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care centers. I am sure all training programs can ensure that. 
What it requires is a strong belief and motivation and not just 
sophisticated tools. The present state of residency training is 
primarily due to a lack of that will rather than lack of time or 
modern tools. The article by Thomas et al, clearly proves this;[1] 
teaching standards and care delivery in all medical college 
departments included in the study failed to meet the speciÞ c 
benchmarks even aft er the provision of quality equipments. 
Yes, in view of many new developments in ophthalmology 
we must update curriculum for residency training but 
periodic accreditation of training standards using the checklist 
provided in the article by Thomas et al. and a uniform system 
of evaluation of residents as suggested by Grover[2] will go a 
long way in achieving this target. 
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The crisis in ophthalmology 
residency training programs

Dear Editor,

The article by Thomas et al.,[1] on the state of the residency 
training program was very illuminating.[2] As Grover puts it 
in his editorial, this is the crisis we face today which should 
be tackled in all seriousness.[3] The slackness in many of our 
residency training programs is responsible for most of the 
problems in eye care we face today.  

Studies show that even though the sheer volumes of cataract 
surgery has increased in India, the quality of these surgeries for 
sight restoration still leave a lot to be asked for. The quality of 
many of these is questionable.[4] The practice of clinical audits 
is not being followed. Senile cataract still forms a large chunk 
of avoidable blindness in the country. Poor service and the fear 
of surgery are put forth as a major barrier for uptake of service 
by researchers.[5] 

A recent case control study done by us showed that 
eye care practitioners had missed many cases of advanced 
glaucoma. The lack of comprehensive eye care examination 
was responsible for that, and these skills can be taught and 
acquired only in a good residency program. The mushrooming 
of so many short-term training courses and the willingness of 
young ophthalmologists to work at dismal pay packets can all 
be att ributed to this deÞ ciency.

A study done by us to gauge the perspective of ophthalmology 
residents in Maharashtra, India had shown that the resident 
doctors were aware of this lacuna.[6] They wanted to be taught 
basic examination skills. There was a great mismatch between 
their perspective of surgeries needed to be done to master them 
and the actual numbers being performed by them. Murthy�s 
survey was directed to the heads of department and the 
residents� perceptions diff ered widely from the department 
heads.[7] Non-cataract surgery was also neglected. Our patient 
expects more from ophthalmologists than just being good 
cataract carpenters.

We need to structure our residency training programs if 
Indian Ophthalmology has to be truly world class. Some of the 
best and the brightest medical graduates choose ophthalmology 
as their subspecialty. The training programs should nurture 
this talent rather than stunting it. One swallow does not make 
a summer; similarly, few world-class quality institutions do 
not make Indian ophthalmology.

The National Board of Examinations and the Academic and 
Research Committ ee of the All India Ophthalmology Society 
have taken some steps to this end. This overhaul is needed if 
the goals of Vision 2020 to eliminate blindness are to be met 
and if Indian Ophthalmology has to be truly quality driven. 
Few journals, conferences and continuing medical education 
programs (CMEs) cannot do that.

The All India Ophthalmology Society and the Indian Journal 
of Ophthalmology can take the lead in this in producing a 
preferred practice patt ern, monitoring of structured residency 
training and standardization of the exit examination. The focus 
should be on the outcomes (what the resident learns) and not 
just the output (the amount taught/demonstrated) and the 
outlay (the money spent). We have the people (trainees and 
trainers), the resources (equipment and instruments), but we 
need to muster, as Grover aptly puts it, the will, and the desire 
to improve our system.
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Evaluation of medical college 
departments of ophthalmology in 
India

Dear Editor,

The article on evaluation of medical college ophthalmology 
departments in India and their training by Thomas et al,[1] was 
an eye opener and I commend the authors and the editorial 
board of the Indian Journal of Ophthalmology for publishing 
it. It is paradoxical that while some of us are doing population-
based surveys to screen for eye diseases in the community, 
the patient who walks into the hospital does not even get a 
comprehensive eye examination. 

