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eyes with closed angles is not well understood. However, in 
light of positive results with the use of PGA in CACG, it has 
been hypothesized that PGA may increase the uveoscleral 
outß ow by gaining access to the ciliary body either through the 
partially open part of the anterior chamber angle or through 
other routes such as the posterior chamber between the iris 
and lens, the iris root itself, or the sclera.[2] 

Parikh et al.[1] have also stated that the effect of PGA 
on IOP reduction is minimal if the patient is treated with 
pilocarpine. The current evidence in literature is against this 
statement. It is accepted that the contraction of the ciliary 
muscle induced by high-dose pilocarpine may theoretically 
hinder uveoscleral outß ow, and in some animal studies, a 
high-dose (10%) pilocarpine has been shown to reduce the 
ocular hypotensive eff ect of PGA. However, several clinical 
studies clearly indicate that a therapeutic dose of pilocarpine 
does not inhibit the ocular hypotensive eff ect of PGA in the 
human eye. In a detailed review of available literature,[6] it was 
concluded that the addition of latanoprost to the treatment 
regime of patients already taking cholinergic agonists is 
eff ective. Shin et al.[7] have shown that pilocarpine therapy, 
in any dose, has no signiÞ cant adverse eff ect on latanoprost 
additive therapy. 

Based on our clinical experience and the available evidence 
in literature, we believe that PGAs are an important part of 
the armamentarium in modern medical therapy of most cases 
of CACG. 
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Author�s reply

Dear Editor,

We thank Bansal et al.,[1] for their interest in our �practical 
approach� to medical management of glaucoma and their 
valid comments. We too agree with their conclusion that 
�prostaglandin analogues (PGAs) are an important part of 
the armamentarium in modern medical therapy of most cases 
of chronic angle closure glaucoma (CACG).� As far as we can 
gather from a re-read, we never implied that PGA should not 
be used in angle closure glaucoma. In fact in the �initiation of 
medication� section we clearly stated that �In an ideal world 
(not considering cost), we would like to use a prostaglandin 
analogue in most glaucoma patients as a Þ rst line�.[2] The 
authors mentioned the lack of references for some of our 
statements: that (and more) was dictated by the word limit 
for the journal. Additionally, while references can usually be 
found to support most of our biases, their validity is a diff erent 
issue entirely.[3,4]

To clarify our statements: 
1. We stated that �the eff ect of PGA is inversely proportional 

to degree of closed angle. The eff ect of PGA in a totally 
closed angle is minimal.� In our limited experience PG 
analogues do not reduce intraocular pressure (IOP) in 
totally (synecially) closed angles as much as in open or 
partially open angles. As this statement was based on 
our (admitt edly anecdotal) experience (which obviously 
diff ers from the anecdotal experience of our colleagues), 
perhaps we should have used �seems� instead of �is.� We 
are aware of the articles referred to by the authors but do 
feel they are not deÞ nitive either. And while we were part 
of and agree that the association of international glalucoma 
societies (AIGS) consensus states that it appears that degree 
of synechia does not aff ect the ability of IOP reduction, a 
consensus has a certain place in evidential hierarchy and 
�appears� is the key word. 

2. �If a patient is on pilocarpine for whatever reason, the eff ect 
of PGA on IOP reduction is minimal and other medication 
(drugs which work on cilliary body) should be used.� To 
agree, or disagree, we should deÞ ne minimal. From a 
practical standpoint we feel that the (approximately) 1-2 
mm Hg of IOP reduction obtained in such cases may not 
be clinically signiÞ cant and we would prefer to try another 
drug Þ rst.[5] 

Finally, specialists are known to disagree about details, more 
so when the evidence is not deÞ nitive. Our article was intended 
for comprehensive ophthalmologists as a practical guide to the 
medical management of glaucoma; we hope that the lack of 
major objections indicates some (albeit unstated) support for 
the objective, the philosophy and principles enunciated. 
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Postgraduate ophthalmic education 
in India?

Dear Editor,

I read the article by Thomas et al.[1] and accompanied editorial 
by Grover et al.[2] with great interest. The article by Thomas 
et al. shows the sad state of Indian ophthalmology residency 
training programs.[1] As this cannot be invisible to most of us, 
why are we turning a blind eye to this potential storm, which 
is only going to get worse in coming years. Is it not time that 
we abandon our ostrich-like approach? 

I have faced some embarrassing moments because of this 
state of aff airs (I am sure many of us would have had similar 
experiences), which I would like to share with other readers. 
When I appeared for my diploma examination in 1999, an 
examiner (from a college that had diploma and master�s 
PG residents) asked me about the classiÞ cation of diabetic 
retinopathy. When I mentioned the early treatment diabetic 
retinopathy study (ETDRS) classiÞ cation, I was harassed for 
my entire practical exam. The question is not whether I passed, 
which I did, or failed, the question is that the professor of 
ophthalmology who was training postgraduate students had no 
knowledge of modern diabetic retinopathy classiÞ cation, was 
not aware that a three-mirror is not the ideal method of doing 
gonioscopy, and did not believe in indentation gonioscopy 
and a lot more modern practices. He had no knowledge of the 
corneal ulcer classiÞ cation from Thoft �s textbook and wanted 
me to tell him some classiÞ cation mentioned in Indian books. 
Fortunately, he did not ask me about using milk as a treatment 
for corneal ulcer! 

The article by Thomas et al. clearly shows that providing 
the latest technology and training alone will not change 
the  scenario.[1] The guest editorial mentions that we should 
improve the facilities and the infrastructure of our medical 
colleges and also help by providing assistance in terms of 
visiting specialists. [2] A specialist visiting the college that is 
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equipped to run that particular department can only be a 
short-term solution, which may help the students but not the 
system. The system needs to be changed; the article shows 
that even providing the best instruments and training did not 
achieve that at least in one state. We need a radically diff erent 
approach. Who will monitor those who are sitt ing at the top of 
these programs in many of the colleges and are not interested 
to change themselves and in turn do not want to improve the 
system?
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AIOS proceedings: A response

Dear Editor,

This is with reference to the article titled �An observational 
study of the proceedings of the All India Ophthalmological 
Conference, 2000 and subsequent publication in indexed 
journals� by Dhaliwal et al.[1] I would Þ rst like to congratulate 
and compliment the authors for this very innovative and eye-
opening study.

However, because the basis of this study has been the 
abstracts book of the 2000 conference held in Chennai and its 
subsequent proceedings, I would like to state the following 
points. I was the chairman of the scientiÞ c committ ee for that 
conference, having taken up the post aft er the Kochi conference. 
Many new and innovative ideas were introduced during that 
scientiÞ c program, and the members were required to submit 
the full text of their articles before presentation. 

Following the conference, the new editor of the proceedings 
informed me that he had received far less papers than that were 
presented at the conference (200 full texts against 278 abstracts 
as clearly noted by the authors). To rectify this situation, from 
the following year, the authors whose full texts were not 
received by a previously indicated deadline were not allowed 
to present their papers. 

This increased the number of articles in the proceedings 
considerably. Soon aft er, the editor of the Indian Journal of 
Ophthalmology at that time had indicated that several good 
papers presented at the conference missed being published in 
the prestigious journal of the society. During the third year of 
my term at the Ahmedabad conference, we strictly followed the 
instruction about noninclusion of those without full text (both 
in hard copy and soft  copy formats). Even though the names 
may not have appeared in the abstracts book, the Þ nal papers 
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