istanbul, Italy, etc. I am also grateful for Dr. P. N. Nagpal, Dr. P.
Namperumalsamy, Dr. H.K. Tiwari and Dr. T.N. Ursekar, who are one of few pioneers, helped me in developing
vitreoretinal surgery in India.
Aditya Jyot Eye Hospital was the first in Asia for procuring Retinal endoscope and Preferential hyper acuity
perimeter, first in India for Fourier Domain Optical Coherence Tomography - III for Retina, Cornea and Glaucoma,
Photodynamic Therapy, Suture less 25 Gauge in Vitrectomy System, BIOM Wetlab and Twinlight Endoillumination
for Vitreoretinal surgery and first in Mumbai for IOL Master, Multi-focal ERG and Multifocal VEP and launching the
first ALCON CONSTELLATION® Vision System in a private hospital in India. I was one of the hundred vitreoretinal
surgeons from the world invited to Vail Colorado, USA on retirement of Dr. Robert Machemer and Dr. Relja
Zivojnovic. I have been a kin to many such big names in vitreo-retinal surgery, both National and International, and
having done >27,000 vitreo-retinal surgeries I can say that this is the branch that has developed from a ‘thankless
surgery’ (as mentioned by many in older days that vitreoretinal surgeon carries vision charts in hands) to a ‘very
gratifying surgery’ and with these innovations, most of the vitreo-retinal cases can be managed and the march to
perfection continues.

Arthur Lim

H.K.Tiwari
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Editorial
Assessing Wound morphology in sutureless
vitrectomy using Anterior Segment Spectral
domain OCT (AS OCT)…
Dr Manish Nagpal MS, DO, FRCS
Dr Gaurav Paranjpe

Dr. Manish. Nagpal
Editor

Fig 1: 23 gauge ports-1st postoperative day

Recent advances in the microsurgical techniques have lead to increased adoption of sutureless vitrectomy using 23
gauge and 25 gauge instrumentation. The twenty three gauge sutureless pars-plana vitrectomy, introduced by
Eckardt1 in 2005, has gained a significant support among the vitreo-retinal surgeon.
This has considerably transformed the outlook of patient management in the field of vitreous surgery. This
procedure is becoming increasingly popular based on the several reported advantages over the traditional
techniques such as reduced surgical trauma, improved postoperative comfort, faster visual recovery, shorter
operating times, and reduced postoperative astigmatism.
However there have been concerns regarding high incidence of some postoperative complications such as hypotony
and endophthalmitis, compared to conventional sutured 20 gauge system. These complications are due to
compromised wound integrity associated with these sutureless surgeries2,3. Some surgeons have proposed creation
of oblique or biplanar incisions to prevent leakage through these sclerotomy sites4. But still the self sealing
characterstics of the sutureless ports remains uncertain. Ultrasound Biomicroscopy (UBM) was used initially to
assess these ports of transconjunctival sutureless vitrectomy (TSSV), but this has its own disadvantages.

Fig 2: 25 gauge ports: 1st postoperative day

So we used anterior segment optical coherence tomography (AS-OCT) to evaluate these ports. AS-OCT has been
developed to assess corneal and laser in situ keratomileusis flap thickness, tear film, anterior chamber depth, lens
and intraocular lens status, trabeculectomy bleb morphology, angle anatomy, and profiles of clear corneal incisions.
Patient and method: We prospectively evaluated patients who had undergone TSSV with either 23 gauge or 25
gauge for morphology of scleral ports. We enrolled 20 consecutive patients who met the inclusion criteria. The
patients were divided into 2 groups. Group A had patients who underwent vitrectomy with 23 gauge
instrumentation and Group B had patients who underwent vitrectomy with 25 gauge instrumentation.
The sclerotomy wounds were imaged using Spectralis HRA+OCT (Heidelberg Engineering) with Infra-red imaging
using an anterior segment objective. The OCT device was used to scan across the incision site, so as to traverse the
centre of the incisions, showing them in profile. The scans were evaluated for the lengths of external and internal
entry wounds, presence of any wound gape and any associated complications. The length of the incisions was
measured using the analysis software provided with the Spectralis HRA+OCT. AS OCT was done on the 1st, 15th and
1 month post-operatively.
Surgical Procedure: All patients underwent 3 port pars plana vitrectomy with either 23 gauge or 25 gauge
instrumentation. The incisions were made with Edgeplus trocar cannula system and surgeries were performed with
Alcon CONSTELLATION Vision System (Alcon Laboratories Inc, Fort Worth, Texas, USA). The surgery was performed
under peribulbar anaesthesia. All incisions were created in a Biplanar fashion. This is a two-stepped approach.
Initially the blade is inserted at a 30° angle and then the entry is made perpendicular to sclera. The advantages of
this incision are that it prevents hypotony and the wound is more secure. The incisions were made 3.5mm to 4mm
posterior to limbus. We use the Trocar Fixation Plate (pressure plate forceps), from ASICO (Westmont, IL), in a
multifunctional manner while making the incisions. The pressure plate forceps have incorporated callipers to
measure distance from the limbus and have serrations on the undersurface allowing good hold of the conjunctiva for
misalignment over the proposed sclera entry.

