
used was 99.5 6 36.1 mJ, which is quite high compared
with laser energy use reported in adults (around 40–70
mJ).2 Also, the authors do not mention the size of capsulot-
omy achieved.

The mean age of the children undergoing cataract
surgery was 6.7 6 3.2 years, and the majority had hydro-
phobic acrylic intraocular lens insertion.1 The type of
posterior capsular opacification is not mentioned,
although given the age and type of intraocular lens the
proliferative type of posterior capsular opacification is
more likely.2 The proliferative type of posterior capsular
opacification is less resistant to capsulotomy than the
fibrous type and should therefore have required less laser
energy for disruption.2

Choi and associates1 mention complications, such as
clinically insignificant laser pitting of the intraocular lens
and transient elevation of intraocular pressure arising
from the laser procedure. There is no mention of the laser
burst offset settings used for the cases. The authors
conclude that Nd:YAG laser posterior capsulotomy can
be successfully performed in the pediatric population
without serious complications. However, there is no
mention whether serious complications, such as uveitis,
retinal detachment, and cystoid macular edema, were
looked for in the methodology as well as the results section.
Although a causal relationship is not established between
the laser energy levels and the rate of these complications,
these complications occur more frequently when the cumu-
lative energy levels are high (>70 mJ in adults) because of
disruption of the anterior hyaloid face and accelerated vit-
reous degeneration.2,3 Given that the energy levels were
too high in this study, it is imperative to perform a good
macular and dilated peripheral fundus evaluation to
search for these complications.

Nd:YAG laser posterior capsulotomy is a good therapeu-
tic option for posterior capsulotomy in select cooperative
pediatric patients, but it has its own adverse effects and
complications.1,4 In view of the lack of evidence
regarding the posterior segment pathologies in these
cases, the safety of this procedure with the high laser
energy remains questionable.
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WE APPRECIATE DRS. JUMAWAT, SAHAY, AND SACHAN FOR

their interest in our article.
In our study, the average energy per shot was 1.676 0.36

mJ (range 1.03–2.47 mJ),1 which is comparable to previous
studies.2,3 As described in the Methods section, the single
burst of neodymium:yttrium-aluminum-garnet laser was
applied starting at 0.9 mJ and gradually increased in power
until a complete opening of the posterior capsule was made.
Cruciate opening (>_3mm)was created according to the size
and shape of the pupil. Regarding the type of the posterior
capsular opacity, it was difficult to clearly differentiate the
Elschnig pearl type from the fibrous type, but most of
them were the combined type, including a dense fibrous
component requiring more laser energy for disruption.
We deeply sympathize with the authors’ concern that

high total laser energy can cause various complications,
including intraocular pressure elevation, uveitis, and
retinal detachment.2 The total amount of laser energy
used in our study was 99.5 6 36.1 mJ (range 49–190 mJ),
which is a little higher than that used in adult patients2

but is comparable or even lower than previously reported
laser energy used in pediatric patients. Atkinson and Hiles4

reported an average of total amount of laser energy as
223.97 mJ (range 37–1700 mJ), and Stager and associates3

reported a total laser energy ranging from 15 to 700 mJ.
Elkin and associates5 reported a median total energy of
149.6 mJ (range 26.4–617.4 mJ) after implanting the
same hydrophobic acrylic IOL. The increase in total energy
is believed to be related to the relatively dense membrane
of children compared with adults.5 On the other hand,
considering that it is difficult to accurately target every
laser onto the membrane because of the poor cooperation
of pediatric patients, the actual energy effectively trans-
ferred to the membrane and the posterior segment might
be less than this estimated value.
Knowing that the risk of various retinal complications,

including cystoid macular edema and retinal detachment,
is higher when higher laser energy is delivered to the
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posterior segment, long-term follow-up examinations
including comprehensive retinal examination was
performed by the pediatric ophthalmology specialist
(Dr. Yu). Meanwhile, mild cystoid macular edema could
have been missed because optical coherence tomography
was not performed, but no patients showed a significant
loss of visual acuity after laser treatment. Although higher
energy is needed in children compared with adults, we
believe that neodymium:yttrium-aluminum-garnet laser
posterior capsulotomy can be safely performed in children
if the surgeon is well aware of the risk of retinal complica-
tions.
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