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Author's reply

Dear Editor,
We thank the author for the encouraging comments on our 
article.[1] We agree that Objective structured clinical examination 
(“The OSCE is an approach to the assessment of clinical 
competence in which the components of competence are 
assessed in a planned or structured way with attention being 
paid to the objectivity of the examination” Harden, 1988) was 
developed to overcome the drawbacks of conventional clinical 
exams (CCE) using the long and short case formats. But, 
there are limitations with OSCE as well that we have already 
mentioned in our article.

We highly appreciate the way authors in this communication 
have highlighted the modifications to overcome drawbacks of 
CCE, namely Objective Structured Long Examination Record 
(OSLER), Leicester assessment package (LAP) and mini-CEX 
(Clinical Evaluation Exercise). We understand that long case is 
considered important to test the holistic approach of a student 
for a given case, and is still the method of examination in almost 
all Indian medical colleges. Because of tradition and its practical 
application, long case exam will possibly always be an integral 
component of clinical examinations. An observation of whole 
long case exam where an examiner is required to be present 
while the candidate works up the case may be ideal. However, 
this would be very expensive in terms of examiners’ time and, 
therefore, is not practical.[2] Bearing this in mind, Gleeson has 
developed the OSLER as a more valid, reliable and objective 
tool for the assessment of clinical competence.[3]

Other modifications suggested, like Leicester assessment 
package and mini-CEX, are also gaining popularity worldwide 
because students are observed during several encounters 
during their training period by different faculty members 
in various settings (ambulatory, emergency department and 
inpatients) and, therefore, the patients present a broader range 
of challenges.[4]

We do not agree with the statement that OSCE is a 
summative examination like CCE. OSCE provides opportunity 
for formative as well as summative feedback, making it an 
excellent teaching tool as well.[5,6]

The most important virtue of any assessment is that it 
should be valid; OSCE is able to achieve it to a great extent 
as it assesses the wider domain, objectivity and other quoted 
advantages. An important feature of any examination process 
is the ability to reliably differentiate between the performance 
levels of candidates, which OSCE is able to achieve. Reliability 
is an important aspect of an assessment’s validity evidence.

In the current long and short case formats, we assess the 
student only on one case. It is well documented in the literature 
by Norcini et al., that performance on one case can not be used 
to make a judgment on candidate’s performance (Death of long 
case by John Norcini).

Thus, the importance of OSCE.

You will agree with us that no single assessment tool meets 
all the requirements. Therefore, in our article,[1] we have 
suggested to combine OSCE (formative as well as summative 
assessment) with modified CCE (summative assessment).

We agree with the authors about other methods.
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Outcome of in-the-bag implanted 
square–edge polymethyl methacrylate 
intraocular lenses with and without 
posterior capsulotomy in pediatric 
traumatic cataract

Dear Editor,
We read with interest the article “Outcome of in-the-bag 
implanted square-edge polymethyl methacrylate intraocular 
lenses with and without posterior capsulotomy in pediatric 
traumatic cataract”[1] by Verma et al., in the September 2011 
issue of IJO, but we have a few points and questions to make 
the article more pertinent.

The main purpose of the article is to study the outcome of 
square-edge Poly Methyl methacrylate lenses with or without 
primary posterior capsulotomy in traumatic cataract in children. 
Several studies have been done to compare various types of 
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lenses in children (which included traumatic cataracts) with 
and without primary posterior capsulotomy. Acrylic foldable 
lenses have shown better outcome as compared with PMMA 
lenses in these studies.[2] Therefore, we assume that the variable 
in this study would be the primary posterior capsulotomy. But, 
primary posterior capsulotomy in cataract surgery in children 
less than 6 years of age has become a standard of care[3,4] – why 
should there be any difference in surgery involving traumatic 
cataracts? The pathology of posterior capsular opacification 
is not going to change whether the cataract is developmental 
or traumatic? There should be some reason for not doing a 
primary posterior capsulotomy as visual axis opacification 
(VAO) is almost universal in children.[5]

Hence, the second part is also a foregone conclusion.

Was any upper limit of age considered for a primary posterior 
capsulotomy? There is no mention of this. Children older than 
6 years of age can cooperate for a Yttrium Aluminium Garnate 
capsulotomy and hence a primary posterior capsulotomy may 
not be necessary.

The preoperative vision was recorded as ranging from 
perception of light with inaccurate projection to 20/80 in 
both groups. Was any thought given to why the patients had 
inaccurate projection and what was the final visual acuity in 
these patients?

The time interval between injury and trauma ranged from 
0.7 to 7 months in group A and 0.2 to 25 months in group B. 
What was the reason for surgery as early as 0.2 months (as 
early surgery results in severe postop inflammation, posterior 
synechia, lens deposits and VAO and, possibly, cystoid macular 
edema, which is difficult to diagnose in children. Delaying 
the surgery by at least 6 weeks stabilizes the blood aqueous 
barrier and results in less inflammation and possibly decreases 
the possibility of CME. What was the reason for delaying 
surgery for as many as 25 months? (As late surgery will result 
in amblyopia.)
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Authors’ reply

Dear Editor,
We thank Verma for reading our article[1] with interest. We 
have not come across any article in literature except a study 
by Kumar et al.,[2] which prospectively studied the comparison 
between primary posterior capsulotomy (PPC) and intact 
capsule in traumatic cataracts in children aged 3–10 years.

1. We agree with the authors that acrylic foldable lenses result 
in better outcome compared with polymethyl methacrylate 
(PMMA).[3] The square edge PMMA intraocular lens (IOL) 
was chosen for the present study to avoid IOL material 
variability. Another reason was the affordability factor, 
as most of them could not afford a foldable IOL due to 
socioeconomic factors. The variable in this study was PPC. 
The capsule in traumatic cataract often gets thickened, 
fibrotic and associated with plaques, and capsular tears 
involving either or both anterior and posterior capsules can 
occur. The postoperative inflammation encountered after 
cataract surgery is greater than that seen after surgery for 
developmental cataracts.

2. We agree that PPC in children less than 6 years has become 
a standard of care.[4] We performed PPC in all cases in group 
A, in which the mean age was 7.80 years ( range 4–14 years) 
compared with group B, in which the capsule was left intact, 
the mean age being 9.87 years (range 4–16 years). In our 
study, in both the groups, even children more than 8 years 
developed posterior capsule opacification (PCO). Therefore, 
we consider that a rigid line of 6 years may not be drawn for 
performing PPC in traumatic cataracts. In a study by Kumar 
et al.,[2] the age ranged from 3 to 10 years for performing 
PPC in one group with traumatic cataract. Although 
the pathogenesis of PCO in traumatic or developmental 
cataracts remain similar however children with traumatic 
cataracts have more propensity for formation of anterior 
and posterior capsular plaques, thickening more often 
needing surgical capsulotomy.

3. The preoperative vision recorded ranged from perception 
of light to 6/24 in both groups. There were two patients in 
group A with inaccurate projection at presentation with 
total cataracts and normal ultrasonography. Their ages 
at presentation were 5 and 8 years, respectively, and they 
gained best corrected visual acuity (BCVA) of 6/9 and 6/24, 
respectively, after cataract surgery.

4. The interval between injury and surgery ranged from 0.7 to 
7 months (average 3.3 ± 2.2 months) in group A and from 0.2 
to 25 months (average 4.0 ± 6.5 months) in group B (P = 0.28). 
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