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Dear Editor:
We read with interest the results of the study by 

Akdemir et al, which compared the biomechanical 
properties of eyes undergoing big bubble deep anterior 
lamellar keratoplasty (DALK) with those undergoing 
predescematic or manual DALK(1). Although the results 
are of interest, several issues require clarification.

In predescematic DALK, a residual layer of host 
posterior stroma is left intact, which allows for wound 
healing to occur at the deep lamellar interface as well 
as at the peripheral wound edge(2). Thus, it is conceiva
ble that a very thin residual stromal bed thickness after 
DALK could allow for biomechanical properties similar 
to that of a BB DALK and that a thicker residual stromal 
bed could provide additional biomechanical support. 
However, the authors do not look at this variable in their 
study when comparing the two groups but rather report 
on postoperative corneal thickness. In our recent study 
investigating the biomechanical properties of predes
cematic DALK, we demonstrated a correlation between 
residual central host thickness and biomechanical pro
perties of the cornea(3).

In addition, the authors fail to report their postope
rative steroid regimen and indicate whether there was 

any disparity in steroid use between the two groups. This 
is important because steroid use has previously been 
reported to prolong the instability induced by corneal 
incisions(4). 

Finally, although the authors report the sutures were 
removed in all patients at least 3 months before their 
biomechanical evaluation, they do not present the 
mean time from suture removal, and it is possible that 
a disparity between the lengths of time that the sutures 
remained in situ could have altered the wound healing 
response of the grafthost junction.
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