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Status of pediatric eye care in India

Dear Editor,

We read the article, status of pediatric eye care in India[1] with 
keen interest. We have the following comments.

The authors felt that inpatient facility was necessary to 
qualify for the analysis as pediatric eye care providers. By 
doing so many pediatric eye care facilities in the private 
sector, who provide sizeable volume of eye care for children 
and function as ambulatory surgery centers may have 
been excluded. Some of us also conduct surgical camps in 
collaboration with local Zilla Parishad where more than 15 
eye surgeries are performed each day as ambulatory surgeries 
under Sarva Shikshan Abhiyaan. It is only when a child < 1 
year or having a congenital heart disease or other systemic 
morbidity is posted for eye surgery, that an inpatient facility 
is required. Such situations are managed well by having a 
pediatrician / neonatologist stand-by during surgery in the 
eye center followed by transfer and admission of the child 
in the neonatal intensive care unit (ICU) or pediatric ICU for 
few hours, for monitoring of the baby. Moreover, the authors 
have found that the private sector was accessed more oft en 
by clients for pediatric surgery than the government sector, 
and their involvement in service delivery for children was 
important.[1] Excluding the ambulatory surgery centers may 
seriously underestimate the status of pediatric eye care in 
India. 

Endorsed by authors and stated by World health 
organisation (WHO), a pediatric team requires an 
ophthalmologist, optometrist and an anesthesiologist. We 
agree to the need of an anesthesiologist. However, we have 
not found the need of a pediatric trained optometrist much 
necessary as compared to the need of having a pediatrician / 
neonatologist as part of the team. Most surgical procedures 
performed in an infant and more so in a neonate require 
good coordination between the ophthalmic surgeon, 
anesthesiologist and a pediatrician. Anticipating and averting 
the complication of general anesthesia is a far more complex 
task where an ophthalmologist has to depend entirely on 
the anesthesiologist and the pediatrician. On the other hand, 
almost all the optometry procedures can be easily and rapidly 
carried out by the pediatric ophthalmologist himself.

The authors have stated that there have been no formal 
training for pediatric ophthalmology till recently. However, 
literature reports the opening of the Þ rst formal Pediatric 
ophthalmology and strabismus  training center in India way 
back in 1990 which continues without interruption till date.[2]

The data in this study indicates that a pediatric cataract 
surgery was performed 5.1 times (range 3-7 times) more 
oft en than a squint surgery. This data is quite diff erent than 
one would expect from a well developed, rather a mature 
pediatric eye care facility where a squint surgery is performed 
many times more than a cataract surgery in children. This fact 
should be obvious from the incidence of pediatric cataract (1 in 
15/10,000)[3] compared to the squint (2.5 � 4 in 100),[4,5] or large 
number of patients with squint do not avail surgical correction 
due to reasons best known to them.

Authors' reply

Dear Editor,

I am thankful to Kothari et al,[1] for taking a keen interest in  
our article.[2]

We would like to clarify some of the issues raised in the 
rejoinder to the article.

1. We screened all hospitals and opined that only hospitals 
which provided inpatient services would be included for 
the simple reason that such institutions would have the 
infrastructure to tackle any complications that may arise 
during surgery. The inpatient facilities do not pertain to 
speciÞ c beds for children but the availability of beds in 
general. This categorization does not exclude institutions 
providing ambulatory services and does not in any way 
mean that all children should be admitt ed for surgery. 
Such a categorisation helped us in excluding clinics where 
the infrastructure would be inadequate for surgery. When 
outreach camps have been stopped for cataract surgery, it 
would be important that more care is taken for pediatric 
surgery. The article clearly mentions that private eye care 
facilities were also accessed �quite oft en� and not �more 
oft en� which has an entirely diff erent meaning. As is evident 
from the results presented, more pediatric surgery was 
done at NGO and government institutions than at private 
institutions. This is evident from Table 4 of the article[2] in 
addition to what has been mentioned in the text. 

