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ABSTRACT 

BACKGROUND 

The aim was to study the surgical outcome in no suture, no glue conjunctival autograft pterygium surgery. 

 

MATERIALS AND METHODS  

This was a prospective interventional study. 30 eyes of 30 patients with primary pterygium that came to the outpatients 

department at BGS GIMS, Bangalore from June 2014 to June 2015 were included in the study. After excision of pterygium and 

corneal scraping the recipient bed was allowed to bleed to form a thin layer of blood to provide fibrin naturally. A thin 

conjunctivolimbal autograft taken from superotemporal area was placed on the scleral bed with no glue/suture and waited for 

fifteen minutes for natural haemostasis. Patients were followed for 6 months postoperatively for any complications. 

 

RESULTS  

In our study from June 2014 to June 2015, 30 eyes subjected to pterygium excision with no glue/suture conjunctival autograft 

surgery were followed up for a period of 6 to 9 months. Cosmesis was excellent in 28 cases as graft was well taken and patients 

were happy, 2 patients had graft retraction at first post-operative week and regrafting was done. No recurrence was seen during 

this period. 

 

CONCLUSION  

Pterygium excision with no glue, no suture conjunctival autograft surgery is a simple surgery, cost effective with better cosmetic 

results with less complication. 
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BACKGROUND 

Pterygium is a triangular fibrovascular subepithelial 

ingrowth of degenerative bulbar conjunctival tissue over the 

limbus onto the cornea1 probably resulting from limbal stem 

cell deficiency, generally situated on the nasal side. It 

sometimes occurs both nasally and temporally, and rarely 

only on the temporal side. Pterygium is more frequent in 

areas with more ultraviolet radiation,2 in hot, dry, windy, 

dusty, and smoky environments.3,4 

Histologically, pterygium is characterised by hyaloid 

degeneration of conjunctival stroma, with accumulation of 

eosinophilic deposits together with intense fibroblastic 

proliferation and a rich vascular supply. Degenerated type 1 

and type 4 collagen fibres have also been described.5 

In addition to the obvious cosmetic concerns, it can 

induce corneal astigmatism. The induced corneal astigmatism 

may cause significant visual impairment and may require 

surgery. 

Surgical removal is the treatment of choice. Many 

techniques have been suggested, as have adjunct therapies  
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such as B radiation, ThioTEPA, 5-FU, and mitomycin C. High 

recurrence rates are weighted against eye threatening 

postoperative complications. Autologous conjunctival 

grafting seems to be the best method, giving both low 

recurrence rate and high safety.6 

Sutures or glue is used to affix the conjunctival autograft 

after excision of the pterygium. Recently, a new technique of 

using patient’s own blood present at the graft bed to fix the 

graft has been introduced. Sutures and glue being foreign 

materials are associated with complications such as infection, 

granuloma formation, chronic inflammation, hypersensitivity 

reactions or recurrence.7 This technique is also cost effective 

when compared to the techniques using sutures or glue. 

Recurrence is a problem with pterygium surgeries. This 

has been significantly reduced with the introduction of the 

fixation of conjunctival autograft after pterygium excision.8 

The rate of recurrence with sutures is approximately 15%, 

while it is approximately 10-15% with glue.9 

In this study, we aim to find out whether this new 

technique of a sutureless and glue-free graft is associated 

with any complications such as graft dehiscence, loss of graft 

and recurrence. 

 

MATERIALS AND METHODS 

This was a prospective interventional study. All patients with 

pterygium attending the ophthalmology outpatients 

department of BGS GIMS Hospital from June 2014 to June 

2015 were included in the study. Indications for pterygium 

surgery were: 

a. Progressive pterygium either invading or threatening 

visual axis. 
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b. Visual impairment due to astigmatism. 

c. Irritation and inflammation. 

d. Restricted movements. 

e. Cosmetic. Patients having Grade II, III and IV progressive 

pterygium were included in the study. 

 

Patients with ocular pathology other than refractive error 

such as history of previous ocular surgery (except pterygium 

surgery), trauma, pseudopterygium and atrophic pterygium 

were excluded from the study. Written informed consent was 

obtained from all the participants. All methods adhered to the 

tenets of the Declaration of Helsinki Principles for research in 

human subjects. The study was approved by the Institutional 

Research Ethics Committee. 

All patients went through general ophthalmic 

examination. Pterygium was graded depending on the extent 

of corneal involvement.  

Grade I — crossing the limbus, 

Grade II — midway between limbus and pupil,  

Grade III— reaching up to pupillary margin,  

Grade IV — crossing pupillary margin. Before the surgery, 

a comprehensive investigation was done including patient’s 

age, gender, medical, and ocular history. Routine 

investigations (blood sugar levels both fasting and 

postprandial, urine routine and microscopy, haemogram and 

electrocardiography) and preanaesthetic check-ups were 

done. Best corrected visual acuity measurement, applanation 

tonometry, slit-lamp examination, and anterior segment 

photography were performed preoperatively and 

postoperatively at each visit. Probe test was done to rule out 

pseudopterygium. 

This surgical technique was essentially similar to that 

described by de Wit et al.7 Surgery was done under 

peribulbar anaesthesia with good orbicularis oculi akinesia. 

