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Abstract

Recurrent pterygium is usually more aggressive in nature and can lead to complications such as symblepharon. Here we

present a case of recurrent pterygium with symblepharon that was managed by complete removal of pterygium,

intraoperative mitomycin c application and fornix formation.
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Introduction

Pterygium is a triangular, wing-shaped, degenerative,
fibrovascular, hyperplastic proliferative tissue actively
growing from the conjunctival limbal area onto the cornea.
It is commonly seen in areas near the equator and at high
altitudes; ultraviolet radiation being a risk factor. It can be
primary or recurrent with latter being more aggressive.
Recurrence after pterygium surgery is a challenging
situation as it is associated with more complications. The
progression of pterygium can lead to changes in
astigmatism, refractive error and involvement of visual
axis can lead to decreased vision. They can lead to
scarring of ocular surface, symblepharon, chronic
inflammation and dry eyes [1,2]. Symblepharon is the
adhesion of palpebral conjunctiva and bulbar
conjunctiva/cornea and can lead to diplopia and
restricted ocular motility. Treatment of recurrent
pterygium associated with symblepharon requires
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complete removal of scar tissue, formation of fornices and
suppression of fibrosis with the help of adjuvants [3].

Case Report

A 45 year old lady presented to the ophthalmology
department with complaint of a recurrent growth after
pterygium surgery in left eye. She had a previous simple
excision of pterygium one year back. There was no history
of any systemic illness, blepharitis, allergy, or dry eye
disease. On examination, she had a visual acuity of 6/9 in
the right eye and 6/60 in the left eye. She had a fleshy
recurrent nasal pterygium that involved the papillary area
with a partial symblepharon of the lower lid (Figure 1).
Lower punctum was spared but medial one-third of the
conjunctival fornix was obliterated. Ocular movements in
abduction and elevation were restricted. Patient was
planned for surgery. Informed consent was taken. Under
local peribulbar anaesthesia, 4-0 silk traction suture at
medial third of lower lid margin was placed for better
exposure. Pterygium excision was done from the cornea
and sclera. A 8-0 nylon traction suture was placed at the
exposed bare sclera for better exposure.
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The subconjunctival fibrosed tissue was dissected and
excised as much as possible. Any adhesions were
removed while preserving the conjunctiva (Figure 2).
Sponges soaked in 0.02% mitomycin ¢ was kept in fornix
and bare sclera for 2 minutes and then subsequently
washed with copious saline irrigation. The edges of
remaining bulbar conjunctiva were sutured to the sclera
while the residual conjunctival defect was kept bare.
Fornix forming suture were placed in the lower medial
quadrant with silicone tube on the skin surface to avoid
skin erosion. A bandage contact lens (BCL) was placed at
the end of the surgery. Postoperatively, she was placed on
6-hourly topical loteprednol eye drops and 8-hourly
Ofloxacin eye drops for four weeks. There was marked
recovery of extraocular muscle motility but visual acuity
remained unchanged due persistent corneal opacities
(Figure 3). Sutures and BCL was removed after 2 weeks.
There has been no complication or recurrence of
pterygium since then, up to six months after the surgery.
Postoperatively, cosmesis had improved.

Figure 1: Preoperative photograph of the left eye
showing pterygium with partial symblepharon.

.

Figure 2: Intraoperative photograph showing
dissection of pterygium and subconjunctival mass.
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Figure 3: Postoperative photograph of the patient.

Discussion

Treatment of recurrent pterygium is challenging as
not only are they difficult to remove but are also
associated with marked scarring and adherence.
Conjunctival, conjunctival- limbal grafts, amniotic
membranes with or without adjuvants have been used to
prevent recurrence [4,5].

Simple pterygium excision or conjunctival grafts are
not enough as it does not take care of further fibrous
tissue growth or reproliferation. Antimetabolites such as
5-fluorouracil (5FU) and mitomycin C (MMC) have
antifibrotic effects and both intraoperative and
postoperative application of these drugs have been shown
to be useful for the treatment of pterygium [6].

The technique described above is relatively easy and
less time consuming. It does not require conjunctival graft
or amniotic membrane and is not associated with any
graft related complications like edema, dehiscence
granuloma etc. Moreover, the conjunctiva of the patient is
preserved. Amniotic membrane transplantation carries a
small risk of transmission of infection [7,8].

Mitomycin ¢ has been associated with serious
complications like scleral necrosis, cataract, epithelial
defect but proper technique and excluding patients with
any contraindications can minimize them [9].
Postoperatively bandage contact lenses provide relief
from pain and irritation from sutures. Also, they promote
epithelisation and healing [10].
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Conclusion 5.

Intraoperative  Mitomycin ¢  application after
symblepharonlysis in recurrent pterygium with partial
symblepharon is a cost effective treatment option as it is
simpler and inexpensive.
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