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Training: The way we do it

Sir,
Your editorial on ophthalmology residency training is an 
extremely relevant article.[1] Having trained close to 1000 
postgraduates and fellows in comprehensive ophthalmology, 
I absolutely agree with your statement that “the process of 
residency training is physically, emotionally, and intellectually 
draining.”

While supervised, graded surgeries, some wet laboratory 
exposure, postoperative evaluation of patients, and 
documentation of records is stressed on routinely, we have 
tried to make the learning process more fun and interactive 
at our institute by including some game elements such as:
1.	 Question of the week ‑ Weekly ophthalmology questions, 

either in a case based or a compare and contrast format. 
The students have the option of “googling” for answers, 
asking their seniors or actually reading up the answer in 
various books. They are required to E‑mail their answers 
within the suggested deadline. The list of students with 
correct answers is put up on their notice board, and they 
get a candy reward!

2.	 Eye‑Q ‑ A monthly game that consists of questions based on 
visual neuroscience (why do pirates wear an eye patch?). 
This encourages lateral thinking and helps students express 
their views clearly

3.	 Silly poetry ‑ A good teaching aid, this reduces boredom 
and helps in retaining subject matter.

We have also tried out grading systems such as the 
confidence and competence scales (where key surgical skills 
are graded on a scale of 0–5 by students and supervisors 
alike) and periodic feedback called “My day at JCOC” (where 
students are encouraged to offer suggestions to improve the 
quality of training). Both of these are analyzed and the results 
and action measures are discussed with them.

A little bit of motivation goes a long way in retaining 
interest in both the student and the teacher.
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Intravitreal bevacizumab

Sir,
It was interesting reading the guest editorial and the special 
editorial in the July issue of IJO.[1]

I would like to point out that a pack of Lucentis includes 5 µ 
needle filter in spite of the fact that it contains a single dose. 
This is not provided with bevacizumab.

Five‑micron filter provided with Lucentis will not 
allow administration of larger particles. Large particles 
are known to be formed with protein containing products 
such as bevacizumab.[2] Such particles are known to induce 
inflammation and sterile endophthalmitis.[3]

The use of 5 µ needle filter will probably help in avoiding 
sterile endophthalmitis (culture negative) which are also seen 

in a cluster, even when multiple doses are removed from the 
same vial in one sitting with due precautions.[3,4]

Generally, bevacizumab is not known to be contaminated 
after multiple punctures, which has been demonstrated  earlier 
by research.[5] However, if desired, potential contamination 
can also be eliminated using multidose vial adaptors as 
demonstrated by French investigators.[6] They used multidose 
vial adaptor having two distinct air and fluid channels. 
Air channel contains 0.45 µ air filter to prevent entry of 
microorganisms in a multidose vial and fluid channel containing 
5 µ fluid filter to avoid withdrawal of large size particles.

Can this be recommended to take advantage of existing 
knowledge to provide affordable care to needy patients?

This is more pertinent now as we have more than one 
manufacturer of bevacizumab in our country.
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Comment on: “Case report of a 
secondary macular hole closure after 
intravitreal bevacizumab therapy 
in a patient with retinal pigment 
epithelial detachment”

Sir,
I read with interest the case report on the closure of a macular 
hole over a serous retinal pigment epithelial detachment (PED) 
with intravitreal bevacizumab.[1] I want to humbly discuss a 
few facts.

The role of anti‑vascular endothelial growth factor 
(anti‑VEGF) agents in serous PED without subretinal or 
intraretinal fluid or active choroidal neovascular membrane/
idiopathic polypoidal choroidal vasculopathy may require 
further research. In the present case,[1] the shallow subretinal 
fluid at one margin of the macular hole could have been 
related to the macular hole itself or the mechanical effect 
of the high PED. In such a scenario, fundus fluorescein 
angiogram and indocyanine green angiogram would add 
significant scientific value and justification for the use of 
bevacizumab in this case, if they are available. Furthermore, 
we need to consider the fact that intravitreal anti‑VEGF agents 
can cause retinal pigment epithelial tears[2] in cases of high 
serous PEDs. The rare but potentially blinding complications 
of intravitreal anti‑VEGF agents such as endophthalmitis[3] 
and retinal detachment should be kept in mind. The goal of 

management with intravitreal bevacizumab in the presented 
case[1] may need elucidation. A history of systemic or local 
steroid use is also relevant in the presented case, as central 
serous chorioretinopathy, though unlikely in a 73 year old, 
needs to be ruled out.
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