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Comparison of the effects of topical cyclosporine a 0.05% and topical cyclosporine

a 0.1% use on recurrence and clinical parameters after pterygium surgery

Abstract
Background/Aim: To compare the efficacy of topical 0.05% cyclosporine A (CsA) and
0.1% topical cyclosporine A (CsA) for 6 months after pterygium surgery on
postoperative recurrence and clinical parameters.
Material and methods: In this clinical study, 245 patients with pterygium who were
operated with the conjunctival autograft technique with Mitomycin C (MMC) were
enrolled. Participants were divided into groups as group 1 (CsA 0.05%) (n = 80), group
2 (CsA 0.1%) (n=80) and control group (n = 85). They were examined at postoperative
first day, first week, first month and sixth month; best corrected visual acuity (BCVA),
intraocular pressure (IOP), presence of inflammation and ptergium recurrence were
evaluated and compared.
Results: The mean age of the patients was 63.22 + 9.39 years and 53.3% were male and
46.7% were female. The three groups were similar in terms of demographic
characteristics and pterygium size. Inflammation in surgical area regressed significantly
in all groups at 6 months postoperatively (p<0.05). Inflammation in the first and sixth
months was not different between the groups (p=0.118, p=0.580 and p=0.435,
respectively). The recurrence rate was not different between groups (p=0.890). There
was no statistically significant difference between groups in I0OP (p=0.818). A
significant increase in BCVA after surgery was observed in three groups compared to

preoperatively (p<0.05).
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Conclusion: This study showed that there was no difference between the efficacy of 6
month topical CsA 0.05% and CsA 0.1% application after pterygium surgery with the
conjunctival autograft technique with MMC on postoperative outcomes. Including post

operative recurrence, IOP changes, BCVA changes and surgical area inflammation.

Keywords: Cyclosporine A 0.05%, cyclosporine A 0.1%, inflammation, pterygium,

recurrence

1.Introduction

Pterygium is a degenerative and proliferative ocular surface disease characterized by
fibrovascular extension of the conjunctiva onto the cornea. Although the exact etiology
is unknown, it is strongly associated with exposure to ultraviolet light. It occurs all over
the world, but is more common in dusty, sunny, hot climates and subtropical regions. Its
frequency increases between 37 degrees south and north latitudes, also called the
pterygium belt[1]. Ultraviolet light, believed to cause pterygium, can induce chronic
inflammatory cells in the conjunctiva and damage limbal stem cells. Therefore, chronic
inflammation contributes to the formation of pterygium[2,4]. Pterygium can cause non-
aesthetic appearance, redness, foreign body sensation, itching and dryness. Sometimes it
can spread to the entire corneal surface and close the visual axis, causing vision loss.
Involvement of the visual axis, high astigmatism, diplopia due to ocular motility
limitation, and cosmetic causes are indications for treatment in pterygium. The
treatment of pterygium is surgery. The aim of surgery is to provide ocular surface

reconstruction and to prevent recurrence as much as possible[5].
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The most important risk of pterygium surgery is the high risk of recurrence, which may
vary according to the patients and surgical methods. Surgical methods include bare
sclera rotational flap technique, conjunctival autograft technique and amnion membrane
transplantation techniques[6,8]. Accordingly, intraoperative and postoperative use of
adjuvant agents such as mitomycin C, 5-fluorouracil has been suggested; however, their
recurrence reduction efficacy is uncertain and their side effects seem high.[9] Due to
the role of inflammation in pterygium formation, attention has also been drawn to anti-
inflammatory agents [10].

Cyclosporine A (CsA), one of these anti-inflammatory agents, is a calcineurin inhibitor.
It is an anti-inflammatory agent that suppresses T-helper cells, controls interleukin
synthesis, and inhibits vascular endothelial growth factor.[11] CsA can also suppress
the transition from fibroblast to myofibroblast through inhibition of myofibroblast
markers induced by transformed growth factor-beta 2 [12].

In a meta-analysis comparing the recurrence rate, the use of conjunctival autograft and
CsA 0.05% eye drops showed low recurrence[13]. Some studies suggested that CsA did
not have a significant effect on the recurrence rate [14,16].

