
Authors' Reply 
Dear Sir,

We would like to thank Agrawal et al.[1] for their comments 
on our article. We agree that cycloplegic refraction is a primary 
step in the management of all patients presenting with an ocular 
deviation. We emphasized this point in our article. However, our 
goal in publishing this case series was to emphasize that there 
may be an accommodative component to the esotropia present 
in some patients with Duane’s syndrome. In addition, we believe 
that the cause of the compensatory head posture (CHP) in most 
Duane’s syndrome patients is esotropia in primary position. 
Hence, if one can correct the esotropia by optical or non-optical 
methods, CHP will be corrected. Contrary to patients with 
Duane’s syndrome, patients with pure accommodative esotropia 
do not have an incomitant esotropia (unless they have an “A” 
or “V” patt ern), and therefore, their esotropia does not improve 
with a head turn. Therefore, CHP does not correct esotropia in 
these patients. The status of binocular vision is not available for 
all patients as we have children from all age groups, including 
some who were unable to participate in stereoacuity testing. As a 
routine practice in comprehensive pediatric ophthalmology, the 
spectacles were prescribed at the fi rst visit and then children also 
underwent  vertical rectus transposition (VRT) for the residual 
esotropia with their hyperopic correction. Over the course of 
12 years follow up, the child developed exotropia, but we believe 
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Letters to the Editor

Comment on outcomes in patients 
with esotropic Duane retraction 
syndrome and a partially 
accommodative component

Dear Sir,
We read with interest the article by Kekunnaya et al.[1] The 
authors have conducted an interesting retrospective study and 
emphasized the importance of cycloplegic refraction prior to 
surgical management of Duane retraction syndrome (DRS) 
in patients with high hypermetropia. We would like to make 
following comments regarding their article.

Cycloplegic refraction should be the primary step in the 
management of all patients presenting with ocular deviation. 
It would be disastrous to subject any child to surgery without 
adequate refractive correction being prescribed for an 
appropriate duration.

The primary cause of compensatory head posture (CHP) in 
DRS is limited ocular motility, with the patient adopting a posture 
to utilize the small fi eld of binocular vision. The authors have 
not explained how elimination of head posture/torticollis occurs 
with spectacles. We try to explain this observation. Some children 
with DRS are initially able to enjoy binocular single vision (BSV) 
without CHP, despite motility restriction and palpebral fi ssure 
abnormality. When (later in life) the accommodative convergence 
induces an ocular deviation, these children probably compensate 
for it by adapting a CHP, which due to asymmetrical ocular 
motility allows them comfortable BSV. Elimination of this 
deviation by suitable refractive correction corrected the torticollis 
in these patients, probably with re-centralization of the binocular 
field. It is interesting to note that non-DRS patients with 
accommodative esodeviation cannot similarly use compensatory 
head posture to their advantage for BSV.

In the 2nd case of Table 1, it would be interesting to know 
the magnitude and age at which refractive correction was 
prescribed. It is surprising that this child did not develop 
amblyopia. It would also be more informative if the authors 
commented about the eventual binocular status rather than 
simple visual acuity. Binocular functions in patients of 
DRS have also been controversial, and if the authors have 
this information about their patients, it would be a useful 
contribution to literature. [2]

When surgical treatment is being considered, it should 
also be understood that angle measurements in these children 
are diffi  cult and often their accuracy is doubtful. Sometimes 
the diagnosis is also not certain.[3] We would suggest a 
staged approach for their management with only medial 
rectus recession with or without posterior fi xation being the 
fi rst step. This may be combined with graded recession of 
ipsilateral lateral rectus if palpebral fi ssure abnormality is 
marked. 2 This would reduce the torticollis and palpebral 
fissure abnormality and also ensure better binocular 
development. More aggressive modalities like vertical 
rectus transposition should be taken up later in life when 
the measurements and results would be more predictable. 

The consecutive exotropia in the 2nd and 4th patient could 
thus be avoided.
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Manual tunnel incision cataract 
surgery with sandwich technique may 
be a rationale alternative for mature 
cataracts

Dear Editor,
We read with interest the article of Yang et al. appearing 

on	April	issue	of	Indian	J	Ophthalmology.[1] As the surgeons 

performing	manual	 small	 incision	 cataract	 surgery	 since	
1996,[2‑6] we would like to note couple of points about Yang 
et al.’s paper:

There	 is	 an	 erratum	on	 the	 results	 section	of	 abstract.	 It	
has	been	written	 that	 “self‑sealing	wound	was	achieved	 in	
112	eyes	(98.2%).”	However,	the	study	had	consisted	112	eyes.	
The	correct	number	should	be	“110	eyes	(98.2%).”

