
communications should be integrated allowing for

the success of nanophthalmology. This also involves

proving the value of emerging technologies to

concerned people, promoting use of technology and

sorting out the barriers.10 This process will bring new

horizons to the understanding and practice of

ophthalmology.
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Sir,
Transmuscular migration of 240 silicone encircling

band

The migration of an encircling band through the

extraocular muscles is an extremely rare complication of

retinal detachment surgery, which may give rise to ocular

motility disturbances and trophic changes at the cornea–

scleral junction. This report describes the cheese wiring

of a 240 silicone encircling band through the superior and

the lateral rectus muscles of a highly myopic eye over a

period of seven years. Removal of the exoplant in local

anesthaesia alleviated the visual symptoms with no

surgical complications.

Case report

A 44-year-old gentleman was admitted with an inferior

rhegmatogenous retinal detachment in his left myopic

eye (�10D). A silicone 240 band (Labtician, Oakville,

Ontario, Canada) was placed under the four rectus

muscles and fixed with a braided non-resorbable suture

in all four quadrants. In addition, cryocoagulation,

external drainage, and injection of 0.5ml of air through

the pars plana was performed. At 5 months after

successful reattachment, the patient presented with a

new retinal break and detachment at 7 o’clock anterior to

the encircling band. The 240 silicone band was replaced

anteriorly and cryocoagulation of the new retinal break

was applied. During the next 4 months, the retina

remained attached, and the patient was lost to follow-up

afterwards. After 7 years, he presented again with a

foreign body sensation in his operated eye. This was

associated with vertical diplopia, which the patient had

noticed for about 1 year before seeking advice. Clinical

examination showed a visual acuity of 1.0OS and the 240

encircling band in the subconjunctival space at the level

of the limbus (Figure 1a and b). Ophthalmoscopy

showed a completely attached retina. Intermittent

hypotropia of the left eye with vertical diplopia was

revealed using the Hess–Weiss test. The encircling band

was surgically removed in local anaesthesia without

incident and no local irritation was present 1 month
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postoperatively (Figure 2). A postoperative Hess–Weiss

test showed a reduction in left hypertropia with possible

fusion. Clinical follow-up for more than 1 year has

shown no recurrence of diplopia.

Comment

Although the pathophysiological mechanism remains

unknown, it has been suggested that the encircling band

may ‘cheese wire’ forward through the superior and

internal rectus insertions.1–3 It has been hypothesised that

the extraocular muscles form adhesions with the

implanted material, and may thus remain firmly attached

to the globe despite erosion of the buckle through the

muscle insertions. It has been suggested that risk factors

for migration of the silicone band include a placement of

the band anterior to the equator, too much tightening of

the band, or an insufficiently anchored band to the

sclera.3 In high myopia, extensive intraoperative

cryocoagulation may alter tissue configurations with

consecutive band migration.4,5 An alternative

explanation for the migration may be that the silicone

band had been mistakenly placed over the muscle

insertion instead of underneath the muscle.

However, this seems very unlikely in our case given

the expertise of the surgeon. Contrary to our case,

the migrating encircling band is not usually linked to

ocular motility disturbance.1,2 Patients retain a full range

of ocular movements and usually normal binocular

fusion, indicating that the muscle tendon was not

recessed from its insertion and that the scar tissue

did not limit its action. The clinical prognosis after

replacement or removal of the irritating silicone

band is excellent.
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Figure 1 (a and b) 240 Silicone encircling band well visible in
the subconjunctival space (arrows) of the left eye at the nasal
(top) and superior limbus (bottom).

Figure 2 The bed of the encircling band (arrow) can still be
seen 2 months postoperatively with a thinned sclera. Note that
no local irritation is present anymore.
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Sir,
Intractable glaucoma following posterior sub-tenon’s

triamcinolone acetonide for central retinal vein

occlusion in a young adult

Recently, intravitreal triamcinolone acetonide (TA) has

been used to treat neovascular, proliferative, edematous

and inflammatory ocular diseases.1,2 The most concerned

adverse effect of intravitreal injection of TA except for

endophthalmitis is elevated intraocular pressure (IOP).

Accumulative studies have shown that the incidence of

an IOP over 21mmHg is about 30–40% in patients

receiving intravitreal TA.1–4 Although most of these

patients can be treated systemically or topically, there

was still about 1% with intractable glaucoma must

undergo filtering or vitrectomy to normalize IOP.2–4

Posterior sub-Tenon’s (PST) injection of steroid is an

alternative route with proven effectiveness in resolution

of cystoid macular oedema and only few patients

developed IOP raised.5–7 Herein, we report a young

adult receiving PST injection of TA for central retinal

vein occlusion (CRVO) who developed intractable

glaucoma despite maximal antiglaucoma medication

and surgical excision of the depot TA. He underwent

trabeculectomy and IOP was well controlled rapidly

after surgery.

Case report

A 38-year-old man with an insignificant medical and

ocular history presented with a sudden decrease in

vision of left eye for 2 days. Best-corrected visual acuity

(BCVA) was 20/200 in the left eye and 20/20 in the right

eye. IOP was normal in both eyes. The patient was

diagnosed with CRVO in the left eye (Figure 1). The right

eye was normal. The patient received conservative

treatment with eye drop (0.1% flumetholone, FMLs;

Allergan, Westport, County Mayo, Ireland) and oral

medication (streptokinase and streptodornase,

Varidases; Wyeth, Princeton, NJ). Two months later,

there was no improvement in BCVA. IOP was also

normal in left eye. After being advised of risks and

benefits, the patient was treated with PST injection of TA

(1ml, 40mg) in the left eye. Treatment was repeated at

2-week interval for a total of three injections. Two weeks

after the second injection, her BCVA was 20/100 in the

left eye. Her visual acuity continued to improve, and

2 weeks after the third injection, BCVA in the left eye was

20/50. Fundus examination at that time in the left eye

showed almost resolution of retinal haemorrhages

(Figure 2). One month after the 3rd injection, IOP

started rising, from 25 to 55mmHg. Iris

neovascularization was not observed and the gonioscopy

revealed a wide-open angle with absence of

triamcinolone accumulation at 360 degrees. It was

uncontrolled despite maximal antiglaucoma mediation

Figure 1 Preinjection colour fundus photograph demonstrates
a central retinal vein occlusion with intraretinal haemorrhage in
all quadrants. The veins are dilated and tortuous.

Figure 2 At 2 weeks after the third injection, the colour fundus
photograph in the left eye showed almost resolution of retinal
haemorrhages except for little haemorrhage in posterior pole.
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