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Endophthalmitis and clear corneal 
cataract incisions

Dear Sir,
I have read the article by Yoon et al.,[1] with great interest. The 
authors have rightly compared two diff erently located incisions 
for right-handed surgeons. However, I would like to make a 
few observations.

  The first point that I want to make a stand on is 
endophthalmitis. Several risk factors are known to be 
associated with endophthalmitis following cataract surgery. 
The incision location is one of the important factors that may 
increase the risk of endophthalmitis. As well known, the recent 
literatures have shown the increased risk of endophthalmitis 
with clear  corneal temporal incisions. A temporal location 
may be potentially more problematic, as these incisions are 
not protected by the eyelid or conjunctiva, and thus have 
increased exposure to bacteria residing in the tear fi lm and 
eyelid margins.[2,3] The pure nasal corneal incision is out of 
this comparison, as it is not widely used. The nasal incisions 
may be more risky for endopthalmitis due to near anatomical 
relation with both inferior and superior punctums. It should 
be considered by right-handed surgeons, especially for nasal 
incisions. In addition, in this study, the interval between 
procedures for patients is just one day. We know from the 
literature that acute-onset endophthalmitis after cataract 
surgery begins within 2-5 days.[4,5] Based on this knowledge, the 
interval between surgeries should be at least 5 days for bilateral 
cataract surgery. However, the authors indicate that a single 
suture was used for corneal incisions and removed 7 days after 
surgery. Although it may be appropriate to decrease the risk of 
endophthalmitis, there is no study on the subject. In addition, in 
practice many surgeons do not use the suture for clear corneal 
incisions. I think, the take-home message should be given for 
nasal incisions by considering the endophthalmitis.

Yoon and associates draw our attention to the 
astigmatism-neutral cataract surgery through temporal and 
nasal incisions, especially in Asian eyes. However, in this 
article, axis schift was not evaluated by authors. Based on our 
experience, symmetric corneal incisions (superior-superior, 
temporal-temporal, and superiortemporal-superiortemporal) 
may be more favorable or more acceptable to keep the corneal 
axis symmetry after bilateral cataract surgery. As mentioned 
in the article, the optical center is located more nasally and 
inferiorly, and axis schift is aff ected by the size and location. 
We know that horizontal meridian is approximately 1 mm 
wider than vertical length. When it is considered with the 
location of optical center, the temporal and nasal incisions are 
the farthest locations to each other, although they are on the 

same horizontal axis. A nasal incision is closer to the corneal 
apex than a temporal incision, which could explain the greater 
eff ect on the central corneal curvature and may cause the more 
axis schift compared with temporal incision. I think, it would be 
beĴ er to evaluate not only the corneal astigmatism but also axis 
schift. In my opinion, ideally, the incision locations in right and 
left eyes should be closer as much as possible for right-handed 
surgeons to minimize the postoperative axis asymmetry. 
Superior nasal incision for left eye and superior temporal 
incision for right eye that are mostly chosen by right-handed 
surgeons might be a beĴ er option, if the incisions are located 
closer to vertical axis as much as possible.
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Risk factors for intraocular pressure 
rise following phacoemulsifi cation

Dear Editor,
We read with interest the article by Coban-Karatas et al.[1] We 

would like to congratulate the authors for taking up a study on 
this topic as postoperative rise in intraocular pressure (IOP) is a 
very common complication after phacoemulsifi cation, but often 
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neglected by the surgeon. However, after going through the 
article we wanted to have clarifi cation on the following queries.
1. When was the preoperative IOP recorded? Whether it was 

recorded on the day of surgery or couple of days before the 
surgery?

2. The article does not mention about the number of eyes 
having IOP >22 mmHg preoperatively. It is important to 
know that fi gure as the range given was 7-36 mmHg

3. We were surprised to note that the surgery was undertaken 
even with IOP as high as 36 mmHg without controlling 
it as the preoperative IOP range was 7-6 mmHg and no 
additional medication was advised

4. The range of IOP on 1st postoperative day was 
6-58 mmHg, on 7th postoperative day 6-37 mmHg, and 
on 30th postoperative day 6-34 mmHg. Why no treatment 
was initiated inspite of very high IOP in some of the 
patients who were subjected to the sequelae of high IOP? 
It appears to be unethical

5. It was a retrospective study; still all data could be collected 
for postop day 1, 7, and 30. There was no dropout or no 
deviation from the schedule, which is a surprise to us

6. The analysis of mean IOPs for this study is not the true 
representation of the event. A beĴ er option would have been 
to record the number of eyes showing rise of IOP grouped 
in diff erent ranges

7. It is not clear with the present data set that how many 
showed drop in IOP from the preoperative level?

8. The paired Student’st-test has been done which is not right 
for this type of data because the number of recordings of 
IOP were four (preoperatively, day 1, day 7, and day 30), 
hence the correct statistical test would have been ‘repeated 
measure of analysis of variance (ANOVA)’ followed by post 
hoc analysis if found signifi cant

9. I n  t h e  m a t e r i a l s  a n d  m e t h o d s  s e c t i o n , 
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2nd paragraph,“Antiglaucoma drugs that incite more 
infl ammation like prostaglandin analogs were stopped 
2 weeks before surgery and an antiglaucoma drop that does 
not incite infl ammation was prescribed” has been repeated, 
which shows that the article was not proofread well
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