Fig 3: 23 Gauge port at 1 month
post-operative day

Fig 4: Conjunctival Ballooning

Optical Coherence Tomography: The sclerotomy wounds were imaged using Spectralis HRA+OCT (Heidelberg
Engineering) with Infra-red imaging using an anterior segment objective. The length of the incisions was measured
using the analysis software provided with the Spectralis HRA+OCT as mentioned above.
Results:
Gross and Slit-lamp examination:
After removal of cannulae gross examination was done to check the wound integrity. None showed any evidence of
wound leak like (eg. obvious fluid or air/gas flow, continued conjunctival bleb formation) and none required sutures.
Slit-lamp examination revealed subconjuctival hemorrhage, conjunctival chemosis and injection over the incision
site. The external or entry wound was often visible under slit-lamp examination, but did not show signs of leakage in
any patient.
On the first post-operative day the average outer diameter of the ports in group A was 233.66 microns and the
average inner diameter was 146 microns.
….Contd. next page.

Fig 5: Ciliar-choroidal Detachment
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The corresponding readings for the group B were 124 microns and 90 microns respectively.
On the 15th post-operative day the outer as well as the inner dimensions of the ports had decreased in both the
groups. The outer diameter was 118.6 microns and the inner one was 52 microns in group A. In group B patients
the average outer diameter was 61.5 microns and the inner diameter was 41.5 microns.
At 1 month post-operatively a faintly visible incision site was seen in all cases of both the groups. The average
readings for group A patients were 62 microns and 21 microns for the outer and inner diameters respectively.
The corresponding readings for Group B were 21 microns and 11.33 microns.
We also compared the inner and outer breadths of the ports in 23 gauge patients by dividing the patients in 2
groups based on duration of surgery. Group A had surgical duration of less than 15 minutes and Group B had
surgical duration of more than 15 minutes. The outer and inner breadths in group A patients were 220.45
microns and 105.25 microns. In Group B patients the corresponding readings were 247.66 microns and 153.75
microns.
Complications: No major introperative or postoperative complications were noted. 4 patients had conjunctival
ballooning over the incision site and one patient had a cilio-choroidal detachment on OCT.
Discussion: TSSV has been gaining increasing popularity and has plays an important role in the armamentarium
of vitreo-retinal surgeons. This technique has certain definite advantages over the conventional 20 gauge
surgery but there have reports regarding certain post-operative complications such as increased incidence of
hypotony and endophthalmitis.
Kunimoto and Kaiser5 stated that no beveling of the incisions was performed in their series, 8 while 73% of the
endophthalmitis cases in Scott and associates’6 series were from straight incision.
Oblique or biplanar incisions have been proposed to help decrease or prevent the wound leak. The internal lip
of these incisions presses against the external lip because of intraocular pressure making them self sealing.
Mehran Taban et al7 evaluated the wound closure in oblique 23 gauge sutureless sclerotomies in 14 eyes and
based on their study they have proposed the creation of oblique incisions to prevent the complications of
sutureless sclerotomies.
The outer diameter of 23 gauge cannula is 740 microns while that of 25 gauge cannula is 530 microns. In this
study, we have noted that the average outer diameter of sclerotomy sites was 232.66 microns and average
inner diameter was 107.44 microns. The corresponding readings for the 25 gauge sclerotomy sites were 124 and
90 microns. These findings suggest that the sclerotomy sites reduce to 1/3rd to 1/4th on the first post-operative
day. At the end of first month these wounds in 23 gauge and 25 gauge almost get closed with a small slit seen on
AS-OCT.
The cases in which the surgical duration was more than 15 minutes showed slightly larger outer as well as inner
openings. This may be related to tissue fatigue. The longer the surgical duration, the more the sclera becomes
fatigued becoming inflexible and rigid leading to less efficient self-sealing of the wound. Albert L. Lin et al8 have
noted that, increased surgical duration may lead to wound leakage in 23 gauge slcerotomies.
The common finding we noted was conjunctival ballooning in 4 cases. Only one patient had cilio-choroidal
detachment. None of the patients developed gross hypotony or endophthalmitis. None of the patients had
vitreous incarceration.
This study concludes that biplanar incisions are very efficient in preventing post-operative hypotony. The
sclerotomy incisions take almost a month to gradually reduce in size. The dimensions of outer and inner opening
of the sclerotomies depend on the gauge and surgical duration. The overall characteristics of wound healing
related to the smaller 25 gauge wound is better as compared to the larger 23 gauge construction..
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UPCOMING
CONFERENCES
46th UPSOS Annual Conference

