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combining HSCT with subsequent kidney transplanta-
tion using the same HLA-matched donor.??  After
HSCT,

HILA-identical donor’s cells should not view other trans-

the immune system reconstituted by the

planted tissue as foreign because it is from the same
donor. In our 3 eyes, long-term successful allogenic
OSST  without

Because SI could be avoided, the associated risks for the

immunosuppression was achieved.
recipient were theoretically more akin to a conjunctival
limbal autograft.

With long-term follow-up (>7 years), treatment with
Ir-CLAL has maintained a stable ocular surface. By
providing conjunctival tissue with additional goblet
cells, a Ir-CLAL also helps to treat the GVHD-related
keratoconjunctivitis sicca. This may be a benefit of using a
Ir-CLAL in these cases over a procedure such as CLET.

Although GVHD-related LSCD is uncommon, Ir-
CLAL can successfully restore the ocular surface. In the
setting of GVHD-related LSCD after HSCT, there is a
unique opportunity to provide a Ir-CLAL from the same
HLA-identical donor as the HSCT, allowing for true long-
term allograft tolerance and avoidance of SI.
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Unusual ocular presentation in a
patient with lichen planus

Crosvink
Lichen planus is a relatively common mucocutaneous
disorder of unknown etiology that is thought to be
immunologically mediated. It is a chronic disorder char-
acterized by periods of exacerbation and remission. Lichen
planus has variable clinical manifestations, including the
skin, oral mucosa, genital mucosa, nails, and scalp. The
characteristic lesions have a well-established
appearance and histological features that help in establish-
ing the diagnosis." Ocular involvement may occur in

clinical

patients with lichen planus. Although involvement of the
eyelids, lacrimal ducts, conjunctiva, and cornea has been
described in patients with lichen planus,” scleritis has not
been reported in such patients. We report a case of scleritis
diagnosed in a patient with lichen planus.
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CaAse REPORT

A 46-year-old female presented with redness, dis-
comfort, and pain on ocular movement in the right eye.
Review of systems revealed history of pruritic skin
lesions of the elbows and knees. Ocular history revealed
epiphora, for which she had irrigation of the nasolacri-
mal ducts, which revealed patent passages. She had
been recently diagnosed with lichen planus by her
dermatologist, for which she was given local steroid
skin creams.

On eye examination, her uncorrected visual acuity was 20/
25 OU. The Schirmer test without anaesthesia revealed 15
mm of wetting in the right eye and 13 mm of wetting in the
left eye after 2 minutes. Slit-lamp biomicroscopy of the right
eye revealed normal lids and conjunctiva. The sclera was
injected temporally and inferiorly, with marked tenderness; the
cornea was clear; the anterior chamber was quiet; the pupil was
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round, regular, and reactive; and the lens was clear. Slit-lamp
biomicroscopy of the left eye revealed normal findings.

The diagnosis of scleritis was confirmed by anterior segment
optical coherence tomography, which was done on the sclera
of the right eye. It revealed intrascleral edema and increased
sclera thickness consistent with the diagnosis of scleritis. Other
causes of scleritis were excluded by extensive questionnaire and
negative laboratory work-up. Complete blood count revealed
slightly increased neutrophils; erythrocyte sedimentation rate
was normal; antinuclear antibodies (ANA) were elevated; anti—
cyclic citrullinated peptide (an#-CCP) antibody testing
revealed negative results; antineutrophil cytoplasmic antibodies
(c,p ANCA) were negative; tuberculin skin testing was
negative; and uric acid levels were normal.

She was treated with topical prednisolone acetate eye
drops and oral piroxicam 20 mg tab. After 9 days, she
came for follow-up and was found to have markedly
improved symptoms and signs of scleritis. The patient was
followed up for 3 weeks with complete resolution of
scleritis. Oral piroxicam was discontinued, and topical
prednisolone acetate eye drops were tapered.

DiscussioN

Ocular involvement may occur in patients with lichen
planus. It may affect the eyelids in the form of pruritic
violaceous papules.” Ocular inflammatory changes with
cellular infiltration, fibrosis, and basement membrane
thickening in patients with lichen planus may lead to
lacrimal duct stenosis and lacrimal canalicular obstruc-
tion.” Conjunctival involvement has been described in
lichen planus in the form of conjunctival inflammation,
cicatrization, and subepithelial scarring.”

Lichen planus may be also associated with keratitis,
keratoconjunctivitis, and persistent epithelial defects, lead-
ing to noninfectious or infectious corneal ulceration.” Our
patient developed severe scleritis in the right eye shortly
after a diagnosis of lichen planus was made by her
dermatologist. She gave a history of pruritic skin lesions
(initially diagnosed as psoriasis and eczema and later as
lichen planus) and epiphora. She reported irrigation of
both nasolacrimal ducts, which revealed patent passages.
She might have had canalicular or ductal stenosis, which
has been previously reported in association with lichen
planus. Other serious and more common underlying
pathologies were ruled out, particularly rheumatoid arthri-
tis (negative anti-CCP) and Wegener’s granulomatosis and
polyarteritis nodosa (negative c,p ANCA). In addition,
serum uric acid levels were normal, and there were no
clinical features of systemic lupus erythematosus.

The long-term prognosis in patients with lichen planus is
variable. Generalized lichen planus tends to heal faster than
other variants but has a greater likelihood of relapse. In patients
with cutaneous lichen planus, the lesions resolve within

Correspondence

6 months to a year; however, the hypertrophic variant of the
disease tends to persist for years if not properly treated.
Improperly treated reticular oral lichen planus has a chronic
course and may be progressive in nature without complete
resolution. Lichen planus may have a recurrent pattern.”