We aimed to compare the efficacy of topical application of 0.05% CsA and 1% CsA for
six months after pterygium surgery on postoperative recurrence and clinical parameters.
Accordingly, we selected pterygium cases who underwent MMC with the conjunctival
autograft technique. The efficacy of postoperative treatment was compared between the

groups.
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2.Materials and methods

Patients who were diagnosed with primary pterygium and had surgery indication in ....
City Training and Research Hospital from January 2020 to January 2022 were enrolled
in this clinical study. The study protocol was approved by ... University Ethics
Committee with the decision numbered (November 28, 2022/185). Patients signed
written informed consent. The Declaration of Helsinki was followed in this study.
Patients with primary pterygium of 3 mm or above on the horizontal axis were included
in this study. Recurrent pterygium, pseudoptergium, complicated pterygium surgery,
keratitis, conjunctivitis and severe dry eye disease, ocular surgery within the last six
months, diabetes mellitus and cardiac disease, history of hypersensitivity to CsA,
pregnant and breastfeeding women were excluded. The patients were divided into
groups as group 1 (CsA 0.05%), group 2 (CsA 0.1%) and control group (CsA not used
group)

All patients underwent a complete ophthalmological examination with a slit lamp
biomicroscopy. All preoperative and postoperative examinations were performed by a
same surgeon. Demographic and preoperative data of the participants, such as age,
gender were recorded and best corrected visual acuity (BCVA) and intraocular pressure
(10P) were measured preoperatively. Slit lamp examination was performed for the
measurement and grading of the pterygium size. Pterygium size was considered as the
distance from the corneal limbus to the head of the pterygium. Pterygium were graded
according to the Tan classification[17] .Tan staging is a classification based on the
visibility of episcleral vessels under the pterygium tissue, according to which stage 1:

atrophic, clearly visible episcleral vessels are present, stage 2: moderate, partially
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visible, presence of episcleral vessels stage 3: opaque episcleral vessels cannot be
distinguished.

All patients underwent pterygium surgery using the conjunctival autograft technique
with MMC. All surgeries were performed by a same surgeon. The surgical procedure
was performed under local anesthesia. Topical propacaine 0.5% (Alcaine, Alcon, USA)
were initially instilled. An speculum was placed and 0.5 ml of local anesthetic lidocaine
hydrochloride 20 mg/ml was injected into the pterygium body with a 27 gauge needle.
The pterygium body was grasped with the tenon capsule and cut with the help of
scissors. Hemostasis was achieved by thermal cautery. A sterile cotton-tipped applicator
moistened with 0.02% MMC (Kyowa, Seoul, Korea) was applied to the scleral bed for
90 seconds. Abundant irrigation was done with 200 ml of normal saline solution. A
conjunctival autograft was prepared from the superotemporal bulbar conjunctiva under
the upper eyelid. Graft were attached with tissue adhesive (Tisseel, Baxter, USA) and
fixed to the conjunctiva and sclera. In some patients with poor compliance, the graft was
supported with 8/0 polyglactin 910 absorbable and synthetic suture. Suture removal was
performed one month later.

All groups received Moxifloxacin 0.5% (Moxai, Abdi lbrahim, Turkey) four times a
day for two weeks, dexamethasone 0.1% (Maxidex, Novartis, Switzerland) four times a
day for one month and preservative-free artificial tear drops (Eyestil, SIFI, Italy) four
times a day for one month. In addition to these medications, group 1 (0.05% CsA,
Depores, Deva, Turkey) were given twice a day for six months and group 2 (0.1%,
Depores X, Deva, Turkey) were given twice a day for six months. Cyclosporine A was
not used in the control group. Patients were examined on the postoperative first day,

first week, first month and sixth month. Slit lamp examination was performed at each
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visit, and signs on inflammation in the surgical area, BCVA, IOP, and postoperative
recurrence were recorded.

Postoperative inflammation is considered as hyperemia of the surgical area.
Inflammation degrees and recurrences of the cases were graded using the classification
proposed by Prabhasawat. This classification is as follows. Absence of inflammation is
graded as GO, mild inflammation as G1, moderate inflammation as G2, and severe
inflammation as G3. Grade 2 and Grade 3 inflammation is considered as recurrence
[18].

All statistical analyzes were performed using the statistical software IBM SPSS
Statistics for Windows version 21.0 (IBM Corp. Armonk, NY, USA). The normal
distribution was tested with the Kolmogorov-Smirnov test, and according to its result,
the mean + standard deviation or median range was used for the definition of variables
with and without normal distribution, respectively. Frequency (percentage) was used for
categorical variables. Comparisons between the three groups were made using Student's
t-test and Mann-Whitney U for normally distributed numerical variables. Chi-square or
Fisher's precision test was used according to the sample size in the comparison of
categorical variables. Wilcoxon signed-rank test or paired-sample t-test was used to
compare the differences in each study group for normally distributed and non-normally
distributed variables, respectively. In all tests, p<0.05 was considered statistically

significant.

