
1. Morikubo S, Takamura Y, Kubo E, Tsuzuki S, Akagi Y. Corneal changes after
small-incision cataract surgery in patients with diabetes mellitus. Arch
Ophthalmol. 2004;122:966-969.

2. Kelman CD. Phaco-emulsification and aspiration: a new technique of cata-
ract removal: a preliminary report. Am J Ophthalmol. 1967;64:23-35.

3. Hayashi K, Hayashi H, Nakao F, Hayashi F. Risk factors for corneal endothe-
lial injury during phacoemulsification. J Cataract Refract Surg. 1996;22:1079-
1084.

4. Walkow T, Anders N, Klebe S. Endothelial cell loss after phacoemulsifica-
tion: relation to preoperative and intraoperative parameters. J Cataract Re-
fract Surg. 2000;26:727-732.

5. Dick HB, Kohnen T, Jacobi FK, Jacobi KW. Long-term endothelial cell loss
following phacoemulsification through a temporal clear corneal incision. J
Cataract Refract Surg. 1996;22:63-71.

In reply
It is well known that several parameters, including nucleus

density, axial length, and ultrasound power, have been re-
ported to influence endothelial cell loss after phacoemulsifi-
cation. It is possible that these factors distorted our consid-
eration. The grade of nucleus density is a major factor among
them, as Dr Tsai pointed out. We had already investigated
whether nucleus density was significantly different between
the diabetic and nondiabetic groups in our study, although
we did not show the data. We classified nucleus density into
6 grades according to the Lens Opacities Classification Sys-
tem III1 and compared the number of eyes in each grade be-
tween the diabetic and nondiabetic groups using the Mann-
Whitney test (Figure). As a result, the number of eyes in
each grade by Lens Opacities Classification System III was
not significantly different in both groups (P=.80). The dis-
tribution of grade in nucleus density was similar in both groups.
From this result, we think that nucleus density did not have
any influence on our conclusion in this study.

As you know, human corneal endothelial cells do not pro-
liferate throughout life. Endothelial defects are covered by
stretching, extending, and transferring the residual cells. Be-
cause of this physiological feature, corneal changes that are
present 1 month after surgery may represent a temporary
effect. We also think that it is important to know whether
corneal endothelial impairment among patients with dia-
betes after cataract surgery represents a temporary effect
or permanent damage.2 Because inflammation in the ante-
rior chamber of an eye of a patient with diabetes may con-
tinue, the endothelial damage may worsen. Currently, we
are investigating long-term corneal changes in patients with
diabetes after cataract surgery.
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Incorporating the Results
of the Ocular Hypertension Treatment Study
Into Clinical Practice

W e congratulate Robin et al1 and Jampel2 on
their thought-provoking editorials. Com-
mentaries such as these will stimulate de-

bate and further research, which, in turn, will influence
medical treatment and public policy.

The major question raised in both editorials is how
to incorporate the results of the Ocular Hypertension
Treatment Study (OHTS) into clinical practice.3,4 The au-
thors correctly emphasize that only a minority of ocular
hypertensive individuals develop open-angle glaucoma
and that even a smaller fraction develop visual impair-
ment or blindness. On this basis, Robin et al1 conclude
that there is little reason to treat individuals with ocular
hypertension, and they recommend careful follow-up and
initiation of treatment after glaucomatous damage is con-
firmed.

The original OHTS publications recommended that
physicians consider treatment for ocular hypertensive in-
dividuals at moderate to high risk for developing pri-
mary open-angle glaucoma, taking into account the pa-
tient’s general health, life expectancy, and personal
preferences.3,4 This approach is similar to the one dis-
cussed by Jampel2 and is also consistent with many areas
of preventive medicine, such as treating elevated cho-
lesterol levels or blood pressure.

To fully incorporate the results of OHTS into clinical
practice and public policy, we must also include the val-
ues and preferences of our patients and society regard-
ing the cost and consequences of glaucoma. Currently,
investigators from the OHTS are preparing a cost-utility
analysis of treating ocular hypertension that takes into
consideration patient factors, such as individualized risk
of developing primary open-angle glaucoma, and social
factors, including the cost of blindness to society. This
analysis will evaluate the cost-effectiveness of treatment
for individuals at different levels of risk for developing
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Figure. The number of eyes in each grade by Lens Opacities Classification
System III was not different between the diabetic and nondiabetic groups
(Mann-Whitney test, P=.80). NC indicates nuclear color; NO, nuclear
opalescence.
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primary open-angle glaucoma. Robin and coworkers1 pre-
sent a brief cost analysis that does not consider different
levels of risk.

We are also combining the OHTS data set with the da-
tabase from the European Glaucoma Prevention Study,5

yielding a prospective data set on more than 2700 people
with ocular hypertension. This will allow us to test the
OHTS risk model in an independent sample and to use
the combined database to refine the risk model for the
development of glaucoma. When the economic analysis
and the risk model from the joint data set become avail-
able, clinicians will have useful information to make evi-
dence-based decisions about preventive treatment in ocu-
lar hypertensive individuals.

Clearly, additional studies are needed to answer the
question about the best time to initiate treatment in glau-
coma. It is not clear whether treatment initiated later in
the course of the disease is equally effective in prevent-
ing visual impairment.
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