Lichen planus is a T-cell-mediated autoimmune disease.
Inflammatory cells involved in this process consist of
T-helper and T-cytotoxic lymphocytes and other inflam-
matory cells. T-cell activation plays a central role in the
pathogenesis of lichen planus. Normally, the human sclera
contains few or no macrophages, Langerhans’ cells,
neutrophils, or lymphocytes. After scleral inflammation,
there is a marked increase in T-helper lymphocytes with a
high T-helper: T-suppressor ratio. These findings suggest
that T lymphocytes may play a role in some forms of
scleritis.” On the other hand, ANA may play a role in the
pathogenesis of scleritis in patients with lichen planus.
Serum ANA were more frequently and significantly
observed in patients with some forms of lichen planus.”®
Zierhut et al. found that 28% of their patients with
scleritis had positive ANA.” These findings may suggest an
autoimmune disposition related to collagenosis.7 In our
patient, ANA may have contributed to the development of
scleritis. The cutaneous lichen planus lesions in our patient
responded dramatically to the local steroid creams. Simi-
larly, scleritis responded to anti-inflammatory therapy,
suggesting common underlying pathologic mechanisms.
However, the exact mechanism of how lichen planus
might have affected the sclera rather than the conjunctival
or corneal epithelium is yet to be identified.

Lichen planus should be included in the differential
diagnosis of cases that may underlie scleritis in the absence
of other systemic disease associations. This is particularly
important in patients presenting with other ocular features
and skin lesions suggestive of lichen planus. It is important
to diagnose and treat both ocular and systemic disease
efficiently to avoid potentially serious complications.
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Small-pupil cataract surgery with/
without hooks using femtosecond laser
with fluid interface

CrossMark

Cataract surgery is one of the most commonly performed
surgical procedures in the world. The classic surgical
method was advanced in 2001 after the introduction of
femtosecond laser technology.l Before 2001, the surgeon
performed all of the steps in the procedure manually using
an ultrasound probe to break down the cataract. Cur-
rently, many of these steps can be automated with the use
of femtosecond laser—assisted cataract surgery (FLACS),
which emits ultra-short optical pulses.” A study investigat-
ing the physiological effects of FLACS on the eye high-
lighted a disadvantage: Miosis occurs during the gap in
time between procedures—that is, cataract breakdown
during laser application and the ultrasound phacoemulsi-
fication remainder of the operation. Therefore, the smaller
size of capsulotomy (<4.6 mm), along with pre-existing
small pupil, was thought to be more challenging.'

CaAse REPORTS

We had 2 identical patients with cataracts and small
pupils (3.5 mm each) scheduled for FLACS under local
anaesthesia. In this video report (Video 1) we demonstrate
the ease and feasibility of using FLACS with and without
the pupil-expanding device like iris hooks.

In the first case (Video 1; Fig. 1), with 3.5 mm pupil
and a cataract, no iris hooks were used. A desired
capsulotomy diameter was measured using surgical calli-
pers. A 3.4 mm anterior capsulotomy was performed with
fragmentation of the nucleus using a mobile Femto LDV
78 (Ziemer, Port, Switzerland), which was housed in the
same operating theatre. After this, hydrodissection and
phacoemulsification was performed gently, as was the
insertion of the lens. In the case of the latter, we
recommend the insertion of the lens in such a way that
the leading haptic goes into the capsule bag through the
small capsulotomy opening and then gently tucking the
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tailing haptic inside, avoiding undue stress to the anterior
capsular margins (Video 1). The case was completed after
gentle irrigation and aspiration and injection of intracam-
eral cefuroxime.

In the second case (Video 15 Fig. 2), with 3.5 mm pupil
and a cataract, a pupil-expanding device, iris hooks, was
used. Four paracentesis incisions were created using
15-degree blade. Iris hooks were inserted without inflating
the anterior chamber with viscoelastic, and the capsulot-
omy diameter was measured using a surgical callipers. A
suction ring was placed over the hooks to identify and
measure the amount of the hook that needed to be
trimmed. These were then cut flush to the eye to ensure
that they did not touch the docking interface of the
femtosecond laser when the laser was docked onto the
suction ring. The suction ring was placed over the eye
while ensuring that the hook ends were placed within the
inner rim of the suction ring, and the suction cup was
filled with balanced salt solution (BSS; Alcon, Fort Worth,
Tex.) after attaining appropriate vacuum. The iris hooks
were removed after implantation of the intraocular lens
and before irrigation and aspiration. The remainder of the
surgery followed a routine cataract surgery methodology
(Video 1) as described in the first case.

In both cases, the mobile Femto LDV Z8 (Ziemer) was
placed next to the patient’s bed. After painting and
draping, the femtosecond laser was docked and laser
procedure was completed (Video 1). After the application
of femtosecond laser, the assistant moved the laser away
and pulled the phacoemulsification machine nearer to the
patient’s bed. This ensured that no time was wasted

between the laser application and phacoemulsification
(Video 1).

Outcomes and Follow-up

The patients were followed up at 1 and 3 months after
the surgery. The best-corrected visual acuity (BCVA)
improved from 0.2 logMAR preoperatively to 0 logMAR
postoperatively at 1 month in the first case and 0.3 log-
MAR preoperatively to 0 logMAR in the second case. The
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