3.Results
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There were 80 patients in group 1, 80 patients in group 2 and 85 subjects in the control
group. As stated in Table 1, there was no difference between the groups in terms of age,
gender, pre-operative pterygium size and UV exposure (p>0.05 for all).

The degree of inflammation was not different between the groups at the first month and
sixth months after surgery (p=0.208 and p=0.428, respectively). In the inter-group
comparison, a significant decrease in inflammation was observed between first month
and sixth months in all three groups (p<0.05). (Table 2)

There was no difference between the groups in terms of preoperative BCVA. A
significant increase in postoperative BCVA was observed in all three groups compared
to preoperative period (p<0.05). (Table 3)

Postoperative recurrence rates are shown in Table 4. The recurrence rate was
determined by groups, gender and preoperative pterygium size. There was no
statistically significant difference between groups in terms of recurrence (p=0.899).
Recurrence was seen in 3 females and 3 males in group 1 (7.5%), 2 females and 3 males
in group 2 (6.25%) and 4 females and 4 males in the control group (9.4%). There was
no significant difference between the groups in terms of recurrence.

Patients under 40 years of age had the highest recurrence rate. This was not statistically
significant (p>0.05). The number of recurrences decreased with advanced age. This
situation was similar in all groups.

There was no statistically significant difference between groups in 0P levels. However,
slight increases in 10P levels were observed in the groups between preoperative and
postoperative sixth month follow-up measurements (p=0.132 for group 1, p=0.350 for

group 2 and p=0.142 for group 3 respectively), was not statistically significant between
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time and groups (p=0.818). It was observed that the increasing trend in 1OP was parallel
in the groups during the measurement periods.

Cases that developed complications were not included in this study. The inclusion and
exclusion criteria were explained above. However, postoperatively, patients experienced
burning, stinging, dryness and persistent epithelial defect was observed in 8 patients.
These symptoms regressed in all patients after 6 months of follow-up.

4.Discussion

In this study, we investigated the effects of 6 months of additional treatment with 0.05%
CsA and 0.1% CsA on the postoperative outcomes of patients with primary pterygium.
Postoperative inflammation, BCVA, 10P, and recurrence rates were compared between
the groups. There was no statistically significant difference. These results show that
there is no difference in reducing postoperative pterygium recurrence between different
forms of CsA.

When we look at the literature, there are studies stating that the surgical technique we
apply is the most successful pterygium surgical method with postoperative results [19].
The low recurrence rate and reduction in inflammation in the study groups confirmed
the suitability of the conjunctival autograft technique. Moreover, previous studies have
found promising the application of MMC in pterygium surgery with conjunctival
autografts.[20,21] For these reasons, these two methods were used in our study for
optimal outcomes.

MMC causes a decrease in cell proliferation and migration. In addition to pterygium
surgery, it has applications in ocular surface tumors, refractive surgery, glaucoma
surgery, oculoplastic and strabismus surgery. Although promising in treatments, MMC

has potential complications such as endothelial cell loss, corneal perforation, scleral
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melting, secondary glaucoma, iritis, and endophthalmitis. No side effects or
complications were observed in any of our patients due to the use of MMC. The reason
why we did not observe any complications may be that the mitomycin C applied for
three minutes during the surgery was washed off abundantly with at least 200 ml serum
irrigation.

The symptoms of pterygium are similar to dry eye disease and meibomian gland
dysfunction (MGD), including dryness and irritation. Janson et al. [20] found a
significant relationship between pterygium size and dry eye symptoms. Pterygium has
an negative correlation with tear film break-up time (TBUT) and Schirmer test result,
but positive correlation with corneal staining. It has been shown that pterygium can
cause compression under the meibomian glands due to its contact with the palpebral
conjunctiva. There are studies in the literature showing that ocular surface disease index
score (OSDI), tear film break-up time test (TBUT), and Schirmer test results of the
patients treated with cyclosporine A improved significantly [21]. Cyclosporine has also
been beneficial for complaints of dryness, stinging, itching and burning.

Considering the effects of CsA on postoperative results, although the sample size is
small compared to the calculated value. The number of 19 recurrence patients in our
study was low. It was thought that it would not be correct to draw definite conclusions
about recurrence.