This technique necessitates an incision at the location of 135° 
for right‑handed surgeon and of 45° for left‑handed surgeon. 
Hence,	it	will	not	be	easy	to	perform	it	in	the	surgery	of	left	
eyes	for	right‑handed	surgeon	and	in	the	surgery	of	right	eyes	
for	left‑handed	surgeon,	especially	in	the	eyes	with	prominent	
eyebrows	and	big	nose.

It	is	not	easy	to	arrange	the	incision	according	to	steep‑axis	
in Yang et al.’s	technique.	Hence,	the	surgeon	will	not	correct	
the	preexisting	astigmatism	in	some	cases.	Indeed,	the	authors	
has	given	a	bigger	mean	value	of	postoperative	astigmatisms	
(1.5	D)	than	of	preoperative	astigmatism	(0.71	D).

The	authors	implanted	a	polymethylmethacrylate	(PMMA)	
intraocular	 lens	 (IOL).	While	PMMA	 IOLs	are	 cheap	 IOLs,	
they	have	 significant	 spherical	 aberration.	Today,	 there	 are	
cheap	foldable	IOLs	that	do	not	have	such	significant	spherical	
aberration	and	can	be	use	for	this	type	of	surgery.

Yang et al.	perform	a	large,	7	mm	capsulorrhexis.	This	can	
increases	 likelihood	of	 the	decentralization	of	 the	 IOL	and	
probably	increased	posterior	capsule	opacification	rate	since	the	
capsular	edges	do	not	overlap	the	optic	edge	circumferentially.	
Due	to	this,	we	prefer	a	6.0	mm	diameter	circular	capsulorrhexis	
and	an	IOL	of	6	mm	optic	diameter.	We	do	not	encounter	with	
any	difficulty	to	prolapse	the	nucleus	into	the	anterior	chamber	
with	6	mm	capsulorrhexis.

We	 have	 been	 preserving	 the	manual	 small	 incision	
cataract	surgery	in	hard,	brunescent	cataract	cases	and	in	the	
cataract	cases	of	vitrectomized	eyes	in	which	we	consider	that	
phacoemulsification	may	be	risky.[5,6] We think that sandwich 
technique	 presents	 some	 advantages	 in	mature	 cataract	
cases.	 In	 this	method,	 the	nucleus	firmly	grasped	between	
two	instruments,	irrigating	vectis	and	spatula.	So	an	incision	
length	of	a	diameter	of	the	nucleus	or	1	mm	more	is	enough	
to	be	able	to	extract	the	nucleus	out	to	the	eye.	Furthermore,	
we	 consider	 that	 removing	 the	 nucleus	 via	 sandwiching	
it	 firmly	 between	 two	 instruments	 prevents	 the	 corneal	
endothelium	more	than	extracting	 it	via	 just	only	vectis	or	
exerting	a	pressure	on	the	scleral	wound	lip,	since	the	spatula	
in	front	of	the	nucleus	would	ensure	to	stay	it	away	from	the	
endothelium.

In conclusion, We congratulate Yang et al.	 for	 this	novel	
and	 interesting	 technique,	which	 is	a	valuable	contribution,	
especially	 for	 the	 surgeons	 who	 do	 not	 have	 enough	
instrumental	possibilities	to	carry	out	phacoemulsification	in	
undeveloped	areas.
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that	this	was	because	her	hyperopia	was	initially	undercorrected.	
Finally,	we	agree	that	ocular	motility	measurements	are	difficult	
in	 children	and	occasionally,	 the	 angle	of	 esotropia	 can	be	
incorrectly	measured.	However,	we	do	not	agree	that	a	medial	
rectus	 recession	with	or	without	posterior	fixation	would	be	
more	accurate.	 In	addition,	medial	 rectus	 recession	does	not	
improve	the	binocular	field	of	single	vision,	as	vertical	rectus	
transposition	has	been	shown	to	accomplish.[2]	Medial	 rectus	
recession	may	be	 required	after	vertical	 rectus	 transposition	
in	patients	with	larger	primary	position	esotropia	and	greater	
restriction to abduction on forced duction testing.[3]	Exotropic	
overcorrection	is	also	possible	in	patients	undergoing	medial	
rectus	 recession,	 especially	 in	 the	 long	 term,	 should	 their	
accommodative	component	not	be	fully	corrected	in	rare	cases	
of	coexistent	accommodative	esotropia	with	Duane’s	syndrome.
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