2. The WHO endorsement of the team approach cannot be 
refuted for its conception. What we have mentioned is the 
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need of a �team approach� which includes not only the 
optometrists but also others like counsellors. We agree 
that a skilled pediatric ophthalmologist can manage in 
the absence of a trained optometrist. However this comes 
at a cost as the surgeon is then undertaking tasks which 
can be handled eff ectively by another member of the team. 
It is only if the pediatric ophthalmologist does not have 
much work to do that such an approach would be feasible. 
However sett ing up a pediatric ophthalmology unit in a 
hospital where the pediatric ophthalmologist does not have 
adequate work load is not tenable.

3. In the centuries old history of ophthalmic practice, 1990 is 
recent and not ancient. Recent does not connote a one year 
or six month period.

4. The point is well taken that at �mature� pediatric 
ophthalmology units there would be a substantial amount 
of squint surgery compared to pediatric cataract surgery. 
This could also be due to the fact that most anterior 
segment surgeons are comfortable with cataract surgery 
but less conÞ dent of doing a squint surgery and therefore 
there would be more squint surgery at �mature� centers. 
It should also be remembered that a proportion of squint 
surgery is done at older ages (more so for cosmetic 
reasons) and so would not be captured among children. 
Though the prevalence of all squints would be higher 
than pediatric cataract for the reasons mentioned above 
and the community perception where an obvious opacity 
in a child�s eye (which may make parents seek att ention) 
compared to squints where parents perceptions may 
be diff erent could contribute to the diff erence. Also the 
number of �mature� pediatric ophthalmology units would 
be limited in comparison to the size of the population in 
India. Because of the above, as mentioned by the authors, 
the proportion availing squint surgery may be low due to 
reasons best known to the parents. We have only presented 
the situation as it is and cannot sit in judgement on this 
issue as we do not have any supporting evidence regarding 
surgical preferences. 
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Herpes zoster ophthalmicus or 
Herpes zoster maxillaris?

Dear Editor,

We read with interest the article by Biswas et al.[1] The authors 
deserve to be congratulated for highlighting the anterior 
segment manifestations of human immunodeÞ ciency virus 
(HIV)/ acquired immunodeÞ ciency syndrome (AIDS). We have 
certain observations to make.
1.  The authors have given a good external photograph of 

AIDS patient with facial skin lesions,[1] which clearly looks 
like a case of herpes zoster maxillaris rather than herpes 
zoster ophthalmicus. Involvement of forehead skin is a 
classical feature of herpes zoster ophthalmicus. In the 
picture shown [Fig. 1] the forehead skin was totally spared 
and maxillary division of trigeminal nerve supplying the 
facial dermatomes was involved.

2.  Dacryocystitis, basal cell carcinoma, chalazion, bacterial 
folliculitis, madarosis, stye, scleritis, episcleritis, complicated 
cataract, were also well documented rare anterior segment 
and adnexal manifestations of HIV and AIDS.[2-4]

3.  The authors fail to highlight orbital manifestations like 
orbital lymphoma, orbital eosinophilic granuloma, orbital 
cellulitis [Fig. 1], orbital abscess, subperiosteal abscess 
formation in HIV and AIDS patients. Opportunistic 
infections caused by bacteria, virus, fungi and protozoan 
organism have been associated with AIDS that may 
involve the orbit and sinuses. Orbital involvement usually 
occurs due to spread of infections from paranasal sinuses. 
Invasive or fulminant aspergillosis of the orbit carries a 
poor prognosis, particularly when the immunosuppressed 
state cannot be reversed. Pneumocystic carinii can aff ect the 
orbit in patients of HIV. Patients can present with proptosis, 
blurred vision, pain on eye movement, and papillodema. 
Orbital pneumocystis carnii responds very well with 

Figure 1: External photograph showing multiple styes with preseptal 
cellulitis in non-diabetic HIV patient
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