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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 writt en 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 signifi cant spherical aberration. Today, there are 
cheap foldable IOLs that do not have such signifi cant 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 opacifi cation 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 diffi  culty 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 
phacoemulsifi cation may be risky.[5,6] We think that sandwich 
technique presents some advantages in mature cataract 
cases. In this method, the nucleus fi rmly 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 phacoemulsifi cation in 
undeveloped areas.
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that this was because her hyperopia was initially undercorrected. 
Finally, we agree that ocular motility measurements are diffi  cult 
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 fi xation would be 
more accurate. In addition, medial rectus recession does not 
improve the binocular fi eld 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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Authors’ Reply: Comment to Varied 
phenotype of Homocystinuria: 
Possible diagnostic error

We thank the reader for his keen interest in our article “varied 
phenotypic presentations of homocystinuria in two siblings.”[1] We 
have tried to clarify his queries and comments as far as possible.

The diagnosis of the condition was based on the 
elevated homocysteine levels as the levels of homocysteine 
in these children were outside the normal range given 
by the manufacturer of the kit (16.02 mol/l by using 
chemiluminescence ADVIA Centaur CP Immunoassay 
System [Siemens Healthcare Diagnostic, Germany]) used in 
the institute. We regret that methionine and cysteine levels 
could not be done nor a molecular analysis was possible as 
the facilities were not available in our institute, and the parent 
could not aff ord to get these tests done elsewhere.[2]

Vitamin B12 and folate levels were estimated, and they 
were within normal limits. Further there were no signs of 
Vitamin B12 and folate defi ciency as child was assessed by the 
pediatrician. Vitamin B6 was supplemented in these children 
and homocysteine levels after B6 supplementation are awaited 
for. Clinically, there was no change.

The younger sibling had developmental delay, but 

intelligence assessment was within the normal limits. Hence, a 
presumption of B6 responsive variety was done in these siblings 
in lieu of homocysteine levels following B6 supplementation.

We, the authors did not mean that ectopia lentis developing 
before 8 years of age as a diagnostic criteria for making a diagnosis 
of homocystinuria.[3] Instead it was meant that ectopia lentis 
occurs earlier even before the diagnosis of the systemic condition.

Both the siblings were thoroughly evaluated by the treating 
pediatrician and Marfan’s syndrome was ruled out. Neither did 
the siblings have any signs of nutritional defi ciency.
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Authors’ Reply: Comment to course 
of diabetic retinopathy before and 
after renal transplantation

We thank the authors for their interest in our paper “The eff ects 
of renal transplantation on diabetic retinopathy: Clinical course 
and visual outcomes,”[1] and complement them for excellent 
suggestions. We agree with them that assessment of metabolic 
status is of paramount status in monitoring course of diabetic 
retinopathy (DR) patients. Table 2 in our paper highlights 
the metabolic parameters in pre- and post-transplant period.

As correctly pointed by authors macular edema status 
was not included in our study. It being a retrospective study, 
objective documentation of macular status by optical coherence 
tomography was not available for all patients. Since without 
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