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Look out for the Pout: Canaliculitis
Canaliculitis is inflammation of the 
lacrimal canaliculus. It is an uncommon 
condition which optometrists and even 
ophthalmologists frequently misdiagnose.

It may be confused with conjunctivitis, 
blepharitis, dacryocystitis, mucocele, 
and chalazion, thus leading to prolonged 
morbidity to the patient. Even with adequate 
treatment, canaliculitis can be recurrent. 

The most common organisms involved 
are Streptomyces/Actinomyces israelii.

Signs and Symptoms
 • Precanalicular/punctal redness and 

oedema;

 • Unilateral epiphora; 

 • Chronic mucopurulent conjunctivitis;

 • Increased mucopurulent discharge on 
pressure over canaliculus;

 • “Pouting” punctum may be a 
diagnostic clue;

 • No lacrimal sac involvement;

 • Concretions (sulfur granules) can be 
expressed on canalicular compression 
or following incision.

Management
 • Medical management – topical 

antibiotics (eg. Ofloxacin or 
Ciprofloxacin);

 • Numerous studies have demonstrated 
conservative management to be 
ineffective in 80% of  cases;

 • The presence of  concretions may 
help to shield the bacteria from the 
antibiotics, thus promoting resistance; 

 • Canaliculotomy involves placing an 
incision on the posterior aspect of  the 
canaliculus and removing the stones, 
concretions, necrotic epithelium and 
other debris, then irrigating with 
antibiotic solution. The incision may 
be left open or closed with or without 
a stent.

Dr Lindsay McGrath 
BAppSc(Optom) MPhil MBBS FRANZCO

Figure 1: Upper canaliculitis with inflamed 
punctum and mucopurulent discharge noted at 
punctal opening.

Figure 2: Upper canaliculitis with “pouting” 
punctum, discharge and concretions expressed on 
canalicular massage.
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Very good news for patients with wet AMD 
Dr Mark Donaldson MB, BS (HONS I), FRANZCO

Late last year the US Food and Drug 
Administration (FDA) approved the new slow 
release Lucentis implant.

Susvimo is a tiny implant which will slowly 
release Lucentis (ranibizumab) for around six 
months! The extended duration of  action is a 
huge advantage for patients requiring frequent 
visits for anti-VEGF injections. Not only is the long 
duration a large advantage but the continuous 
release will prevent vision loss from recurrences 
when people miss appointments due to illness, 
COVID lockdowns and other reasons. 
There is no word on the timeline for Australian 
approval but the European Medicines Agency 
(EMA) is reviewing it and clinical trials are being 
planned in Australia already. 

The Susvimo implant needs to be surgically 
implanted in the operating theatre but this is 
a quick outpatient procedure. It can then be 
refilled in the office with a novel two barrelled 
needle which removes the old fluid and refills the 
implant with new fluid. 

Images c/o Roche/Genentech
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Pterygium surgery with fibrin glue 
Fibrin tissue adhesive has been in use for over 20 years as an adjunct in cardiac 
surgery, as well as for repair of hepatic and splenic rupture. 

Its ‘off-label’ use extends to many 
other procedures, including several in 
Ophthalmology. Currently, the most 

commonly used fibrin-based adhesive 
in ophthalmology is Tisseel VH Fibrin 
Sealant (Baxter BioSurgery, Deerfield, 
Illinois). Tisseel consists of  two parts 
that, when mixed, mimic natural clot 
formation. One part consists of  human 
fibrinogen and bovine aprotinin, whereas 
the other part consists of  human 
thrombin and calcium chloride. When the 
two parts are combined prior to use in 
the operating theatre, the final stages of  
the coagulation cascade are initiated with 
the formation of  a strong cross-linked 

fibrin clot in about 60 seconds. This clot 
adheres to wound surfaces and allows 
the gluing of  tissues. Tisseel maintains 
its adhesive properties for about one 
week after surgery.
Utilising fibrin glue is revolutionising 
the patient experience in pterygium 
surgery. This product is used to adhere 
the autoconjunctival graft, reducing the 
need for uncomfortable sutures. This 
new method offers vastly improved 
patient comfort, a great cosmetic 
outcome and reduced surgical times. 
This is an acknowledged technique and 
the additional cost is covered by most 
health funds.

Pterygium management  
Left photo: Pre-operative temporal pterygium.  
Right photo: Post-operative healing of the fibrin-glue 
assisted autoconjunctival graft.

Periocular lesions: benign vs malignant
What are the key distinguishing features?  
Recognition of the key features will guide appropriate management: observation vs referral for definitive treatment. 