Date: 10th & 11th December 2011
Venue: Scientific Convention Centre, CSM
Medical University, Lucknow
For more information please contact:
Dr. Pramod Kumar mobile: 0-9838894091,
Dr. SandeepSaxena mobile:0-9415160528
Website: http://www.upsosonline.org

18th Annual Meeting of
Strabismological Society of India:
ALIGN 2011
Date: 17th-18th December 2011
Venue: Dahod, India
For more information please contact:
Dr. Shreya M Shah
Drashti Netralaya and Dahod Tribal
Community Eye Care Center.
Phone : +91-2673-221594, 09227136459
Email: shah_shreya2000@yahoo.com,
mehul89@hotmail.com
Website: www.drashtinetralaya.org

Science Course in Ophthalmology,
Columbia University, NY, USA

Date: January 3rd to 30th, 2012
Venue: New York, USA
For more information please contact:
Kenia de los Santos-Alexis
Course Manager, Columbia University
Department of Ophthalmology
630 West 168th St., Box 18
New York, NY 10032
Tel: (212) 305-0285 Fax: (212) 305-4987
Email: kenia1972@gmail.com
Website: http://columbiaeye.org

3rd International Course on
Ophthalmic and Oculoplastic
Reconstruction and Trauma
Surgery

Date: Jan 11 2012 - Jan 13 2012
Venue: Vienna General Hospital,
Vienna/Austria
For more information please contact:
Helmut Weissmann
Website:http://www.ophthalmictrainings.com

GREEK VITREO-RETINAL
SOCIETY 7th Pan-Hellenic VitreoRetinal Meeting

Date: Jan 13 2012 - Jan 15 2012
Venue: Athens Hilton Hotel 46, Vassilissis
Sofias Avenue Athens , GRC 11528
For more information please contact:
Eleni Romeou
Phone: +30 210 7787016
Fax: +30 210 7787566
Website: http://www.gvrs.gr/en/
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UPCOMING
CONFERENCES

Message from Convener Scientific Committee…
Dear all,

AIOC 2012 : 70th AIOS Annual
Conference

Welcome to the annual meeting. This years’ annual meet assumes
special significance as it is a combined meeting with the APVRS. It is Dr. N. S. Muralidhar
Convener Scientific
the first time that VRSI is having a joint meeting. The scientific
Committee
program may look different from the previous VRSI meetings, since we
have followed the format set by APVRS. The scientific content is designed to encompass both
the medical and surgical retina, and emphasis has been given to make it more relevant to the
practicing retinal specialist.

Date : 2nd to 5th February 2012
Venue : Le Meriden Convention Centre,
Cochin, Kerala
Conference Secretariat:
Giridhar Eye Institute,
Ponneth Temple Road, Kadavanthara
Cochin – 682020, Kerala, India
email: aioc2012@gmail.com
Phone:+91 484 2316791, 4000581/82/83
Fax: +91 484 4000584
Website : http://www.aioc2012.in

Among the submitted abstracts, those which scored highest marks have been selected for
presentation for the JM Pahwa award. There is a prize for the best poster also. We have the
presence of many international faculty for this meeting. So make the best use of this fantastic
meeting.
Yours sincerely

Message from Honorary Secretary …

FUSION 2012
International Masters’ Course in
Pediatric Ophthalmology &
Strabismus + Oculoplasty,
Aesthetics, Dacryology & Ocular
Oncology

Dear Colleagues,
Greetings from the Executive Committee of the Vitreo Retinal SocietyIndia.