Superior rectus bridle suture was taken which helped in 

obtaining a good conjunctival graft from 12 O’clock position. 

The body of the pterygium was dissected 2-3 mm from the 

limbus down to the bare sclera and reflected over the cornea. 

The pterygium head and cap were avulsed using artery 

forceps, followed by careful excision of the corneal remnants. 

During avulsion of the pterygium head, counter traction was 

applied with a cotton bud. Only thickened portions of the 

conjunctiva and the immediate adjacent and subjacent 

Tenon’s capsule showing tortuous vasculature were excised. 

Excessive dissection of Tenon’s was avoided. Wherever 

possible, haemostasis was allowed to occur spontaneously 

without the use of cautery. The size of the defect in mm2 was 

measured with Castroviejo callipers. Careful dissection 

between graft conjunctiva and Tenon’s layer was done while 

fashioning the 0.5 mm oversized conjunctivolimbal graft from 

the superotemporal bulbar conjunctiva. The limbal edge of 

the graft was carefully positioned at the host limbal tissue 

edge. We did not make any attempt to directly close the full 

extent of the wound, allowing natural graft positioning 

without tension. The scleral bed was viewed through the 

transparent conjunctiva. To ensure that the residual bleeding 

does not lift the graft, small central haemorrhages were 

tamponaded with direct compression using non-toothed 

forceps until haemostasis was achieved. The stabilisation of 

the graft was tested centrally and on each free edge to ensure 

firm adherence to the sclera (Fig A). Surgery time was noted 

from the first incision until the lid speculum was removed. 

Eye patch was given and removed after 24 hours of surgery. 

Postoperatively, antibiotic-steroid eye drops (ofloxacin and 

prednisolone acetate) were given 4 times a day initially and 

tapered over 6 weeks. Along with these drops, lubricating eye 

ointment (hydroxypropyl methylcellulose 2%) was also given 

to patients for 1-2 weeks. Lubricating eye drops 

carboxymethyl cellulose 0.5% were given for 1-month 

postoperatively. 

 

 
 

 Figure A showing  
1) Excision of Pterygium;  
2) Preparing Scleral Bed;  

3) Measuring donor site for Autograft;  
4) Conjunctival Autograft at Recipient Scleral Bed 

 

Surgical duration was recorded and the patients were 

followed-up on the first day after surgery and then at 8th day, 

1-month, 3 months, 6 months and 9 months postoperatively. 

 

RESULTS 

In our study, we included 30 eyes of 30 patients with age 

group ranging from 20 to 50 years (fig B). There were 21 

female and 9 male (fig C) patients among which 18 right eyes 

and 12 left eyes (table 1) were affected and operated with no 

suture, no glue conjunctival autograft after surgical excision 

of pterygium. All patients had primary nasal pterygium and 

signed informed consent. Mean surgical time was 15 min. 

(10- 20 min.) In our study, it was observed that pterygium 

was more common among female individuals and those who 

were exposed to more sunlight. 

 

 
 

Figure B. Showing Age Distribution  

of the Patients 
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Figure C. Showing Sex Distribution 

 

Right Eye Left Eye 
18 12 

Table 1. Showing Laterality of Pterygium 
 

28 out of 30 operated eyes had taken graft with good 

cosmetic outcome. 2 cases had graft displacement on 1st post-

operative day. The graft was repositioned in these 2 cases. No 

further displacement was observed after repositioning. No 

other significant postoperative complications occurred that 

warranted further treatment. 

 

DISCUSSION 

Current surgical methods to prevent pterygium recurrence 

include conjunctival autograft, limbal and limbal–conjunctival 

transplant, conjunctival flap and conjunctival rotation 

autograft surgery, amniotic membrane transplant, cultivated 

conjunctival transplant, lamellar keratoplasty, and the use of 

fibrin glue. All these techniques involve the use of sutures or 

fibrin glue and are therefore vulnerable to associated 

complications.10 The presence of sutures may lead to 

prolonged wound healing and fibrosis.6,11 Subsequent 

complications such as pyogenic granuloma formation are 

easily treated; others such as symblepharon formation, 

forniceal contracture, ocular motility restriction, diplopia, 

scleral necrosis, and infection are much more difficult to 

manage and may be sight threatening.12,13 

This technique uses patient’s own blood for fixation of the 

conjunctival or conjunctivolimbal autograft. It avoids the use 

of foreign materials such as suture and glue associated with 

increased inflammation, infection and hypersensitivity 

reactions. This technique is also cost effective. In 2010, de Wit 

et al7 presented a case series describing a simple technique of 

using a sutureless and glue-free technique previously 

described by one of the authors,14 to fix conjunctivolimbal 

autograft using naturally occurring fibrin at the bare scleral 

wound site.  

 

 
 

Figure D. Preoperative and 1st Post-operative Status 

CONCLUSION  
This technique is simple, cost effective with less 

complications and requires less surgical time as compared to 
other techniques like conjunctival autograft using sutures or 

glue. The procedure is also patient friendly and more 
comfortable in postoperative period. As our study followup 
period was of shorter period of 6 months, long term followup 

is necessary to know about long term complications and 
reliability. 
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