
viscoelastic entered the Molteno system and obstructed it.

Healon GV is an effective cohesive viscoelastic with high

molecular weight and high viscosity, which efficiently

protects the corneal endothelium, maintains the anterior

chamber,8 and can be removed from the eye9 without

increasing the IOP.10 Clearly, however, Healon GV can be

trapped in the filtering device and obstruct it over the

long term, causing grossly raised IOP and subsequent

damage to the corneal graft and the optic nerve.

This may be the consequence of either insufficient

effort to remove it or because of its preferential entrance

into the Molteno implant on first insertion into eye. The

viscoelastic can be very slow to degrade, possibly due to

low aqueous production.

In conclusion, every effort should be made to ensure

that the filtering system is completely free of viscoelastic,

especially in the case of cohesive viscoelastics, such as

Healon GV.
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Sir,
Measures to minimise and manage Mersilene mesh

complications: remarks on a previously published

paper

I would like to thank Dr Mehta and his colleagues for

their article ‘Management of Mersilene mesh chronic

eyelid complications: a systematic approach’ published

in the June 2004 issue.1

I have been using Mersilene mesh in eyelid surgery

since 1993 and I would like to make two comments:

First: The authors mentioned some ‘steps to minimize

Mersilene mesh complications’. These included cutting

the mesh 5mm wide or less, eyelid skin crease stab

incision closure, burying the mesh knot well beneath the

frontalis muscle, and a postoperative course of systemic

antibiotics.

Based on our experience, I would like to add one more

step that is very important. The mesh should not touch

the eyelid and/or brow skin while being inserted, I

believe that the main cause of infection or granuloma

formation is the introduction of organisms with the mesh

while its being dragged and threaded inside the lid

tissues. To avoid that, I first cover the whole area of the

lid and brow with ‘steri- drape’ (3M Health Care, MN,

USA). Through the sterile drape, I make the stab wounds

in the lids and brow. I insert the mesh in a double triangle

fashion leaving the ends protruding from the brow

wounds. Only then did I remove the sterile drape, close

the eyelid stab wounds, adjust the level of the lid by

pulling the two ends of the mesh, and complete the

procedure as usual.

Using this technique, the mesh does not come in

contact with the skin and the risk of any organism getting

trapped in the mesh spaces is practically eliminated.

Consequently, the incidence of infection and/or

granuloma formation is markedly reduced.2

Second: The authors proposed a systematic approach

for the management of chronic granuloma and Mersilene
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mesh extrusion. In cases of forehead granuloma or mesh

extrusion without eyelid crease infection, the authors

proposed to administer systemic antibiotics7 excision of

the granuloma without excising the mesh. I disagree with

this. Based on my experience of over few hundred cases,

I believe that this approach will not cure the problem, but

will just quieten it temporarily and will only result in

more infection and more fibrosis around the mesh. Even

in the three cases reported by the authors, the condition

only resolved when the whole mesh was dissected and

excised as much as possible. I believe there is no place for

a ‘conservative’ approach even with a single granuloma

that appears innocent and amenable to simple excision

under antibiotic cover.
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Sir,

Reply to El-Toukhy

We thank you for your helpful comments about our

paper1 on the management of chronic Mersilene mesh

exposure.

We fully agree that surgical tips to reduce contact

between the patients’ skin and the Mersilene mesh are to

be recommended and are likely to reduce the risk of

infection. We note that you had no cases of infection or

granuloma in the 46 eyelids you published,2 but that in

your more extensive clinical experience of a few hundred

cases that you mention in your correspondence, you had

patients with infection and granuloma that required

surgical excision of mesh, as in our cases.

We also find that management of chronic granuloma

and infection is unlikely to be effective with just oral

antibiotics. We state clearly, ‘Systemic antibiotics and

granuloma excision with removal of the immediately

underlying mesh is not always adequate, as shown by

these cases, and more extensive dissection and excision

are often required’. The tertiary referred chronic cases

illustrate the point that wide excision is required.1

In addition, in our own series3 of 32 eyelids with

Mersilene mesh frontalis suspension, with a mean

follow-up of 28 months, we had three postoperative

wound infection and one mesh exposure, all of which

occurred within 4 weeks of the surgery. One of these

patients was lost to follow-up. None of these patients

were managed with antibiotics alone. Two patients with

wound infection underwent wide mesh excision (up to

10mm) and one patient with exposure underwent local

mesh excision with systemic antibiotic cover, in contrast

to the wide excision of the mesh required in the chronic

cases. They have not had subsequent problems. We no

longer use Mersilene mesh and prefer Prolene suture or

autogenous fascia lata when appropriate, for instance,

depending on the age of the patient and aetiology of

ptosis.
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