Dr. A. Giridhar
Honorary Secretary

The newsletter is a medium through which VRS-I can inform the members of their activities and
also it gives an opportunity to retina specialists to present interesting case reports, challenging
cases and some nuances in vitreo-retinal surgery. I sincerely hope that this newsletter is
providing useful information for all our members and if you have any suggestions as to how to
improve this newsletter, such suggestions are welcome. The newsletter will be published twice
a year both in electronic and printed formats.
With warm regards,
Dr. A. Giridhar
HONORARY SECRETARY

NEW ORLEANS ACADEMY OF
OPHTHALMOLOGY New
Orleans Academy of ophthalmology
61st Annual Symposium
Date: Feb 10 2012 - Feb 12 2012
Location: Sheraton New Orleans Hotel500
Canal St. New Orleans , LA 70130
Contact: Amber Howell
Phone: 504-861-2550 Fax: 504-861-2549
Website : http://www.noao.org/

Dr. N. S. Muralidhar
CONVENOR SCIENTIFIC COMMITTEE

We are bringing out the newsletter to coincide with the 6th APVRS
Congress and 20th Annual Conference of the VRS-I being held in
International Convention Centre, Hyderabad from 1st to 3rd December
2011.

________________________________

Date : February 12-14, 2012
Venue : Hyderabad International Convention
Center, Hyderabad
for further information pl contact :
Dr. Santosh G Honavar
Email: honavar@lvpei.org
Website: http://www.lvpei.org

KEIO UNIVERSITY SCHOOL OF
MEDICINE
The 116th Annual Meeting of the
Japanese Ophthalmological Society
Date : Apr 05 2012 - Apr 08 2012
Location: Tokyo International Forum
Tokyo , JPN
Contact: Kazuo Tsubota or JOS Secretariat
Phone: 81-3-5843-6993
Fax:
81-3-3358-5961
Website: http://www.med.keio.ac.jp/indexe.html

63rd Annual Conference of Delhi
Ophthalmological Society
Date : 6th to 8th April, 2012 (Friday, Saturday
& Sunday)
Venue : Ashok Hotel, Chanakyapuri, New Delhi
for further information pl contact :
Dr. Rohit Saxena Organizing Secretary
Ph.: +91-11-65705299
Email: dosrecords@gmail.com
Website: www.dosonline.org
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Intravitreal Injection - Prep, prophylaxis and
endophthalmitis…...
Avinash Pathengay, F.R.C.S.
Serrafin Gonzalez, Pharm D
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Philip J. Rosenfeld, MD.,PhD
Harry W. Flynn Jr., M.D.
From:
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2.

1,
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Dr. Avinash Pathengey
Member, Scientific
Committee

Department of Ophthalmology, Bascom Palmer E Institute University of Miami, Miller School of
Medicine, Miami, FL
LV Prasad Eye Institute,GMRV campus,Visakahapatnam, AndhraPradesh,India

Fig 2

Fig 3
Intravitreal injection have been becoming increasing popular procedure among practicing ophthalmologist.
With the popularity of the procedure there are associated widespread variation in the way this procedure is
performed. This article would provide an insight into the steps of procedures adopted while performing
intravitreal injection at Bascom Palmer Eye Institute, Miami, Florida
Standard prep protocol: After obtaining a procedure – specific informed consent, a drop of topical anesthesia
is instilled into the conjunctival cul-de-sac. The sterile preparation is initiated with application topical of 5%
povidone – iodine (Figure 1) followed by use of a 10% povidone – iodine swab for the eye lids and eye lashes
(Figure 2). The sterile speculum is placed to maintain lid position and to keep the lashes out of the field (Figure
3).A cotton tip applicator soaked with topical anesthetic is applied on the conjunctival surface. A gentle
pressure is applied to the globe in order to lower intraocular pressure (Figure 4). After performing the "time out" in the presence of the treating physician, the intravitreal injection is administered (Figure 5).

Fig 4

Quadrant of the eye for intravitreal injection: At the Bascom Palmer Eye Institute (BPEI), the majority of
physicians use the inferior temporal quadrant.There are no published reports demonstrating a difference
between quadrants regarding the incidence of endophthalmitis following intravitreal injection. We prefer to
inject in the inferior temporal quadrant, 4 mm from the limbus. The three probable reasons favoring the
inferior temporal quadrant being 1) larger area of exposed conjunctival surface available in this quadrant 2)
easier fixation on a superiorly positioned target and 3) a person is more likely to move the eye superiorly due
to a Bell’s reflex when they attempt to close their lid in response to an injection.
Role of antibiotic prophylaxis : At BPEI, the majority of physicians do not use pre or post injection antibiotics.
The routine use of topical antibiotics before or after injection as prophylaxis has not proved beneficial in
reducing the incidence of endophthalmitis following intravitreal injections. Fluoroquinolones have been
reported to induce drug resistant strains of bacteria especially when these antibiotics are used monthly.
Historically, many ophthalmologists felt pressured into using pre or post injection antibiotics for fear of
potential liability issues. According to David W. Park, II, MD, Chair, Claims Committee, Ophthalmic Mutual
Insurance Company, there have been no claims or lawsuits related due to non usage of antibiotics as
prophylaxis for endophthalmitis following intravitreal injections.

