subjects on initial testing. Repeat
perimetry using the same screening test
at an interval of 2 weeks found abnormal
results in only 7.8% of subjects.
Goldmann perimetry by a skilled
perimetrist subsequently confirmed a
glaucomatous visual field defect in only
1.1% of subjects. Thus, individuals
referred with an isolated visual field
defect without confirmatory repeat
perimetry comprised another source of
unnecessary false positive referrals in our
study.

tWe acknowledge that increased
perimetric threshold variability may be an
early indication of glaucomatous loss of
visual function with static achromatic
perimetry. It is therefore possible that
some cases of early glaucoma were
incorrectly labelled as false positive
referrals in our study. However, the
learning effect is a far more common
cause of perimetric variability in
population screening given the low
prevalence of glaucoma. It is therefore
customary to consider that an individual
does not have glaucoma if repeat
perimetry demonstrates a normal field.
This approach has generally been adopted
in studies of visual field screening,
including those referenced by Dr Spry.>”
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Sir,

I noted an inaccuracy in the article on
cataract surgery by Tan et al.! In this
article they use the term ’extracapsular
cataract surgery’ for manual
extracapsular cataract surgery.
According to my definition of
extracapsular cataract surgery,
phacoemulsification is also a form of
extracapsular cataract surgery.

I have observed this nomenclature in
other medical literature. Is it not time we
applied more accurate terms to describe
our operations? I would suggest

‘manual extracapsular surgery’ to more
accurately describe this operation, to
distinguish it from extracapsular
cataract surgery performed with the aid
of phacoemulsification.
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Sir,

We acknowledge that
phacoemulsification cataract surgery is a
form of extracapsular cataract surgery.
The term ‘manual extracapsular surgery’
could be usefully applied to distinguish
it from extracapsular cataract surgery
performed with the aid of
phacoemulsification.
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