Chalazion:
 • Dome shaped
 • Tender, red in acute phase
 • Painless, raised in chronic phase
 • Risk of  localized cellulitis, typically 

needing oral antibiotic treatment

Melanoma:
 • Flat, raised or nodular
 • Typically pigmented but can be non-

pigmented (amelanotic)
 • Irregular shape/margin 
 • Uneven pigmentation
 • Metastasis risk – systemic work up essential

Haemangioma:
 • Vascular, raised
 • Painless

Sebaceous Cell Carcinoma: 
 • Chalazion-like
 • Recalcitrant
 • Metastasis risk (2–3%)
 • Be aware of  Muir Torre Syndrome 

(Sebaceous skin and internal carcinomas, 
such as colorectal carcinoma)Hydrocystoma:

 • Non-tender
 • Raised, clear/

translucent 
sweat gland cyst

Pyogenic Granuloma:
 • Vascular
 • Non-tender
 • Raised, often with rapid growth
 • Can self-resolve

Basal Cell Carcinoma (BCC):
 • Raised
 • Pearly border
 • Lash/hair loss
 • Central ulceration

Papilloma:
 • Raised with finger like fronds
 • Non-tender
 • Typically, rapid growth
 • Virus driven (Human Papilloma Virus-HPV)
 • Pigmented or non-pigmented

Squamous Cell Carcinoma (SCC):
 • Raised
 • Pearly border
 • Lash/hair loss
 • Central ulceration
 • Typically, more aggressive than BCC

Seborrheic Keratosis:
 • Waxy
 • Scaley
 • Raised +/– keratic horn

Keratoacanthoma: 
 • Rapid progression
 • Dome shaped, typically with central 

ulceration
 • Lash loss

Intradermal 
Naevus:
 • Flat, raised/

nodular
 • Pigmented or 

non-pigmented

Intraepidermal Carcinoma:
 • Scaly
 • Telangiectasia
 • Lash/hair loss
 • Slightly raised typically +/– ulceration

Dr Sonia Ahn Yuen  
MD, PHD, FRANZCO
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Is it lymphoma?
 
The doctors at the Terrace Eye Centre work collaboratively for better patient-centred 
care, and outcomes. New oncology patients who present to the Queensland Ocular 
Oncology Service see all three doctors: Dr Glasson, Dr Warrier, and Dr McGrath as part 
of the collaborative process.

A 73 year old male returned to the 
Queensland Ocular Oncology Service 
for symptoms of  right “cloudy and grey 
vision”. Examination showed features of  
bilateral subretinal infiltrative processes, 
unrelated to the previously diagnosed 
benign choroidal naevus, two years 
ago. Over the next couple reviews, the 
OPTOS imaging persistently showed 
different changing patterns of  exudate, 
and vitreous cells highly indicative of  an 
Intraocular Lymphoma.
Regardless of  the very suspicious 
features of  Intraocular Lymphoma, 
autoimmune screening and whole-body 
PET/CT scans returned as normal 
after liaising with a haematologist to 
rule out CNS Lymphoma. Over the next 
couple reviews, the decision to undergo 
a vitrectomy/retinal biopsy was made 

after multiple discussions with our 
retinal specialists; Dr Albert Aralar and 
Dr Mark Donaldson.
Despite an apparent sufficient tissue 
biopsy for histopathological diagnosis, 
our pathologist was unable to confirm 
the diagnosis. This is not unusual with 
these sorts of  biopsies, for reasons of  
insufficient tissue, and deterioration 
of  the specimen between biopsy and 
laboratory testings. As you can see from 
the above OPTOS images, these complex 
cases require the expertise of  many 
members of  our team at the Terrace Eye 
Centre, as well as a close relationship 
with our pathologists. Although our 
biopsy was negative, this patient needs 
to continue to be monitored for ocular or 
CNS lymphoma.

Choroidal melanoma: a good outcome
Dr William Glasson AO, MBBS, FRANZCO, FRACS, FRCOPHTH, FRACGP (HONS), DIP APPSC (QPH)

A 53 year old male presented with reduced vision in his right eye for six weeks. 
Clinical examination, OCT, and OPTOS imaging showed the following:

S (SYMPTOMS) YES – Blurry vision, but no flashes/floaters. 

P (POSITION) ++ R) Superotemporal above macula 

O (ORANGE LIPOFUSCIN) YES 

T (THICKNESS) Height: 2.2mm  |  Base: 11.5 X 8.0 

S (SUBRETINAL FLUID) YES – Overlying lesion, and at macula 

US (ULTRASOUND REFLECTIVITY) Low – Medium Internal Reflectivity 

DRUSEN NO 

RPE METAPLASIA NO 

AF (AUTOFLUORESCENCE) YES 

HALO DEPIGMENTATION NO 

PIGMENTATION VARIABLE (50% AMELANOTIC, 50% MELANOTIC)

The above features and risk factors 
are consistent with a small right 
superotemporal choroidal melanoma. 

