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Response to comments on: 
Intraoperative injection versus 
sponge—applied Mitomycin C 
during trabeculectomy: One-year 
study

Dear	Editor,
We	would	 like	 to	 thank	 you	 for	 showing	 interest	 and	
highlighting	 certain	points	 in	our	 study	on	“Intraoperative	
injection	 versus	 Sponge	 applied	Mitomycin	 C	 during	
Trabeculectomy”.[1,2]

The present study was designed to evaluate the safety 
and	efficacy	of	Mitomycin	C	(MMC)	injection	versus	sponge	
during	 trabeculectomy.	 Primary	 trabeculectomies	were	
performed	with	Mitomycin	 C	 during	 the	 period	 of	 the	
study.	It’s	a	prospective	analysis	of	patients	who	underwent	
Trabeculectomy	with	Mitomycin	C.

Most	of	the	cases	in	our	case	series	were	primary	(POAG	
&PACG)	 glaucoma	 cases	 and	 few	 secondary	 glaucoma	
included	were	steroid	induced	glaucoma	&	Pseudo	exfoliation	
glaucoma.	Cases	 like	 uveitic,	 neovascular,	 and	 traumatic	
glaucoma	were	excluded	because	these	cases	are	more	pertinent	
for	poorer	trabeculectomy	outcome.

Trabeculectomy	with	 antimetabolites	 (mitomycin	C	 or	
5‑fluorouracil),	has	a	low	long‑term	success	rate	in	NVG	(not	
higher	 than	 33%)	 and	 fails	mainly	 due	 to	 fibrous	 tissue	
obstruction	(neovascular	membrane	seals	internal	ostium	and	
spreads	 into	 the	filtering	passage)	 or	 external	 scarring	 and	
conjunctival	fibrosis,	even	with	antimetabolites.[3,4]

There	were	 conflicting	 aspects	 regarding	 the	 use	 of	
antiproliferative	 agents	 in	 uveitic	 glaucoma.	 There	were	

few	studies	of	trabeculectomy	with	Mitomycin‑C	(MMC)	in	
uveitic	 eyes	 in	 the	 current	 literature,	 and	 interestingly,	 the	
results	indicated	no	obvious	advantage	in	the	control	of	IOP	
over	5‑fluorouracil.[5,6]

In	our	study,	we	did	not	notice	any	significant	post‑operative	
events	 in	early	2	weeks.	 In	our	practice	we	routinely	admit	
patient	for	a	day	following	surgery,	examination	done	same	
day,	at	1st	day	of	post	op,	2	weeks,	4	weeks,	6	weeks,	2	months,	
and	 3	months.	Whenever	 needed	patients	were	 called	 for	
frequent	follow	up.

Our	study	was	small	case	series,	main	aim	of	our	study	was	
to	evaluate	the	safety	and	efficacy	of	Intraoperative	injection	of	
MMC	against	conventional	sponge‑applied	MMC.	However,	
bleb	morphology	 in	 injection	group	was	more	diffuse,	 less	
vascularized	and	shallower	bleb	similar	to	Esfandiari	He	et al.[7] 
but	these	results	were	not	statistically	significant	in	comparing	
both	groups.
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Figure 1: Sarcoid anergy, tuberculin test, and the status of 
cell‑mediated immunity (CMI). (a) Sarcoid anergy is mediated through 
PGE2 and deficit of IL‑2; it is reversed with Indomethacin, steroids, and 
exogenous IL‑2 leading to delayed type (IV) hypersensitivity (DTH); (b) 
it shows the presence and size of the induration which in turn reflects (c) 
the status of CMI against the mycobacterial antigens
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Conner	 IP.	 Treatment	 outcomes	 of	Mitomycin	C‑augmented	
trabeculectomy,	sub‑tenon	injection	versus	soaked	sponges,	after	
3	years	of	follow‑up.	Ophthalmol	Glaucoma	2018;1:66‑74.

Tuberculin sensitivity test in uveitis: 
Immunological perspectives

Dear	Editor,
We	 laud	Rathinam	 et al.	 for	 bringing	 out	 a	much	needed	
review	on	 immunological	 tests	 in	Uveitis.[1] Granulomatous 
inflammations	constitute	a	significant	chunk	of	uveitis,	both	
in	 peripheral	 and	 referral	 practices.	We	 share	 additional	
immunological	perspectives	on	Tuberculin	sensitivity	test	(TST).

Despite	being	a	 common	 test,	many	healthcare	workers	
misinterpret	moderate	 positive	 response	 as	 tuberculosis	
and	 initiate	 antitubercular	 drugs	 even	 as	many	 cases	 of	
ocular	tuberculosis	are	immunologically	driven.	Similarly,	a	
negative test is taken as anergy leading to the diagnosis of 
sarcoidosis.	As	 such,	 a	positive	 test	merely	 suggests	 a	past	
exposure	to	mycobacterial	antigens	and	adequate	cell	mediated	
immunity	(CMI).

In	addition,	many	patients	tend	to	have	serial	TSTs	before	
finding	 their	way	 to	 a	 tertiary	 center.	 This	 enhances	 the	
subsequent	 size	of	 induration,	 just	 as	past/ongoing	 steroid	
therapy	would	reduce	it.	Inadvertent	boosting	of	tubercular	
hypersensitivity has aggravated inflammation leading to 
irreversible	visual	loss.[2]

The	 peripheral	 anergy	 in	 sarcoidosis	 is	 a	 result	 a	
compartmentalization,	whereby	monocytes	 are	 actively	
recruited	at	the	site	of	active	inflammation.[3]	Anergy,	earlier	
considered	a	result	of	steroid	responsive	suppressor	T‑cells,	
is	mediated	by	monocytes	 through	prostglandin	 (PGE2)	&	
interleukin	1	and	is	amenable	to	drugs	such	as	indomethacin	
and steroids [Fig. 1].[4]	Positive	TST	in	a	case	of	sarcoidosis	could	
imply	 reversal	of	anergy	or	 concurrent	 tuberculosis.	Unlike	
“in	vitro”	tests	such	as	Interferon‑γ	release	assays,	conversion,	
reversal,	and	booster	effects	are	unique	to	TST.[5]

In	 summary,	 positive/negative	 TST	 can	 be	 compatible	
with	both	sarcoidosis	and	tuberculosis	depending	upon	the	
CMI.	 Paucibacillary	 and	military	 tuberculosis	 should	 be	
seen	as	a	continuum	akin	to	tuberculoid,	indeterminate,	and	
lepromatous	leprosy.	History	of	past	TST	and	steroid	treatment	
is	crucial	in	the	interpretation	and	the	rare,	but	serious	risk	to	
visual	functions	should	be	borne	in	mind.[5]
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