Though the excuse during the Þ rst evaluation may have been 
lack of instrumentation, the state of aff airs has hardly changed 
aft er eight years and a grant of Rs. 34 crores towards modern 
instrumentation. The cataract surgical patt ern had changed to 
include intraocular lenses for 91-99% of patients.[1] While the 
numbers appear impressive, what is the point if these are done 
without preoperative A-scan, sometimes without magniÞ cation 
and no postoperative slit-lamp assessment? Why were the 
perimeters, lasers, phaco machines not used routinely for 
indicated cases? Why should instruments be locked up and not 
used? It is obvious from this article that providing instruments 
and training the trainers hardly made any diff erence. 

The quality of the average ophthalmology training in India 
is far from desirable, though there are several exceptions with 
excellent training programs. Those of us who are involved 
with training should take a few minutes to introspect whether 
we are following all the criteria for appropriate training. The 
basic guidelines have been clearly stated by the authors in 
their article [Tables 2-5] and should be applicable to each of 
our centers. The programs should be such that a well-trained 
postgraduate does not need extra training in cataract surgery 
or comprehensive eye examination. It is appropriate for them 
to seek fellowship training in a subspecialty but to be re-
trained in comprehensive ophthalmology is a waste of time 
and resources.

It is high time that we standardized ophthalmology training 
in India. There should be a basic minimum curriculum followed 
by all training programs. Good residency training is absolutely 
necessary for the future of Indian ophthalmology. Also, the 
Medical Council of India should appoint an accreditation board 
for postgraduate education. Medical colleges should be allowed 
to continue their postgraduate training programs only if these 
basic guidelines are fulÞ lled. 

If this report was made available to the policy makers and 
the concerned authorities what was the action taken? The same 
state of aff airs will continue if nobody is held responsible or 
accountable for such wastage of money and resources. Such lack 
of responsibility and accountability should be condemned. 

Practical approach to medical 
management of glaucoma

Dear Editor,

We read with interest the article �Practical approach to medical 
management of glaucoma� by Parikh et al.[1]

The authors have stated that the eff ect of prostaglandin 
analogue (PGA) is �inversely proportional� to the degree of 
closed angle. They also stated that the eff ect of PGA in a totally 
closed angle is minimal. However, they did not support either 
of these statements with any evidence from the published 
literature. 

In our experience, PGA therapy is useful in medical 
management of many cases of chronic angle closure 
glaucoma (CACG) aft er laser peripheral iridotomy (LPI). 
On an extensive search of the published literature, we 
found abundant evidence supporting the effi  cacy of PGA in 
controlling intraocular pressure (IOP) aft er LPI in patients 
with CACG even with signiÞ cant degree of peripheral anterior 
synechiae (PAS). 

In a prospective observational case series[2] of 137 Asian 
subjects with CACG, the IOP-reducing effi  cacy of latanoprost 
was not affected by the degree of PAS. In a crossover 
comparison of latanoprost and timolol in CACG in Indian 
patients,[3] those with PAS involving more than 180° achieved 
greater IOP reductions with latanoprost. A recent case series 
found signiÞ cant reduction in IOP with latanoprost in CACG 
patients with 360° of PAS on gonioscopy.[4] As further evidence, 
a report of the Third Consensus Meeting of the Association of 
International Glaucoma Societies on the management of angle 
closure glaucoma concluded that PGAs are the most eff ective 
medical agents in lowering IOP following LPI, regardless of 
the extent of synechial closure.[5]

We do appreciate that the mechanism of action of PGA in 
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The national and state ophthalmic associations can help 
in implementing these guidelines. [Tables 2-5].[1] These 
guidelines are already being followed by several training 
programs and a key factor for the success of these programs 
is commitment from the trainers. Each one of us should 
make a commitment towards improving the basic standards 
of resident training, making sure that all postgraduates are 
trained in comprehensive eye examination, basic diagnostic 
and surgical skills. 
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