In the study conducted by Ozulken et al., observed that the use of cyclosporine A
showed a significant decrease in the recurrance rate on 56 patients [14]. Similar to our
study, patients were given cyclosporine A for 6 months after surgery. Unlikely, MMC
was not applied and a different surgical technique was used. The overall recurrence rate

in their study (14.2%) was higher than in our study’s recurrence rate (7.7 %) which may
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be due to the effect of MMC adjunctive therapy and operation technique. There was a
lower recurrence rate in our study, but we did not see a statistically significant decrease.
Meneghim et al. showed that 0.05% CsA plus 5-fluorouracil application 10 days before
and 10 days after the rotational conjunctival flap technique did not differ between the 6
month recurrence rates in the control and case groups, and the recurrence rate was
higher than our study.[22] Although these results are consistent with the general result
of our study, the fact that they used 5-fluorouracil instead of MMC and the duration of
CsA administration was different and shorter than our study may be the reason for the
higher recurrence rate. Dhar et al. reported that CsA 0.05% administered 4 weeks before
and after surgery had no effect on the recurrence rate [23]. Other investigators who
reported no effect for CsA also used different inclusion criteria, such as bilateral
pterygium with >2 mm corneal invasion.

On the other hand, Tok et al. reported a significantly lower recurrence rate with 0.05%
CsA [24]. Ahmed et al. again showed low recurrence rates in the control groups versus
0.05% CsA[25]. These two studies showed statistically lower recurrence rates in the
group treated with CsA 0.05%. This difference may be due to the cyclosporine A dose
used and the follow-up period. Therefore, differences between studies prevent proper
comparison of results. When the results of 408 patients were evaluated in a meta-
analysis of seven studies. Confirmed that the adjuvant use of CsA significantly reduces
recurrence compared to the bare sclera technique alone. However, this meta-analysis
indicated that there was no difference in the recurrence rate of pterygium between the
conjunctival autograft technique with and without CsA and the rotational conjunctival
flap technique [26]. This result is consistent with our study. Patients with complications

were not included in this study. Therefore, complications were not evaluated. In a meta-
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analysis of 408 patients, the CsA group showed a significantly lower incidence of
complications compared to the control group [27]. In our study, subgroup analysis
showed that the recurrence rate was not related to the age, gender, and preoperative
pterygium size of the patients. Looking at the literature, Han et al. applied the same
surgical technique as our study and reported that gender and age were not significant in
the one year recurrence evaluation. Anguria et al found that age had no effect on
recurrence [27]. This is consistent with our results. However, they reported pterygium
size as an important marker. Other studies in the literature suggested that larger
pterygium size or grade before surgery is an important indicator of postoperative
recurrence [26]. The differences in pterygium recurrence reported in studies can be
attributed to the different surgical techniques used. Low recurrence in our study. It can
be attributed to the fact that it is used simultaneously with conjunctival autograft and the
small number of samples.

Our study has some limitations. Due to the retrospective nature of the study, the
accuracy of the information obtained from the records can be questioned. The limited
number of samples, 6 month follow-up and sampling from a single center were among
the factors limiting the generalizability of the results to the whole population.

The results of this study demonstrated that primary pterygium surgery with conjunctival
autograft technique and the use of MMC is a successful surgical procedure in the
treatment of primary pterygium, resulting in low recurrence rate after surgery. However,
the main hypothesis of this study was rejected and observed that the addition of two
different concentrations of 0.05% CsA and 0.1% CsA administered 6 months after
surgery did not reduce the risk of postoperative pterygium recurrence. In the light of this

information, the ineffectiveness of cyclosporins at different doses may have been
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2 low recurrence rate. More comprehensive studies in the future may find the answer to

3 this question.

13



References
Stren E, Kanpolat A, Giindiiz OOU. Pterjium tedavisinde yenilikler. MN Oftalmoloji. 2010;17(1):71-

76.

Akbari M, Soltani-Moghadam R, EImi R, Kazemnejad E. Comparison of free conjunctival autograft
versus amniotic membrane transplantation for pterygium surgery. Journal of Current Ophthalmology.