Fig 5

Fig 6

Microbiological characteristics: Relative to cataract surgery, there is a greater incidence of Streptococcus
associated endophthalmitis following intravitreal injection. A simple step to reduce the aerosolized droplets
from the oral flora is to minimize talking by the physician, nurse and the patient. Use of facial mask is not
mandatory at BPEI. Some of our nurses wear masks, most physicians do not. If one believes that talking is the
source of infection, then the nurse, the patient, and the physician all should wear masks.
Effect of outbreaks on endophthalmitis following intravitreal avastin: Unfortunate recent outbreaks of
endophthalmitis has not affected the usage of Avastin in our clinical practice. Our compounding pharmacy
follows USP chapter 797 requirements for all compounding (Figure 6) which includes, but is not limited to:
1. Preparation by a registered pharmacist or an experienced pharmacy technician working under the
supervision of a pharmacist.
2. Use of properly operating and certified ISO Class 5 laminar flow hood located in a minimum ISO Class 7
room.
3. Use of a hair cover, shoe covers, face mask, non-shedding gown, and sterile gloves.
As a routine at BPEI, we submit 1 out of every 10 aliquoted syringes of avastin to microbiology culture. If the
culture remains negative for 2 weeks, the remaining 9 syringes are released for intravitreal usage (Figure 7).

Fig 7
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A new method to curve 23/25G instruments during
vitrectomy surgery……
Dr. Alay S. Banker, Dr. Michael Goldbaum, Dr. Rohan Chauhan
Introduction:
•

•
•
•
•

•

Dr. Alay S. Banker
Member, Scientific
Committee and
Co - Editor

Inability to extreme peripheral surgery using wide angle systems
is a know limitation in vitreous surgery with conventional
instruments.
Iatrogenic lens-touch is a very common complication and leads to early cataract
formation after vitrectomy surgery.
Various attempts have been mad to make curved vitreous cutters in past (Dr.
Natarajan).
Forcefully bending the cutters or light pipes with forceps leads to a diminished
functional ability of these instruments.
Dr. Michael Goldbaum of UCSD (AAO, 2011 Poster 508) has described a new technique
of curving the instruments during the surgery in a very easy and safe manner without
causing any change in the working ability of the instruments.
He has described a simple method of curving the tips of vitreous cutters, light pipes, tip
of forceps, scissors and aspiration using 60cc syringe of various indirect
ophthalmoscopy lenses.

Methods:
•

•
•
•

The distal and proximal tips of the 23/25G instruments (cutter/light pipe, etc) are gently
pressed together onto the curved surface of 60cc syringe, pressure being maintained
constantly for 10-15 seconds (as shown in figure).
After that the tip is released and it springs back in a curved fashion.
The tip can be straightened back by doing the procedure in a reverse fashion on the
already curved tip.
Alternatively, the tips can be pressed on the outer surface curves of indirect
ophthalmoscopy viewing lenses (20D, 30D) to get different curvatures in the tips.

Discussion:
•
•
•
•
•
•
•
•

Produces a smooth constant curve without affecting the cutter performance or light.
Can be easily done while in surgery without any special instruments.
Curved tips easily pass through 23/25G cannulas.
Avoids hitting the lens while working in periphery.
Avoids hitting the wide-angle lenses and nose also.
Allows easy viewing by just turning the angle of light pipes.
Better access to periphery without torqueing the eye.
Allows controlled bending without fear of breaking cutter or damaging fibre-optics.

Illustrations:
•
•
•
•
•

Bending Accurus cutter with both ends of the cutter being pressed on 60cc syringe.
Bent Accurus cutter and light pipe.
Bending Constellation cutter with both ends of the cutter being pressed on 60cc syringe.
Bent Constellation cutter.
Bent cutter easily passes through the canula.

