
Sir,
Reply to Corneal hysteresis in eyes undergoing
phototherapeutic keratectomy

We appreciate the insightful comments of Drs Qiu and
Zhang on our published article.1 We had shown earlier
that eyes with higher intraocular pressure (IOP) are more
predisposed to having lower corneal hysteresis (CH),
indicating that IOP levels may affect the measurement of
CH.2 After phototherapeutic keratectomy (PTK), we
topically administered the steroid, fluorometholone
(0.1%), four times daily for 1 week, the dose being
gradually reduced thereafter. However, the corneal
compensated IOP measured with an Ocular Response
Analyzer (Reichert Ophthalmic Instruments, Depew,
New York, USA) was 15.8±3.8mmHg preoperatively
and 16.3±3.9mmHg 3 months postoperatively. No
significant IOP rise as a result of the response to the
steroid occurred in any eye during the follow-up period.
Accordingly, we consider that IOP did not significantly
affect the measurement of CH in eyes undergoing PTK in
this study.
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Sir,
Features of common variable immunodeficiency

I read with interest the article by Harsum et al.1 The
authors state that the diagnosis of common variable
immunodeficiency (CVID) is made on the clinical history
of recurrent infection, usually of the respiratory tract,
in the context of reduced total IgG. However,
Some points need to be clarified. Other causes of
hypogammaglobulinaemia, for example, nephrotic
syndrome and haematological malignancies, must be
ruled out before the diagnosis of CVID has been made.
So complete blood count with differential, urine protein

analysis must be performed.2 History of medications is
also crucial. Corticosteroids, gold salts, penicillamine,
antimalarial drugs, sulphasalazine, fenclofenac,
phenytoin, and carbamazepine can contribute to
hypogammaglobulinaemia.2
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Sir,
Response to Kittisupamongkol

We thank Dr Kittisupamongkol1 for his interest in our
case and for drawing attention to a key aspect of
diagnosing primary immunodeficiencyFserum
antibody levels reflect rate of production and loss
and this can be influenced by a long list of pathologies
which must be excluded before diagnosing CVID.
We can confirm that our case meets full diagnostic
criteria as outlined by the European Society of
Immunodeficiency,2 and that further investigation was
undertaken to identify new pathologies such as
mycobacterial infection.
Where immune deficiency is suspected, an initial

panel of investigations should be undertaken to
exclude haematological malignancy autoimmune
disease, renal disease, and HIV. A thorough medical,
surgical, and drug history should identify iatrogenic
immune deficiency. Further investigations to exclude
defined cellular immunodeficiency or genetic
disorders can be undertaken by the immunology
laboratory.3
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Sir,
Ensuring the quality of cataract referrals

We read with interest the article by Park et al1 ‘evaluating
a new cataract referral pathway’ and would like to
advocate the importance of GP involvement in the direct
referral pathway. At 12 months after introducing the
direct referral forms to optometrists in the catchment
area served by Frimley Park Hospital, we compared
the quality of referrals with that obtained through the
traditional GP route.
Comparison of 54 age- and date-of-referral-matched

referrals showed that direct optometrist referrals
documented the symptoms and Snellen visual acuity
adequately compared with the traditional GP route
(100 vs 97.4%). In agreement with Park et al, past medical
history was more often documented on the traditional
referral forms compared with the direct referral forms
(66.6 vs 22.5%). Traditionally, patients diagnosed by their
optometrist with cataracts would be referred to their
GP and then unto the hospital eye service (HES).
A comparison of the time to HES from diagnosis, showed
a significant reduction in time-to-first appointment with
direct optometrist referrals (74.9 vs 94.9 days),2 indicating
that streamlining the referral pathway does reduce
waiting times. Nevertheless, the involvement of the GP
in the referral ensures access to the medical and social
history of the patient. Although, this information did not
seem to affect the outcome of surgery in the Park et al
study, this is probably because the information is
subsequently obtained from the patient by the
ophthalmologist before surgery and appropriate action
undertaken. General medical and social history is
certainly useful for triaging patients
and referral to the appropriate ophthalmic sub-specialist.
GP involvement is invaluable in ensuring the quality of
the referral and should be an integral part of education
on cataract referrals from community services. We
conclude that direct referral through the optometrist is
effective but requires participation and co-ordination
between services to ensure and maintain quality.
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Sir,
Response to Dinah et al

We would like to thank Dinah et al for their helpful
discussion in relation to our cataract referral study.1 We
were most interested to find that in Frimley Park Hospital,
in agreement with our Bristol study, traditional cataract
referrals are more likely to detail the past medical history
than direct cataract referrals, emphasising yet again on the
importance of collaboration between the patient’s general
practitioner and hospital eye service (HES).
We agree that at the time of cataract referral review by

the HES it is most useful to have the past medical history,
drug history and social history, which is used to identify
patients that need more urgent surgery or have special
needs in relation to their surgery, such as an in-patient
stay or need of a senior surgeon because of anticipated
surgical hurdles. To ensure this, in Bristol we have
devised a combined, direct referral form, which
combines the requisite information from both the GP
and community optometrist onto a single, unified form.
Initially, this will be in paper format, and in due course
be managed electronically.
We hope to re-audit our outcomes (and in particular

assess the rates of conversion to surgery and reasons
for not proceeding to surgery) to see if this combined,
direct referral form further improves the standard of
care.
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