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Letters to the editor

and biological tissues' and more research is
needed. When a masking agent is used, a fan
causing ripples on the surface is undoubtedly
undesirable.

Masking agents provide the key to produc-
ing a regular surface from an irregular one and
must not be dismissed. Gartry et al obtained
superior results because great care was taken
continuously to refill and uniformly to redis-
tribute the masking agent over the ablated area
and constantly to monitor the changes in tissue
fluorescence.' This is a surgical art rather than
‘worshipping at the altar of high technology.”

CHRISTOPHER LIU
S Tinniswood Close,

Highbury,
London NS 1XS
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Reply

S1R,—Following on the interesting comments
made by Dr Liu in his letter we reported' that
superficial keratectomy with the excimer laser
results in a hyperopic shift of 2-85 dioptres on
average in our series. This was an unexpected
finding since we had assumed that photo-
ablation of an even layer of tissue across the
entire cross-section of the beam (4 mm in
diameter in most cases) would produce no
change in corneal curvature. This is in contrast
to the planned change in corneal curvature
attempted when a motorised iris diaphragm is
used during photorefractive keratectomy.

We put forward four possible mechanisms to
explain this phenomenon. (1) The distribution
of calcium within the band keratopathy might
. mask the beam allowing greater ablation of
tissue centrally. (2) A centrifugal contraction of
the lamellae at the ablated surface. (3) Shield-
ing of the periphery of the beam by debris
ejected from the surface. (4) Increased obliquity
of incident radiation at the edge of the beam
(due to the curvature of the cornea) resulting in
slightly less photoablation in the periphery of
the ablation zone.

We described the treatment of two main
categories of anterior corneal pathology -
namely rough surfaces and smooth surfaces.
The background and principles of superficial
keratectomy with the excimer laser to smooth a
rough surface were documented in detail and in
particular the importance of masking areas of
stroma between surface peaks to avoid repro-
ducing the surface irregularity deeper into the
cornea. We found 1% methyl cellulose optimal
for this purpose. When treating the second
category (for example smooth band kerato-
pathy) since we started with a smooth surface it
was unnecessary to apply any masking agent.
As we explained in our paper in general the eyes
" with the best visual potential fell into this latter
category and it was in these cases that subjec-
tive refraction revealed a hyperopic shift (cases
18,19, 21, 22 and 23).

Dr Liu suggests that when using overlapping
ablation zones more tissue will be removed
from the central cornea due to intersection of
treated areas. This is not the explanation since
we found considerable hyperopic shift in
patients treated with a single axial zone (for
example cases 22 and 23). In addition, in those
patients with good visual potential treated with

multiple zones a 4 mm central zone was usually
cleared first followed by continuous areas with
minimal overlap. He also states that ‘it is
conceivable that both regular and irregular
astigmatism could be created in the same way.’
We agree with this of course since we docu-
mented the effect in case 19. As stated in our
paper it was this potential for irregular astigma-
tism when using multiple continuous zones
that led us to conclude that where good visual
potential exists a single central zone is the most
effective treatment method.

Dr Liu’s second suggestion to explain the
hyperopic shift relates to the use of methyl
cellulose and since this was only employed (as
stated) in cases with rough corneal surfaces
(where the aim was smoothing rather than glare
reduction and improvement in acuity) this
cannot provide a basis for the effect.

The third mechanism proposed however —
that of epithelial hyperplasia — warrants further
consideration. We have found that regenerat-
ing epithelium accounts for a large part of the
regression in refraction occurring in our photo-
refractive keratectomy series. We have hypo-
thesised that epithelial hyperplasia over the
ablated zone accounts for the first part of an
asymptotic regression towards a plateau with
stromal remodelling providing the basis for
subsequent lesser change. It is difficult to
envisage that entirely the reverse could occur
when treating smooth band keratopathy. We
also suggest that any ‘relative concavity’ due to
hyperplasia at the edge of the ablated zone
would be minimal since it is necessary only to
ablate between 10 and 15 pm of stroma
(virtually only Bowman’s layer) to clear smooth
band keratopathy and this is a shallow ablation
compared with the thickness of the overlying
regenerated epithelium.