To know more about curved vitreous cutter:
1. Natarajan S, Malpani A, Nirmalan PK : A new curved vitreous cutter for managing phakic retinal detachment with
proliferative vitreoretinopathy : Indian J Ophthalmol. 1998 Jun; 46(2):87-9.
2. Chalam KV, Shah VA, Tripathi RC : A curved vitrectomy probe:Ophthalmic Surg Lasers Imaging: 2004 MayJun;35(3):259-60.
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A tribute to the living legend – Dr P. N. Nagpal ….
Dr. P. N. Nagpal was born on 12th August 1940 in Muzzafarnagar (now
part of Pakistan). He belonged originally to a place called Multan in
Pakistan and during partition their whole family had to leave behind
whatever they had and come to India. He was of 7 years of age at that
time. It was a traumatic time for the whole family. They had to start from
zero in India. His father was a reputed lawyer and reestablished his
practice slowly in India. They eventually settled in Jaipur, Rajasthan where he went ahead to
finish his education, completed his MBBS and MS in 1962 and 1965 respectively. In 1969-70 he
got a job with Gujarat Govt. and first came to Jamnagar. In 1970 he got married to Dr. Sudha
Nagpal who was a Gynecologist working in Udaipur. Incidentally she also comes from a family
who migrated during partition from Pakistan and settled in a place called Sri Ganganagar in
Rajasthan.
Immediately after marriage he left for a 2 year fellowship he secured with the legendary Meyer
Schwickerath in Essen, Germany where he learnt everything he knew about retina. He came
back and established the Retina unit at the Western Regional Institute of Gujarat in Ahmedabad
known as M & J Institute. He had to work very hard to procure equipment and infrastructure
required for the retinal surgery. In 1976 he left Govt. hospital as he was being transferred from
Ahmedabad to another city. This incident turned out to be a blessing in disguise as it gave him
the opportunity to establish a private setup.
He loves teaching and he was one of the foremost who started fellowship training programs for
retina and vitreous. He has already organized 16 National Symposia on different subjects and 40
workshops covering Ophthalmology. He has trained more than 170 Eye surgeons in the art of
Vitreo-Retinal Surgery since 1976. At present he continues to do so at the M & J institute as a
professor emeritus and goes there about 3 days a week to teach the next generation of
ophthalmologists. He continues to see patients regularly in the clinics and has two teaching
sessions with the fellows every week, if not more and continues to travel for various meeting
invitations all over the country and world.
He has been the committee member of various renowned national (like All India
Ophthalmological Society) and international societies (like American Academy of Ophthalmology
and International council of Ophthalmology). He is a strong believer of ethics in medicine and
practice and also likes to propagate in the ophthalmology community by giving his humorous
talks related to the same topic at various fora.
He makes sure that all strata of society get benefit of eye treatments and tries to achieve a
balance in his private center. For the last 30 years he has been going twice a month to a village
hospital in Chikhodra about 2 hours from Ahmedabad to screen various retina patients and all
these patients are treated free of cost for any condition they might have.
Besides ophthalmology, he is also very fond of swimming and almost goes 365 days come
winter, rain or summer. It is humorously said that all the fellows who do a retina fellowship at
Retina foundation also get a honorary swimming fellowship as most of the fellows end up
learning swimming especially on Sunday mornings when he likes to take them to the local club
for a swim and breakfast.
Retina foundation, which was established and nurtured by Dr. Nagpal, now has the support of a
great team consisting of his two sons and daughter-in-law, who have already made their mark in
their respective fields. Dr. P N Nagpal is a great support to ophthalmology and all of us. We wish
him many more years of successful treating, teaching and mentoring.

Down the
memory
lane…
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AWARDS:
•
•
•
•
•
•
•
•

