
Marked cells and flare with angle hypopyon were

present in the anterior chamber. A thin-walled

bleb existed at the upper side of the conjunctiva.

However, no opaque or leakage was seen in the bleb.

The fundus was invisible because of extreme vitreous

opacity.

A pars plana vitrectomy was conducted with a

tentative diagnosis of bleb-related endophthalmitis. The

retina was mostly intact and several exudative lesions

with white vessels were observed at the nasal and

inferior mid-peripheries of the fundus (Figure 1).

Suspecting of a viral infection, vitreous humour was

sampled. Whereas the culture examination resulted

in no bacterial growth, varicella-zoster virus (VZV)-

specific DNAwas detected by polymerase chain reaction

(PCR). The patient was diagnosed as ARNS caused

by VZV.

Intravenous infusion of acyclovir of 750mg/day and

oral corticosteroid of 40mg/day with topical

corticosteroid were initiated. The white-exudative lesions

gradually subsided and became necrotic degeneration.

Visual acuity improved up to 160/200 in the right eye 2

months after vitrectomy.

To our knowledge, this is the first description of ARNS

mimicking bleb-related endophthalmitis. We should be

aware that viral infection could masquerade clinical

features resembling a bacterial endophthalmitis.
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Sir,
Time taken to do external and endoscopic endonasal

dacryocystorhinostomy (DCR) surgery

We read with interest the article by Malhotra et al1 on ‘A

consideration of the time taken to do

dacryocystorhinostomy (DCR) surgery’. In the article,

they reported and compared the surgical time and

success rates of external, endoscopic endonasal surgical

Figure 1 Fundus photograph of the right eye at 2 days after
pars plana vitrectomy. Several exudative lesions with white
vessels were observed at the nasal and inferior midperipheries
of the fundus.
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and endoscopic endonasal laser DCR. A few issues,

however, that can directly affect the final results may

need further discussion.

Like many other surgical procedures, endoscopic

endonasal lacrimal surgery has a steep learning curve

that can affect the surgical time and success rate of the

procedure. Onerci et al2 have demonstrated a disparity in

the results of endoscopic endonasal DCR surgery

performed by experienced and less experienced

surgeons, and the success rates were 94.4% and

58%, respectively. From the methodology of the

present study, we understand that all surgeries were

performed by ‘an oculoplastic trained ophthalmologist

while learning endonasal lacrimal surgery’. We are not

sure whether the unequal skill levels in different

procedures may influence the surgical outcomes.

Information on the actual experiences of the surgeon

with regard to the three procedures involved in the study

before starting the study may be relevant in interpreting

the final results.

Anatomical variations inside the nasal cavity are likely

to affect the endoscopic approach more than the external

approach in DCR surgery. Narrow nasal cavity, as an

example, is a challenging and demanding situation for

endoscopic procedure, in which extra time or ancillary

procedure might be required.3 We have observed a

marked difference in the surgical time of the endoscopic

surgical and endoscopic laser procedures. Basically, the

steps in preparation and in passing the tube were quite

similar between these two procedures. Was this due to a

difference in case-mix? We would be grateful for

information on the possible reasons of the time

difference.

Lastly, duration of silicone tube intubation and

granulation tissue formation are known to be important

factors for surgical failure in endoscopic endonasal DCR.

Prolonged intubation has been shown to associate with

higher failure rate because of granulation reaction

induced at ostium.4 Strategic postoperative endoscopic

cares including tube repositioning,and debris and

granulation tissue removal would improve the success

rate of endoscopic surgery.5 These factors that may affect

the outcomes, nevertheless, have not been fully

addressed in the article.

We commend Malhotra and co-workers for their good

work. We hope the discussion would broaden our

understanding on the merits and shortcomings of the

different DCR procedures.
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Sir,
Reply to KSC Yuen et al

We thank Yeun et al for taking the time to read our

article1 in detail and for their valid comments.

Firstly, the authors request clarification on the

surgeon’s actual experience with regard to the three

procedures in order to help interpret the final results. We

agree that the learning curve may influence surgical time

and success. At the time of commencing the study, the

operating surgeon (JMO) had gained sufficient training,

both in supervision and independently in order to

perform endoscopic surgical and laser

dacryocystorhinostomy (DCR) competently and safely.

Since completing this study, endosurgical times have

decreased marginally with increased experience. We

have in fact abandoned endolaser (holmium) because we

were disappointed with the poor results in comparison to

endosurgical DCR.2
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