
that tension from the temporal suture or a postoperative

pressure rise may be responsible.

We recommend the following to reduce the risk of RK

dehiscence for patients undergoing cataract surgery. While

a clear corneal incision may be acceptable if there is

sufficient distance between the RK incisions for one to be

made without intersecting an RK incision, a scleral tunnel

should be considered.2,4 The advantage being the internal

wound will be further away from RK cuts compared to

that of a corneal incision. The scleral tunnel should be

sufficiently short so that the cornea is not distorted per-

operatively, but also long enough that the internal wound

is far away from the RK incisions. If a corneal incision is

used and there is an astigmatic keratotomy incision

parallel to the main wound, suture closure of the main

wound should only be used if essential. Postoperative

topical or oral intraocular pressure prophylaxis should be

considered to help prevent pressure spikes. Patients

should have a first day postoperative review, even if their

surgery is uneventful, to look for delayed RK dehiscence as

occurred in our patient.
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Sir,
Adherence to College biomerty guidelines

One of the purposes of the National Biometry Audit1

was to enhance awareness of the Royal College

guidelines on biometry formulae. It is therefore worth

highlighting that the guidelines stated in the National

Biometry Audit II2 are not the most up-to-date ones from

the College. The current guidelines3 suggest, among

other possibilities, that the SRK/T formula may be used

for all axial lengths. The ease of using one formula for

all patients is likely to make compliance with the

guidelines even better.
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Sir,
Adherence to college biometry guidelines

Thank you for your observation that the Royal College of

Ophthalmologists (RCOphth) guidelines on IOL

formulae quoted in the National Biometry Audit II

paper1 are not the same as the current RCOphth

guidelines.2 This is because the guidelines changed in the

interval between acceptance of this paper and its

publication. While all modern formulae achieve good
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results in the common axial length range (when A

constants are customised separately for IOL Master or

ultrasound biometry), it is of interest to note, for

example, that an eye with an axial length of 21.00mm

and K values of 7.80mm, the Hoffer Q and SRK/T

formulae recommend IOL powers of 32D and 31D,

respectively, to achieve emmetropia, which suggests that

for short eyes different formulae are not likely to be

equally accurate. Large data sets of short or long eyes are

needed to prove the superiority of one or other formula

for eyes at the extremes of the axial length range and the

Cataract National Dataset in the UK will be one way of

achieving such data sets.
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Sir,
NEMO mutational analysis in a Japanese family with

incontinentia pigmenti

Incontinentia pigmenti (IP), also known as

Bloch–Sulzberger syndrome, is an X-linked

Correspondence

888

Eye


	Adherence to college biometry guidelines
	References


