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reinsertion of the tube into pars plana (a pars plana clip may be 
used) or a tube extender[2] can be used to lengthen the tube. The 
tube extender (New World Meditec Inc, CA) is made of medical 
grade silicone with a length of about 24 mm and outer diameter 
of 0.635 mm. The proximal end can be attached to the existing 
AGV tube after removing it from the AC while the distal end 
can be inserted into the AC through a new paracentesis opening 
made with a 22-G needle. The tube extender is then sutured to 
the underlying sclera. We have used a tube extender in such 
situations [Figs. 2b and 2c] with good results.
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Authors' reply

Dear Editor,
We thank and highly appreciate  Murali  for his interest in our 
article[1] and their insightful and well-articulated comments. 

Their observation regarding the insertion forceps is 
absolutely correct. In fact insertion forceps facilitate insertion 
of tube through 22/23 gauze needle track with precision and 
ease. Although we have not commented on it specifically, the 
insertion forceps have been used in all cases. In fact one of the 
photograph [Fig.6] in the original article, shows this instrument 
in use.[2] In our practice we found the insertion forceps designed 
by Dr Ahmed to be a little cumbersome while in use under 
moderate to high magnification of operating microscope. The 
author feels that these forceps are more heavy and large in size 
as compared to other microsurgical instruments being used in 
this surgery. Considering this observation, we have modified 
the insertion forceps which is manufactured by OVATION 
International, Jaipur (Rajasthan) India [Fig. 1]. This modified 
tube insertor forceps is made up of titanium,  weighing 8g as 
compared to 22 g of the original forceps. The groove of the 
forceps is further modified to hold and insert the tube much 
more conveniently. Over and above, the forceps are much 
smaller in size, having a length of 110 mm as compared to 
120 mm, while also retaining all the privileges  of the original 
insertion forceps designed by Dr Ahmed [Figs. 2 and 3]. 

The tube extender is well reported in the literature[2] and 
has been used in situations as quoted by the authors. We have 
not had an occasion to use the extender as yet as none of our 

Figure 1: Modified AGV tube insertion forceps

Figure 2: Modified AGV tube insertion forceps compared with Dr 
Ahmed's original forceps

Figure 3: Insertion of AGV tube with the help of modified tube insertion 
forceps
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patients has had tube retraction to the extent that tube extension 
would be required.

The use of preserved allograft sclera is also well known, 
however, we are not inclined to use it routinely, since our 
experience has been that the use of these grafts results in 
increased postoperative inflammation. Over and above, the 
preserved allograft sclera invariably gives a discolored and 
elevated appearance under the cover of the conjunctiva. We 
have recommended constructing a  scleral flap exactly in the 
manner that a scleral flap is constructed for trabeculectomy, 
which allows insertion of valve tube exactly through the site of 
the trabecular meshwork rather than anterior and proximal to 
the corneal endothelium or in proximity to the iris surface. In 
our view, tube insertion through site of trabecular meshwork 
is most ideal situation of tube into anterior chamber  and 
minimizes the risk of postoperative complications and undue 
inflammation. 
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Serous retinal detachment and 
multiple retinal pigment epithelial 
detachments, following hemodialysis 
for multi-organ failure

Dear Editor,
A 28-year-old male patient developed multi-organ failure, 
including acute renal failure, adult respiratory distress syndrome 
(ARDS) and acute pancreatitis following an attack of Falciparum 
malaria, for which he received renal replacement therapy with 
intermittent hemodialysis. After four cycles of hemodialysis, his 
uremic status improved partially (60 mg/dl), but he developed 
blurring of vision in both eyes, right more than left. On 
examination, his best corrected visual acuity (BCVA) was found 
to be 20/400 and 20/60 in the right and left eye respectively. 
External examination was normal in both eyes. Fundus 
examination revealed multiple pigment epithelial detachments 

(PEDs) over the posterior pole, with overlying multifocal 
serous retinal detachment (RD) in both eyes [Fig. 1a, 1b], which 
was confirmed with optical coherence tomography (OCT)  
[Fig. 1c, 1d]. Fundus fluorescein angiography was deferred in 
view of the patient’s renal status. The patient was advised to 
continue his treatment for renal failure, and to review with us 
after one month. He received five more sessions of hemodialysis 
over the next two weeks, till his uremic status became normal. 
On follow-up (one month), his BCVA had improved to 20/25 in 
both eyes. Both the PEDs and the overlying sub-retinal fluid had 
resolved in both eyes (confirmed on OCT), leaving behind a few 
areas of retinal pigment epithelial atrophy [Fig. 1e, 1h].

The occurrence of PEDs with serous RD following 
hemodialysis has been reported previously.[1,2] It has also 
been reported after acute renal failure in systemic lupus 
erythematosus (SLE), in the absence of hemodialysis.[3] The 
mechanism for this phenomenon has however been debated. 
Gass[1] argued that renal failure and subsequent uremia 
is the primary mechanism for the formation of PED and 
subsequent serous RD. He noticed focal dehiscence in the 
pigment epithelium, at the margins of some PEDs. Troriano  

Figure 1: (a-b): Fundus photograph of both eyes showing multiple 
serous retinal detachments with pigment epithelial detachments.  
(c-d): OCT of both eyes at presentation, showing hypo-reflective area 
beneath the retina, suggestive of sub-retinal fluid. The line scan did 
not cross through any of the PEDs. (e-f): Fundus photograph of both 
eyes after one month follow-up, showing total resolution of sub-retinal 
fluid and PEDs, and residual pigment epithelial changes. (g-h): OCT 
after one month follow-up showing resolution of sub-retinal fluid with 
normal foveal contour
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