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Author’s reply

Dear Editor, 
I thank Mr. Kongsap[1] for the interest in my article.[2] All 
techniques based on the Akahoshi prechop [3,4] will of necessity 
bear some resemblance to each other. If the Akahoshi prechop 
technique as described by Akahoshi is applied to small-incision 
cataract surgery it does not really count as a modification, just 
a new application for the same technique. This is probably the 
situation with Wiriyaluppa’s technique (which I have not been 
aware of before), but which he describes in his letter to the 
editor[1] as having “used the Akahoshi chopper forceps to divide 
the nucleus within the capsular bag.” However, my technique 
would probably qualify as a modification as the prechop is not 
carried out in the bag, and, the prechopper is not inserted in 
the anterior aspect of the nucleus.

Instead the lens is first prolapsed into the anterior chamber 
at least partially, and the prechopper then introduced into 
the posterior aspect of the lens and the lens then prechopped 
from behind forwards. This virtually eliminates any risk of 
zonular dialysis due to excessive pressure on the capsular 
bag, however, it introduces the risk of the nucleus rubbing the 
endothelium. That is why a dialer is always required anteriorly 
for counterpressure (similar to the sustainer of Akahoshi) 
to keep the nucleus from rubbing against the endothelium. 
However, the nucleus sustainer as described by Akahoshi, does 
not press the nucleus down away from the cornea, but instead 
is used to support the equator of the lens while prechopping 
from front backwards, in the capsular bag, in cases with weak 
zonules or very hard nuclei. A video of the Bhatti modification 
of the Akahoshi technique can be viewed at  http://bhattieye.
com/videos/nucsplitbhatti-1.wmv 

The purpose of the article was really to demonstrate the 
technique, which I have been performing since a little after I 
saw Akahoshi’s technique when he visited India in the early 
1990s, and illustrate that from the astigmatism point of view, 
it is complementary to phacoemulsification, and not really 
competitive with it. The purpose was not really to list all 
the complications associated with this technique, which by 
and large are similar to small-incision cataract surgery  or 
phacoemulsification, with the singular exception that nucleus 
drop has never occurred. The most frequent complication noted 
is occasional striate keratitis, near the temporal or nasal corneal 
tunnel, as the case may be. Being right-handed, I usually sit 
at the head end and make a temporal tunnel for the right eye 
and a nasal tunnel for the left eye. This keratitis is always self-
limiting and clears in a maximum of three to four days.

Wiriyaluppa’s mention of a technique using a 23-G needle to 
prechop the nucleus is analogous to the classical phako chop, 
using a phako probe, and I have in the past tried out a similar 
manual technique using two dialers, but it did not work well 
in my hands at least. However, I must add that I developed my 
modification of Akahoshi’s technique also because I could not 
master sufficiently the classical Akahoshi prechop. 
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Comparison of patient satisfaction 
with services of vision centers in 
rural areas of Andhra Pradesh, India

Dear Editor, 
We thank Gogate for showing interest in the article[1] and 
sharing some important questions.

The Vision Center Services are standardized (in terms 
of uniformity in screening protocol, cost of spectacles, and 
policy of no charge for screening) across all vision centers 
irrespective of location and provided free of charge for all 
patients.[1] The technician’s clinical skills across the vision 
centers are rated as moderate to excellent by evaluators.[1,2] 
Using a criteria presented in Table 1 of the paper, four vision 
centers were selected in the study.[2] The selected vision centers 
represent two different village settings (big and small villages) 
and two different experiences with regard to vision center’s 
performance.[1,2] Therefore it is a clear indication that there is 
no selection bias with regard to the selection of vision centers. 

The Vision Technicians’ skills related to how to manage 
the vision center’s work, how to communicate to patients, 
service delivery with personal care etc. varied and the study 
published in IJO has attempted to see whether these aspects are 
associated with difference in the levels of patient satisfaction.[1] 
The authors agree that it would be interesting to note if the 
vision technicians who have been successful in bigger villages 
can show the same performance in small villages. 

The authors agree that the services of vision centers in 
small villages should not be underestimated since they are 
equally valuable to the patients of remote villages. The vision 
technicians who serve in remote places should be part-time eye 
care professionals for the center-based screening activities and 
partly in villages for general awareness, preschool screening 
at Anganwadis, school screening and building dialogue with 
the 3 ‘A’s: Anganwadi workers, Auxiliary nurse midwife and 
Asha workers to improve awareness which would optimize 
the work of trained vision technicians. This effort from vision 
technicians is now happening in Andhra Pradesh, which in 
turn helps developing the habit of routine eye examination 
among the people living in remote rural areas. 
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