2017;29(4):282-286. https://doi.org /10.1016/J.JOCO.2017.08.003

Young AL, Cao D, Chu K, Ng K, Yip Y et al. The Evolving Story of Pterygium. Cornea. 2018;37

Suppl 1:S55-S57. doi:10.1097/1C0O.0000000000001744

Kodavoor S, Preethi V, Dandapani R. Profile of complications in pterygium surgery - A retrospective

analysis. Indian Journal Ophthalmology. 2021;69(7):1697. https://doi.org /10.4103/1J0.1JO_3055 20

Pan X, Zhang D, Jia Z, Chen Z, Su Y. Comparison of hyperdry amniotic membrane transplantation
and conjunctival autografting for primary pterygium. BMC Ophthalmology. 2018;18(1). https://doi.org

/10.1186/S12886-018-0784-4

Singh PDSK. Pterygium: epidemiology prevention and treatment. Community Eye Health.

2017;30(99):S5. Accessed April 4, 2024. /pmc/articles/PMC5968422/

Graue-Hernandez EO, Cérdoba A, Jimenez-Corona A, Arturo RM, Alejandro N et al. Practice
Patterns in the Management of Primary Pterygium: A Survey Study. Cornea. 2019;38(11):1339-1344.

https://doi.org /10.1097/1C0.0000000000002091

Nuzzi R, Tridico F. How to minimize pterygium recurrence rates: clinical perspectives. Clinical

Ophthalmology. 2018;12:2347. https://doi.org /10.2147/OPTH.S5186543

Chu WK, Choi HL, Bhat AK, Jhanji V. Pterygium: new insights. Eye. 2020;34(6):1047. https://doi.org

/10.1038/S41433-020-0786-3

14


https://pubmed.ncbi.nlm.nih.gov/?term=Ramirez-Miranda+A&cauthor_id=31403528

10.

11.

12.

13.

14.

15.

16.

Wanzeler ACV, Barbosa IAF, Duarte B, Borges D, Barbosa EB et al. Mechanisms and biomarker
candidates in pterygium development. Arquivos Brasileiros de Oftalmologia. 2019;82(6):528-536.

https://doi.org /10.5935/0004-2749.20190103

Akbari M, Moghadam RS, EImi R, Nosrati A, Taghiabadi E et al. Topical Tacrolimus as an adjunct to
Conventional Therapy for Stromal Herpetic Keratitis: a Randomized Clinical Trial. Journal of

Ophthalmic Vision Research. 2019;14(4):400-411. https://doi.org /10.18502/JOVR.V1414.5437

Kim YH, Jung JC, Jung SY, Kim Y Il, Lee KW et al. Cyclosporine A Downregulates MMP-3 and
MMP-13 Expression in Cultured Pterygium Fibroblasts. Cornea. 2015;34(9):1137-1143.

https://doi.org /10.1097/1C0O.0000000000000477

Fonseca EC, Rocha EM, Arruda GV. Comparison among adjuvant treatments for primary pterygium:
a network meta-analysis. British Journal Ophthalmolgy. 2018;102(6):748-756. https://doi.org

/10.1136/BJOPHTHALMOL-2017-310288

Oziilken K, Kog M, Ayar O, Hasiripi H. Topical cyclosporine A administration after pterygium
surgery. European Journal Ophthalmolgy. 2012;22 Suppl 7(SUPPLEMENT N. 7). https://doi.org

/10.5301/EJO.5000004

Tan DTH, Chee SP, Dear KBG, Lim ASM. Effect of pterygium morphology on pterygium recurrence
in a controlled trial comparing conjunctival autografting with bare sclera excision. Archives of
Ophthalmology. 1997;115(10):1235-1240. https://doi.org

/10.1001/ARCHOPHT.1997.01100160405001

Kheirkhah A, Nazari R, Nikdel M, Ghassemi H, Hashemi H et al. Postoperative conjunctival
inflammation after pterygium surgery with amniotic membrane transplantation versus conjunctival
autograft. American Journal Ophthalmology. 2011;152(5):733-738. https://doi.org

/10.1016/J.AJ0.2011.04.013

15



17.

18.

19.

20.

21.

22.

23.

24.

Agahan ALD, Astudillo PP, Dela Cruz RC, Oftalmologico S, Rizal J, Hospital PG. Comparative Study
on the Use of Conjunctival Autograft With or Without Mitomycin-C in Pterygium Surgery. Philippine

Journal of Ophthalmol. 39:73-77.