Of the four mechanisms proposed in our
paper to explain the hyperopic shift we favour
centrifugal contraction of lamellae resulting in
a flattening of central cornea. This concept will
be clarified further and evidence in its support
provided when we report our photorefractive

keratectomy series.
DAVID GARTRY
MALCOLM KERR MUIR
JOHN MARSHALL
Lambeth Wing Eye Dept,
St Thomas’s Hospital,
Londom SE1 7TEH
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Treatable blindness in temporal arteritis

SIrR,—I read with interest the recently reported
case.! The author reported dramatic visual
recovery in the second episode of anterior
ischaemic optic neuropathy (AION) when
pulsed IV steroid therapy (methylprednisolone,
500 mg daily for 2 days) was used, and recom-
mends this treatment for visual loss due to
AION caused by giant cell arteritis (GCA)
despite its attendant mortality and morbidity.2
Clearly this recommendation can only be
accepted if a clear benefit of this treatment can
be demonstrated over the more conventional
steroid treatment of 80-100 mg prednisolone
orally.’ I would suggest there is no evidence of
such benefit particularly as, during the first
episode of AION this patient suffered, there
was an equally impressive recovery of vision on
60 mg of prednisolone orally daily. It seems
reasonable to suppose that this may have again
occurred had conventional therapy been used.
As the author points out when there is severe
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visual loss from AION secondary to GCA
marked improvement is rare although several
other cases of substantial visual improvement
using 80 mg prednisolone orally daily are
reported.** )

Pulsed IV steroids are recommended by the
standard reference textbook of ocular pharma-
cology which states ‘with acute visual loss of
less than 36 hours duration significant visual
improvement may be obtained with ‘pulsed’
steroid therapy using 1 gm of methylpred-
nisolone intravenously every 12 hours for 5
days.”

Only two case reports are cited as evidence to
support this statement, and both are discussed
by Mr Diamond. However neither is particu-
larly persuasive.

In the case reported by Model® vision had at
no stage been formally tested. In addition prior
treatment had been inadequate and of short
duration (a single intravenous dose of 100 mg of
hydrocortisone and no more than 20 mg of
methylprednisolone orally (10 mg four times
daily for 12 h). It is therefore uncertain what
the degree of alteration in vision was and
whether pulsed IV steroid was essential to
accomplish it.

In the other case’ vision in the eye for which
pulsed IV steroids were given was 20/70 before
the patient was referred for a second opinion.
When assessed immediately prior to pulsed IV
steroids, vision was 20/40 (‘slowly’), with an
inferior altitudinal scotoma to 14e on Gold-
mann perimetry and ability to recognise only
seven of 15 colour vision plates. Following
pulsed IV steroids the field loss recovered and
visual acuity improved to 20/25. No details are
given of how quickly she read or of colour
appreciation. The authors claim to have
‘restored vision’ seems to overstate the case.
More accurately they seemed to have arrested
moderate fluctuations of vision. It is worth
emphasising that, judging from the recorded
changes in visual acuity, the majority of
improvement (20/70 to 20/40) had occurred
before pulsed IV treatment was used (visual
acuity improved from 20/40 to 20/25 following
this treatment) and it may be argued that
recovery was inevitable in any event.

Recovery of vision on AION due to GCA is
by no means invariable with pulsed IV steroids
and progressive visual loss during therapy has
been reported.*

Although appropriateness of corticosteroids
in the treatment of GCA with starting doses of
80-100 mg orally is well established,’ it is
apparent that the evidence to support the use of
pulsed IV treatment in order to restore visual
function lost from AION due to GCA is
deficient. In view of the potential for adverse
effects (in the age group most susceptible to
adverse effects of steroid) formal critical evalua-
tion of any therapeutic efficacy is required
before recommendations for use of this treat-

ment can be accepted.
LOUIS CLEARKIN
Barnsley District General Hospital,
Gawber Road,
Barnsley S75 2EP
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Hyperopic shift and the use of masking
agents in excimer laser superficial
keratectomy.
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