
wore face-masks compared to the group that did not
wear masks. Also, the recently published retrospective
analysis by Kamalarajah et al3 found the use of face-
masks by the scrub nurse and surgeon to be protective
against postoperative endophthalmitis after cataract
surgery (Po0.001). We recognize that these data do not
conclusively show that face-masks lower the risk for
endophthalmitis. In fact, a Cochrane review found no
conclusive evidence that wearing face-masks increases or
reduces the number of surgical wound infections.4 Until
further research is done, there is no scientific mandate for
or against face-masks during cataract surgery. We respect
the decision made by Leyland and colleagues to continue
not wearing them. For us, however, the severe potential
consequences of endophthalmitis and the possibility of
even a small protective influence from face-masks drives
our continued recommendation to use them.
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Sir,
Transconjunctival sutureless vitrectomy: comment on
O’Reilly and Beatty
I congratulate O’Reilly and Beatty on their article on
transconjunctival sutureless vitrectomy (TSV).1 They
provide useful surgical tips. I would like to add some
tips, having extensively used this system for over four
years.

TSV is applicable to the majority of vitrectomy
procedures (over 80%). Limited exceptions include
silicon oil use, requirement for 20 g instruments, eg a
fragmatome or curved instruments. Finally, in cases
requiring extensive anterior work, such as vitreous base
excision, 20 g is preferred.
Insertion of the cannulae can be initially difficult.

The preferred technique is to raise the bottle to 70 cm
after infusion placement, plug the second entry, insert
the third cannula, then lower the bottle to 55 cm.
Also, counter-pressure with a blunt instrument,
depressing the sclera in the equatorial region
diametrically opposite to the insertion site stabilises
the eye. Once the exposed metallic part of the trocar
is through the conjunctiva, increased resistance is
felt as the polyamide cannula is manoeuvred through;
a brisk rotary ‘drilling’ movement facilitates this part
of the entry, avoiding deformation of the eyeball. With
a phacovitrectomy, one can place the infero-temporal

Figure 1 Preplaced infusion port. Phacoemulsification is
completed with easy access.

Figure 2 A chandelier light and indentation allows access to a
small peripheral retinal hole.
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cannula and close it with a plug. Routine phaco-
emulsification is then completed and the corneal
incision sutured. As the superior ports are not in
place, there is no interference with access of instruments
and incision placement for phacoemulsification
(Figure 1). After phacoemulsification the infusion line
is inserted and turned on. This firms up the eye,
allowing easy insertion of the other two cannulae.
The fragility of 25 g instruments poses another

problem, especially when trying to deal with peripheral
pathologies, such as tears close to the ora serrata.
This is effectively managed by the use of indentation
to bring the peripheral retina to the ocutome, rather
than tilting the eye to access peripheral pathology
(Figure 2). The use of an effective wide-angle light
such as the Photon (Synergetics Inc., MO, USA),
allows one to plug this into one of the superior ports
freeing one hand to indent. True bimanual surgery is
thus facilitated allowing access to all areas of retina
even in phakic eyes.
Induction of a PVD is more difficult, but raising the

bottle to 100 cm momentarily greatly helps (Figure 3).
With an appropriate technique, TSV can deal with the

vast majority of vitrectomy procedures, benefitting both
the patient and the surgeon.
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Sir,
25-gauge vitrectomy: the hidden costs
We would like to congratulate P O’Reilly and S Beatty on
reporting their initial experiences with 25-gauge
transconjunctival sutureless vitrectomy. It is behoven on us
as surgeons to clearly demonstrate an advance in patient’s
experience or improvement in postoperative outcomes
before introducing surgical innovations to our routine
practise. This article adds to the evidence we require to
make this judgement in the case of 25-gauge vitrectomy.
Given that the authors observed postoperative hypotony

in 25.6% cases (n¼ 10) and postoperative haemorrhage in
10.3% cases (posterior segment haemorrhage and
hyphaema), we cannot agree with their conclusion that
‘TSV 25M vitrectomy is a safe and effective procedure’. In
addition, this paper does not present sufficient evidence to
support a further claim that ‘transconjunctival sutureless
vitrectomy does not compromise the surgical or visual
outcome of internal posterior segment surgery’.
A retrospective study of this nature is likely to reflect a

selection bias towards the inclusion of uncomplicated
cases suitable for training a surgeon in a new technique.
Despite this, postoperative hypotony was common
necessitating daily review of the patient. Any possible
gains in comfort or decreased surgical time are thus
outweighed by the very real inconvenience and cost of
daily review for both patients and staff.
Further clarification on the cause of postoperative

haemorrhage in this study is also required. We note that the
presenting complaint was vitreous haemorrhage in ten cases
and it would be important to know whether postoperative
haemorrhage occurred exclusively in this group.
Finally, the authors alluded to the possible risk of

endophthalmitis following postoperative hypotony.
Concerns about an increased rate of endophthalmitis
following 25-gauge vitrectomy have already been raised in
the literature.1–3 This study presents the results from 39 eyes
and larger numbers would be required to determine if the
risk of endophthalmitis is increased, and therefore whether
this technique really is as safe as the authors’ claim.
In conclusion, we would caution surgeons to examine

the evidence carefully before replacing current practise
with a technique that has yet to demonstrate a real
improvement in long-term patient outcomes.

References
1 Acar N, Unver YB, Altan T, Kapran Z. Acute endophthalmitis

after 25-gauge sutureless vitrectomy. Int Ophthalmol 2007;
[E-pub ahead of print].

2 Taban M, Ufret-Vincenty RL, Sears JE. Endophthalmitis after
25-gauge transconjunctival sutureless vitrectomy. Retina
2006; 26: 830–831.

3 Taylor SR, Aylward GW. Endophthalmitis following
25-gauge vitrectomy. Eye 2005; 19: 1228–1229.

L Wickham and W Aylward

Vitreoretinal Department, Moorfields Eye Hospital,
London, UK
E-mail: louisa.w@tiscali.co.uk

Eye (2007) 21, 1443; doi:10.1038/sj.eye.6702970;
published online 31 August 2007

Figure 3 The posterior hyaloids face is removed facilitated by a
raised bottle height and confirmed by triamcinolone ‘staining’.
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