A PDT/TTT treatment was performed at 
his initial appointment and was referred 
for a whole-body PET/CT scan which 
returned back with no abnormalities. The 
images (top-right) represent nine weeks, 
and six months post-PDT treatment, 
respectively. One of  the most important 
features to monitor is for recurrence at 
any edge of  the lesion. 

Nine weeks and six months post-PDT 
treatment showed slow regression of  the 
choroidal lesion, appearing dry on OCT 
at each visit.
The patient has been monitored closely 
at the Terrace Eye Centre over the past 
two years, with regular referral for liver/
abdominal MRI and ultrasounds for 
potential metastasis monitoring.
At his most recent appointment, the 
lesion appears flat, dry and inert – with 
no sign of  any posterior extension 
outside the globe. He will continue to be 
monitored every 9 months.

Dr William Glasson AO, MBBS, FRANZCO, 
FRACS, FRCOPHTH, FRACGP (HONS), DIP APPSC (QPH)



Optometry/ophthalmology collaboration
Dr Peter Beckingsale MB, BS, FRANZCO 

A 61 year old man with history of severe  
atopy and presumed keratoconus was 
referred with moderate cataracts. 

Best spectacle corrected vision was 6/9 
on the right and 6/60 on the left. Slit 
lamp examination revealed a classic 
band of  inferior corneal thinning; corneal 
topography showed “crab-claw” pattern 
consistent with advanced pellucid 
marginal degeneration (PMD), much 
worse on the left than the right. IOLMaster 
astigmatism was 4.5 dioptres on the right 
and 13.2 dioptres on the left.

Corneal transplantation is high risk in 
these cases as a large diameter graft 
is needed to encompass the peripheral 
thinning as well as atopy increasing the 
risk of  rejection. The central corneal 
astigmatism was quite regular (as is 
typical for PMD but not keratoconus) 
so a decision was made to proceed 
with bilateral cataract surgery and high 
powered toric lenses. The right lens was 
straightforward, but the left required a 
custom made toric lens with astigmatic 
power of  12 dioptres (the maximum 

available at that time). Surgery was 
routine and uncorrected vision improved 
to 6/9 on the right and 6/24 on the left. 

At one year post operative review, 
painstaking optometry refraction 
improved vision for the right eye to 
6/5 (with –0.75/–0.75 x 90 degree 
correction) and for the left eye to 
6/6 (with a +7.0/–15.0 x 85 degree 
correction).

Another custom made toric intraocular 
lens was ordered, this one designed 
to be positioned “piggyback” in the 
sulcus on top of  the original lens. The 
calculated lens astigmatic correction was 
16 dioptres and a monovision refraction 
was targeted to aid reading vision. Post-
operatively the patient’s vision was 6/24 
unaided but 6/6 –2 with a –1.5 spherical 
correction. There is now a total of  28 
dioptres of  internal intraocular lens 
astigmatic correction and a very happy 
patient who can read easily without 
glasses.

This case highlights the importance 
of  collaboration between the referring 
optometrist and the ophthalmologist in 
dealing with complex refractive cases. In 
this extreme case the careful application 
of  refracting skills contributed directly 
to the IOL calculations and the final 
outcome, but in more straightforward 
cases the role of  the optometrist 
continues to be important. History of  
refractive stability and any astigmatism 
progression, patient trial and tolerance 
of  monovision, progressive myopia in 
pathologic myopia as well of  course of  
post-operative refractive monitoring and 
re-referral for possible enhancement in 
cases of  refractive surprise or drift are all 
key components to planning successful 
cataract, corneal and refractive surgery.

News update and reminders
Dr Lindsay McGrath is now on maternity leave until June 2022. Dr Timothy Beckman will be 
locuming for her with clinics on a Friday until August 2022.

Dr Guy D’Mellow and Prof Timothy Sullivan celebrate being part of Terrace Eye Centre for 
30 years this year.

Please join up to Medical Objects to receive our doctors report securely and for FREE. 
The Oculo portal is also available for sending your referrals.

The MUD Army 2.0 clean up assistance for Brisbane was supported by Terrace Eye Centre 
(see pic at right).

The Terrace Eye Centre doctors and employees have chosen to donate $30,000 to Vinnies 
Queensland flood appeal to help those affected by the recent flood disaster.
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