
Sir,
Macular hole surgery without prone positioning
We read with interest the article titled ‘Macular hole
surgery without prone positioning’ by Tranos et al.1

The authors claimed, ‘we have shown that macular
hole surgery without prone posturing results in similar
closure rates to conventional surgery with strict early
postoperative posturing.’ We would like to challenge the
construct of their study and the validity of its conclusion.

First, the authors did not state how the subjects were
assigned to the posturing and non-posturing groups.
Although both groups appeared to be comparable, the
process of patient assignment to one of the two groups
was not randomised and thus could be a source of bias.

Second, the exact posture and the duration of
posturing by the subjects were not quantified, which is a
fundamental flaw in this study. Although the subjects in
the non-posturing group were told ‘to avoid lying
supine’, no other specific posturing instructions were
given. Could the patients in the non-posturing group
have adopted prone or semi-prone positioning without
the authors’ knowledge? It is possible that the
ophthalmologists who initially examined the patients
could have explained the need for strict facedown
positioning when treatment was discussed before the
patients were referred for macular hole surgery. The
patients could also have read about this routine on
patient information sheets or the internet, or even
witnessed other postoperative patients position
themselves facedown in the ward. Moreover, there exists
an entire spectrum of postures that can satisfy their
definition of ‘non-posturing’, ranging from facedown
prone position all the time to lying on one’s side all
the time, that patients can adopt and the failure to
account for this gravely undermines the conclusion
of the study. Ideally, an objective measure of the
patients’ actual posture (eg, the angle of head tilt) at all
times and the duration of such posturing would be
helpful for this study. A measuring device, such as
the ‘Maculog’ proposed by Verma et al,2 may be useful
in this respect.

Similarly, the compliance of the subjects with the head
positioning in both groups was not described. This may
be significant, especially in the posturing group, as the
actual posturing time may be only half of the perceived
posturing time.2

In our opinion, this study has yet again failed to shed
light on this unresolved controversy. A large randomised
controlled trial with an objective measure of patients’
posture and compliance will better elucidate the role of
prone positioning after macular hole surgery.
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Sir,
Macular hole surgery without prone positioning
We thank Drs Woo and Au Eong for their interest in our
article and are pleased to offer our replies.

The study was conducted in Worthing Hospital and
Moorfields Eye Hospital. To clarify, patients who were
operated in Worthing were assigned to the non-posturing
group and the ones who were operated in Moorfields
were instructed to posture postoperatively.

Posturing instructions to study patients were given by
the research staff and were clear. Patients in the
posturing group were instructed to assume 10 days face
down positioning. In the non-posturing group, patients
were advised to carry on as normal without assuming
any particular position but they should avoid lying
supine for 10 days. This was done to minimise the
disruption of macular hole surgery to their daily routine,
which is currently one of the main limitations of
conventional surgery.

They raise an interesting point regarding compliance,
which is an important issue in these patients. Previous
reports have shown that even when strict instructions are
given, patients fail to follow them as required.1–3 Due to
the difficulty in posturing, and the disruption to the
postoperative quality of life, it is even less likely that
patients who were not instructed to posture would do so
for any significant amount of time. As the macular hole
surgery in the two groups was conducted in two
different units with two separate protocols regarding
posturing postoperatively, it is very unlikely that any
member of staff would have informed non-posturing
patients about posturing and the patients would
certainly not have witnessed other patients posturing on
the ward. Admittedly, they could have got information
via the internet, but none from this group queried the
need for posturing to any of the research staff during the
length of the study. Furthermore, differences in indirect
signs between the two groups including more pigment
on the endothelium and the development of significantly
less cataract in the posturing group indicated that
patients made an effort to comply with their given
instructions as much as possible. Our results have also
been corroborated by subsequent reports, which have
found comparable success rates to ours for macular hole
surgery with no posturing.4

We agree that the lack of randomisation of the two
groups may have been a source of bias, and despite the
prospective controlled design of our study, we
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recognised limitations including the small sample size,
the limited post surgical follow-up and the non masking
of researchers. Nevertheless, our results have encouraged
a randomised controlled trial, which is currently ongoing
at Moorfields Eye Hospital and will give more solid
evidence regarding the role of posturing in Macular hole
surgery.
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Sir,
The use of intracameral phenylephrine in the
management of intraoperative floppy-iris syndrome
with doxazosin
We read with interest the findings of Dhingra et al.1

Further reports on the problems of intraoperative
floppy-iris syndrome (IFIS), associated with doxazosin
have been described. The most recent (n¼ 31) finding
is that 37% of patients taking doxazosin had features of
IFIS.2 However, larger series indicate that the problem
is uncommon and less severe than for the a1A-antagonist
tamsulosin.3–5 An observational study by Cheung et al3 of
1689 patients undergoing cataract surgery found that 9
out of 42 patients using doxazosin had incomplete IFIS.
Nguyen et al4 found that out of 375 patients with IFIS
taking an a1-antagonist, six were using doxazosin. This
was also reflected by the experience of Chadha et al5 who
found that 1 patient out of 48 using doxazosin developed
incomplete IFIS.

However, we also recently encountered two patients
using doxazosin with resultant moderate IFIS during
cataract surgery. The first patient was a 76-year-old
Caucasian male using 8 mg doxazosin po od for
hypertension. The second was a 72-year-old Asian male
taking 4 mg of doxazosin po od for benign prostatic
hypertrophy. In both cases, there was incomplete pupil

dilatation (5 mm for first patient and 6 mm for the
second) and iris undulation was noted after initial
wound construction. We successfully utilised dilute
intracameral phenylephrine (as described by Gurbaxani
and Packard6) to prevent iris prolapse and maintain
pupil size during phacoemulsification. Surgery was
completed successfully without complication.

Both patients were noted to be taking an a1-antagonist
preoperatively and the possibility of IFIS was
anticipated. Undoubtedly, this influenced the decision to
utilise intracameral phenylephrine early as a means of
preventing intraoperative complications. Atthough our
subjective grading of moderate IFIS (like Dhingra et al1)
appears more severe than the experience of larger series,
we agree that the possibility of well-described
intraoperative complications should be anticipated.
Among the numerous management options available, we
found that the use of intracameral phenylephrine offered
a quick and effective method for preventing further
problems.
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Sir,
Pseudodendritic keratitis in children
We were interested to read Jain et al’s1 finding of
pseudodendritic keratitis associated with meibomitis in
young healthy male subjects. Recently, two patients who
demonstrated the typical morphological features
described were treated at the West of England Eye Unit,
Royal Devon & Exeter Hospital, UK. The first was a

Correspondence

1094

Eye


	Macular hole surgery without prone positioning
	References


