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Authors’ Reply: Comment to Varied 
phenotype of Homocystinuria: 
Possible diagnostic error

We thank the reader for his keen interest in our article “varied 
phenotypic presentations of homocystinuria in two siblings.”[1] We 
have tried to clarify his queries and comments as far as possible.

The diagnosis of the condition was based on the 
elevated homocysteine levels as the levels of homocysteine 
in these children were outside the normal range given 
by the manufacturer of the kit (16.02 mol/l by using 
chemiluminescence ADVIA Centaur CP Immunoassay 
System [Siemens Healthcare Diagnostic, Germany]) used in 
the institute. We regret that methionine and cysteine levels 
could not be done nor a molecular analysis was possible as 
the facilities were not available in our institute, and the parent 
could not aff ord to get these tests done elsewhere.[2]

Vitamin B12 and folate levels were estimated, and they 
were within normal limits. Further there were no signs of 
Vitamin B12 and folate defi ciency as child was assessed by the 
pediatrician. Vitamin B6 was supplemented in these children 
and homocysteine levels after B6 supplementation are awaited 
for. Clinically, there was no change.

The younger sibling had developmental delay, but 

intelligence assessment was within the normal limits. Hence, a 
presumption of B6 responsive variety was done in these siblings 
in lieu of homocysteine levels following B6 supplementation.

We, the authors did not mean that ectopia lentis developing 
before 8 years of age as a diagnostic criteria for making a diagnosis 
of homocystinuria.[3] Instead it was meant that ectopia lentis 
occurs earlier even before the diagnosis of the systemic condition.

Both the siblings were thoroughly evaluated by the treating 
pediatrician and Marfan’s syndrome was ruled out. Neither did 
the siblings have any signs of nutritional defi ciency.
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Authors’ Reply: Comment to course 
of diabetic retinopathy before and 
after renal transplantation

We thank the authors for their interest in our paper “The eff ects 
of renal transplantation on diabetic retinopathy: Clinical course 
and visual outcomes,”[1] and complement them for excellent 
suggestions. We agree with them that assessment of metabolic 
status is of paramount status in monitoring course of diabetic 
retinopathy (DR) patients. Table 2 in our paper highlights 
the metabolic parameters in pre- and post-transplant period.

As correctly pointed by authors macular edema status 
was not included in our study. It being a retrospective study, 
objective documentation of macular status by optical coherence 
tomography was not available for all patients. Since without 
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proper	quantification	of	edema,	it	is	very	difficult	to	comment	
on	the	macular	status	we	decided	to	exclude	it	from	the	study	
parameters.[2]

We	agree	with	 the	authors	on	 the	value	of	 color	 fundus	
photography	and	have	already	mentioned	 it	as	a	 limitation	
in our paper.

In	 our	 study,	DR	 outcome	was	 defined	 as	worsening	
if there was >2 step increase in the grade of DR or need 
for	 intervention	 such	 as	 laser	 (macular	 or	 pan	 retinal)	 or	
vitreoretinal	surgery,	improvement	for	<2	step	change	while	
stabilization	was	defined	if	DR	remained	within	 these	 two	
limits.	Though	it	is	mentioned	in	the	abstract,	omission	of	the	
improvement	parameters	in	Material	and	Methods	section	is	
regretted.
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Inverted ILM peeling for idiopathic 
and other etiology macular holes

Sir,
We	 read	 the	 article	 titled	 “Surgical	 outcomes	 of	 inverted	
internal	limiting	membrane	flap	technique	for	large	macular	
hole”	by	Prabhushanker	Mahalingam	et al.,[1]	recently	published	
in	your	esteem	journal	with	great	interest	and	would	like	to	
congratulate the authors for their work.

We	would	 like	 to	 contribute	 for	 the	 above	 said	 subject	
by	 sharing	 our	 experience	 of	 treating	 large/giant	macular	
holes	of	various	etiologies.	We	have	performed	vitrectomy,	
inverted	flap	internal	limiting	membrane	(ILM)	peeling	and	
gas	tamponade	in	40	patients	with	the	inclusion	criteria	being	

Figure 2: A large macular hole of size 1.3 mm secondary to blunt 
trauma, successfully treated with inverted ILM peeling with good 
visual recovery

Figure 1: OCT scan of a stage 4 idiopathic macular hole of minimal 
diameter of 970 microns. The inverted ILM flap is well seen in the 
immediate and late post operative period persisting upto months with 
gradual closure of the macular hole

holes	larger	than	600	μm.	Most	patients	had	idiopathic	macular	
hole	 (30	 eyes	 ‑	 Fig.	 1),	 others	being	vitreomacular	 traction	
syndrome	(VMT)	with	associated	macular	hole	(5	eyes),	post	
cystoid	macular	 edema	 (CME)	 (3	 eyes)	 and	post	 traumatic	 
(2	eyes	‑	Fig.	2)	macular	holes.

Of	the	40	patients,	26	were	phakic	(23	had	immature	senile	
cataract,	 one	had	 complicated	 cataract,	 one	 rosette	 cataract	
while	the	remaining	one	had	a	clear	lens),	and	the	remaining	
14	were	pseudophakic.	Maximum	pre‑operative	hole	diameter	
was 1532 ± 168 μm.	Fifteen	of	the	26	phakic	eyes	underwent	
combined	cataract	surgery,	intraocular	lens	implantation	along	
with	macular	hole	surgery.

Type	1	macular	hole	closure	was	achieved	in	100%	of	 the	
eyes	at	1	month	 follow‑up	and	 the	holes	 remained	closed	at	
6	months.	Optical	 coherence	 tomography	showed	persistent	
outer	layer	defects	in	the	neuro‑sensory	retina	in	5	eyes	at	the	end	
of	1	month,	of	which	2	persisted	even	at	3	months	and	6	months.
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