Prabhasawat P, Barton K, Burkett G, Tseng SCG. Comparison of conjunctival autografts, amniotic
membrane grafts, and primary closure for pterygium excision. Ophthalmology. 1997;104(6):974-985.

https://doi.org /10.1016/S0161-6420(97)30197-3

Hwang S, Choi S. A Comparative Study of Topical Mitomycin C, Cyclosporine, and Bevacizumab
after Primary Pterygium Surgery. Korean Journal Ophthalmology. 2015;29(6):375. https://doi.org

/10.3341/KJ0.2015.29.6.375

Zhang Q, Bao N, Liang K, Tao L. Adjuvant Use of Cyclosporine A in the Treatment of Primary
Pterygium: A Systematic Review and Meta-Analysis. Cornea. 2018;37(8):1000-1007. https://doi.org

/10.1097/1C0.0000000000001542

Janson BJ, Sikder S. Surgical management of pterygium. Ocul Surface. 2014;12(2):112-119.

https://doi.org /10.1016/J.JT0S.2014.01.001

Meneghim RLF de S, Satto LH, Natsuaki KL, Oliveira ACD, Padovani CS et al. Topical cyclosporine
A 0.05% before and after surgery to prevent pterygium recurrence. Arquivos Brasileiros Oftalmologia.

2019;82(5):372-376. https://doi.org /10.5935/0004-2749.20190075

Kumar Dhar S, Kapoor G, Parihar J. Role of Pre And Postoperative Topical Cyclosporine (0.05%) on
Recurrence in Recurrent And Vascularised Pterygium. 10SR Journal of Dental and Medical Sciences

(IOSR-JDMS) e-ISSN. 2017;16(1):23-25. https://doi.org /10.9790/0853-1601112325

Yalcin Tok O, Burcu Nurozler A, Ergun G, Akbas Kocaoglu F, Duman S. Topical cyclosporine A in
the prevention of pterygium recurrence. Ophthalmologica. 2008;222(6):391-396. https://doi.org

/10.1159/000151740

16



25.

26.

27.

Ahmed M, Mansoor A, Ahmed N, Khan G, Azfer M et al. Role of Topical Cyclosporine in Prevention

of Pterygium Recurrence, after Primary Excision. Pakistan Journal of Ophthalmology. 2013;35(3).

Mahar PS, Nabeel M. Pterygium recurrence related to its size and corneal involvement. Journal of the

College of Physicians and Surgeons Pakistan. 2013;23(2):123-123.

Anguria P, Ntuli S, Carmichael T. Young patient’s age determines pterygium recurrence after surgery.

African Health Science. 2014;14(1):72. https://doi.org /10.4314/AHS.V1411.11

Table 1. Comparison of demographic and preoperative data of the groups
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Group 1 Group 2 Control
=80 =80 =85 P

Age (years) |53.87+£11.35|54.67+10.85|54.32+10.99 | 0.684
Gender () | 45/38 44/36 45140 |0.717
Male/Female
Average UV

exposure 3.0-35 4 35-40 |0.224

(hours)

Mean

pterygium 3.5(3-4) 3.4 (3-4) 3.6(3-4) |0.185

size (mm)

Table 2. Comparison of inflammation results between groups
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Groupl | Group?2 | Control p
Inflammation
n=80 n=80 n=85 | Inter-group | Intra-group

GO (first month) 15 17 20
G1 (first month) 31 29 25

0.208
G2 (first month) 25 24 30
G3 (first month) 9 10 10

p<0.05

GO (sixth month) 70 72 72
G1 (sixth month) 6 4 6

0.428
G2 (sixth month) 3 4 5
G3 (sixth month) 1 0 2
Table 3. Comparison of BCVA results between groups

BCVA Group 1 Group 2 Control p

19



n=80 n=80 n=85 Intergroup | Intragroup
Preoperative | 0.27+0.19 | 0.26 +0.18 O(')Zzgi 0.657
0 2'6 " <0.05
Postoperative | 0.26 £0.19 | 0.24 £0.18 O 19‘ 0.724

BCVA (logMAR mean = standard deviation)

Table 4. Comparison of recurrence rates between groups



Grdsouy 1Gropip 2Gfo@wdtroll | Control p
Age (years) F
n=g8) nsgo M8f=gs | | re8E || Inne
der 40 (M) 3 2 3
Rpmrlrjgnr‘eg (nq 6 B 8 0.899
A40=49-(n) 2 1 3
- 3 2 3 >0.05
Accordling t80_59 (n) 1 0 1
pre-opgrative
pterygilissined ABOVe L >0 T 0 ° i >0.05
(% |
4.5 mm 1 2 3
Female 3 2 4
Gender (n) > 0.05
Male 3 3 4

Table 5. Recurrence distribution of groups by age
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