•
•
•
•
•

Hari Om Prerit Alembic Award 1979 Gold medal & Rs. 25000/-.
Gold medal of Bihar Ophthalmological Society.
P.Siva Reddy Gold medal & Oration 1985 A.P. State.
Felicitation of S M S Medical College Jaipur 40th and 50th Anniversary (Citations).
Eminent personality – Alumni Award – SMS medical college, Jaipur.
Teacher of Teachers Awards, LVPEI – Hyderabad -08.
Best Teacher Award APAO, Hyderabad.
Dr B.C. Roy National Award– 1998 to recognize the best talents in encouraging the
development of specialities in different branches of Medicine” given by the hands of
President of India. Shri K R Narayan.
Included in Gujarat 100 Power list by Divya Bhaskar –Gujarat Daily News Paper.
Member Ahmedabad Citizen Council.
Prati Dhwani Media Award 2006- Medical Activities (A Publication from Rajkot).
BJP Doctor Cell Award 2007 at the hands of Chief Minister Shri Narendra Modi.
Gurjar Ratna Award, Padma Gandhi Foundation –Gandhi Vision 2007.
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NATARAJA PILLAI ORATION
The Governing Council of the VRS I is charged to select, every year,
a Vitreoretinal surgeon of international repute, who has performed
"An experimental or clinical work which gives a new contribution to
the field of Vitreoretinal Surgery”. This honour, the “Nataraja Pillai
Dr. S. Nataraja Pillai
Oration”, is awarded annually during the Annual Conference of the
(1900 - 1977)
Vitreo Retinal Society - India.
Dr. Subramanya Nataraja Pillai was born on
March 1st 1900 and studied at St. John’s Coll
ege, Palayamkottai, Tirunelveli District, Tamil
Nadu,during the British rule in India. During
the period 1938-1942, he was trained at the
Govt. Ophthalmic Dr. Subramanya Nataraja
Govt. Ophthalmic Hospital, Madras (Estd. 1819)
Pillai was born on March 1st 1900 and studied
at St. John’s Coll ege, Palayamkottai, Tirunelveli District, Tamil Nadu,during the British
rule in India.During the period 1938-1942, he was trained at the Govt. Ophthalmic
Hospital (Estd. 1819), Madras, the 2nd oldest Eye Hospital in the world, second only to
Moorfields Eye Hospital, London, UK, by none other than the legendary Lt. Col. R.E.
Wright, an authority on Tropical Ophthalmology and the person who started the
Museum in Ophthalmology at GOH, Chennai.
The hospital, now known as the Regional Institute of Ophthalmology - Govt. Ophthalmic
Hospital (RIO-GOH), is also where his son – Dr. N. S. Sundaram, obtained his
M.S.(Ophthalmology) and later went on to become the Director & Superintendent of
RIO - GOH during the period Nov 1984 - Jan 1987. Later, true to family tradition, his
Grandson – Dr. S. Natarajan too trained at RIO - GOH from 1982-84.
Dr. S. Nataraja Pillai pursued the L. M. P. Course at Tanjore Medical School and joined
Govt. Medical Service as Sub assistant Surgeon in Tirunelveli in the earlier period. He
had great interest in hunting and also represented the college hockey team. As per the
then British laws, one had to serve 3 years (1 ⅟₂ years - jail duty and 1⅟₂ years - Agency
duty) and the person would be posted at his native place during the last five years of
service. Therefore, Dr.S.Nataraja Pillai served all the three years of service as agency
duty at Boipariguda in Koraput, Garjam, Dt.(Orissa); which was in the then Madras
Presidency. After the Agency duty, he was posted as Sub - assistant Surgeon at GOH,
Madras in 1938 as a Pathologist.
He studied and obtained Licentiate in Ophthalmology (L.O.) in 1939 and continued to
serve in all the departments of GOH till 1943. He worked in Govt. Erskine Hospital,
Madurai from 1948 to 1951 and then continued private practice till his demise at
Madurai. An Ophthalmic surgeon par excellence, h e was one of the pioneers to conduct
eye camps at Virudhun agar and Dindugal with the help of TVS family. He was a member
of LIONS Club and worked as a Hon. Magistrate for two terms. He was blessed with two
sons, two daughters and 14 grand children.
This year, the Governing Council of the VRSI unanimously decided to award the
prestigious “Nataraja Pillai Oration 2011” to none other than world famous vitreoretinal
surgeon, innovator, scientist, teacher, leader & visionary Dr. Carl Claes.
….Contd. next page.

2001: Dr. Neil E. Kelly,
California, USA.
Topic: “Genesis,
Evolution & Revolution of
Macular Hole
Surgery.”

2003: Prof.Suresh
Chandra, Wisconsin, USA.
Topic: “Update in Macular
Degeneration.”

2005: Dr. John R
Heckenlively
Topic: “Autoimmune
Retinopathy, CAR and
MAR Syndromes.”

2007: Dr. Baruch D.
Kuppermann,
California, USA
Topic: “Ocular Drug
Delivery Systems and
their Clinical
implications.”

2006: Dr. Vinod
Lakhanpal , Baltimore,
USA
Topic: “Prevention and
Management of Massive
Suprachoroidal
Hemorrhage.”
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NATARAJA PILLAI ORATION AWARD 2011
Dr. Carl Claes completed his Ophthalmology training
from Belgium in 1987 following which he did a Retina
fellowship from the Retina associates, Boston in 1988.
He subsequently worked with the world renowned
Ophthalmologist Dr. Zivojnovic from 1989 to 1997. Dr.
Claes has published extensively in his illustrious
career. His speciﬁc areas of interest being trauma,
advanced
diabetic
retinopathy,
PVR,
macular
translocations, ROP and pediatric pathology. During the
course of his career, Dr. Claes has delivered over 400
invited guest lectures and performed live surgeries on
several occasions. He has served as the head of the
VitreoRetina Department of AZ.MIddelheim Antwerp from 1998-2005 and is currently
serving as the head of VR Department St.Augustinus Antwerp, Belgium. He is the
recipient of several international awards including the 2001 American Academy of
Ophthalmology Achievement Award. He is also the Founder and Organizer of the highly
popular bi-annual Antwerp Vitreo-retinal Course since 1989 hosting hundreds of retina
specialists from more than 25 countries. Dr. Claes is recognized worldwide for his
immense contributions to the ﬁeld of Vitreo-Retina and continues to be a role model for
the future generation of Vitreo-Retinal surgeons.

Best Paper VRSI 2010
OCT characteristics and outcome in optic disc pit maculopathy
Gaurav Sanghi , Jayesh Vazirani , Mangat R Dogra , Vishali Gupta , Ramandeep Singh ,
Amod Gupta, Deparment of Ophthalmology, PGI, Chandigarh
Best Poster VRSI 2010
Comparative Study of Optical Coherence Tomography (OCT) of fovea in Preterm Babies
with Treatable Retinopathy of Prematurity (ROP) and without ROP.
Subina Narang, Amrita Singh, Ravi Nab, Suksham Jain, Deepak Chawla, Sunandan Sood.
Departments of Ophthalmology and Paediatrics, Govt. Medical College and Hospital,
Chandigarh

2008: Frank Koch M.D,
Frankfurt am Main, Germany
Topic: “Intrectomy - A true
cost effective23 gauge
sutureless PPV approach” &
“Reality and virtual reality in
modern Vitreo Retinal
Diagnostics and Surgery.”

2009: Prof. Dr. med.
Claus Eckardt, Germany
Topic: “Advantages and
Limits of Small Gauge
Trans - conjunctival
Vitrectomy.”

2010: Jerry A. Shields,
MD Frankfurt am
Main, Germany
Topic: “What’s new
and interesting in
intraocular tumors.”

RETINA : an insight
The official e-Newsletter of the VITREO RETINAL SOCIETY - INDIA
Sep - Nov 2011

Asia - Pacific Vitreo Retina Society…

THE COUNCIL OF
APVRS

History of APVRS
The mission of the Asia-Pacific Vitreo-retina Society (APVRS) is to assist the
development of the vitreoretinal subspeciality in the Asia-Pacific region, to provide a
platform for good integration of skills and knowledge of ophthalmologists in the
vitreoretinal subspecialty, and to promote and disseminate eye care information for
vitreoretinal diseases and related issues among the general public.
To meet the growing demand of vitreo-retinal experts in the Asia-Pacific region, the
founder and a group of vitreoretinal specialists first met in 2006. They shared the
same vision about the importance of public awareness of vitreoretinal diseases and a
platform for academic exchange for vitreoretinal specialists. In 2006, the APVRS was
formed to fulfill their vision. The late Prof. Yasuo Tano was the Founding President of
APVRS and was instrumental in the early success of the Society. In 2009, Prof. Ian
Constable continues Prof. Tano's legacy in continuing the Society's mission. Under the
strong leadership of Prof. Constable and the APVRS Council, the society will continue
to grow stronger and stronger.
Objectives of APVRS

















To engage, advance and further the research, study, education, academic exchanges
of knowledge relevant to vitreoretinal diseases.
To facilitate the exchange of information and ideas among its members in relation to
various aspects and knowledge of vitreoretinal diseases and to enable its members to
publish and communicate to the members of other bodies information on all matters
in connection with vitreoretinal diseases.
To promote and spread knowledge of vitreoretinal diseases and related issues among
the public through giving or arranging for the delivery and holding of lectures,
exhibitions, classes, conference, and etc.
To promote and encourage collaboration and interaction among organizations,
institutions and other bodies in the Asia-Pacific region in the research and study of
vitreoretinal diseases.
To foster and undertake research and study into any respect of vitreoretinal diseases
and to disseminate the results of such research and study.
To undertake charitable work of all kinds and descriptions for the benefit of the public
at large in the area of vitreoretinal diseases and related issues.
To support charitable works related to the development and advancement of research
and study in vitreoretinal diseases, including, but not limited to, non-profit making
educational projects and charitable humanitarian projects.
To establish, undertake, superintend, administer, and contribute to any charitable
fund from whence shall be made donations or advances to deserving persons who
may be engaged in research and study related to vitreoretinal diseases.
To make grant to non-profit making social, medical and educational establishments
for the promotion of their activities, research or study undertaken on the future
development of vitreoretinal diseases.
To develop and maintain contacts and co-operation with organizations, bodies and
individuals sharing common aims and objectives with the Society.

President
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