
July 2013  355Brief Communications

bevacizumab (Avastin) although the effect was temporary with 
a rebound at 3–4 months post injection.[4] Combined PDT with 
ranibizumab for CNV following IMT has been described in 
an isolated case report by Rishi et al., wherein at a 16-week 
follow-up, there was regression of subretinal fluid with a two 
line vision gain on Snellen charts which was maintained till a 
9-month follow-up.[5] 

In this report, we describe a patient with bilateral CNV 
secondary to IMT treated in one eye with PDT and in the 
other eye with intravitreal ranibizumab (Lucentis). Both the 
treatment modalities were successful in visual improvement. 
Retinal pigment epithelium damage caused by PDT needs 
a concerned approach. To the best of our knowledge, this is 
the first case of treatment of a CNV associated with IMT with 
ranibizumab alone. Further studies are warranted to establish 
the role of anti-VEGF with or without PDT for the treatment 
for CNV secondary to IMT. 
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Conjunctival erosion after glaucoma 
drainage device surgery: A feasible 
option

Suneeta Dubey, Baswati Prasanth,  
Manisha C Acharya, Ritesh Narula

Glaucoma drainage devices (GDDs) have been used in the 
management of complicated glaucomas. GDDs are associated 
with various complications such as tube migration, tube or plate 
exposure or extrusion, ocular motility disturbance and infection. 
Erosion of conjunctiva and exposure of the GDD remains a risk 
factor for the development of endophthalmitis. A wide range 
of materials have been used for this purpose, including sclera, 
dura, pericardium, fascia lata and cornea. However, there is 
no evidence to prove that any of these methods is superior to 
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another for providing tectonic durability in the long term. In 
this report, we present a case of neovascular glaucoma, who 
developed conjunctival melting over the tube of an Ahmed 
Glaucoma Valve implant and was successfully managed with 
Cap Doxycycline.  

Key words: Ahmed Glaucoma Valve, conjunctival erosion, 
Doxycycline

Glaucoma drainage devices (GDDs) have been used in the 
management of complicated glaucomas, with a success rates 
of 22–97% in neovascular glaucoma (NVG).[1,2] Amongst the 
various complications associated with GDD,[3] erosion of 
conjunctiva and exposure of the GDD remains a risk factor for 
endophthalmitis. In a series of 542 eyes, conjunctival erosion 
overlying the Ahmed Glaucoma valve AGV was present in 
six of the nine eyes that developed endophthalmitis,[4] thereby 
emphasizing on providing a durable coverage for exposed 
GDD. Hence, it is critical to choose an ideal material for the 
coverage of exposed GDD amongst the wide range of materials 
available,[5-7] with no evidence to prove the superiority of any 
for providing tectonic durability in the long term.[8]

In this, we present a case of NVG who developed 
conjunctival melting over the tube of an Ahmed Valve implant 
and was successfully managed with Cap Doxycycline.

Case Report
A 69-year-old male, known case of chronic angle closure 
glaucoma with advanced glaucomatous neuropathy, was on 
medical management for his raised intraocular pressures. 
He was highly noncompliant with his medications and 
subsequently went on to develop vascular occlusions 
(superotemporal branched retinal vascular occlusion in the 
right eye and central retinal vascular occlusion in the left eye) 
due to sustained high intraocular pressures in both his eyes in 
a sequential manner followed by NVG in the left eye.
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The patient had undergone phacotrabeculectomy with 
Mitomycin C MMC in both the eyes for chronic angle closure 
glaucoma 6 months back. There was a diffuse functional bleb 
with an intraocular pressure of 12 mmHg in right eye. The bleb 
was flat and vascularized in the left eye and intraocular pressure 
in the left eye was 36 mmHg. Ahmed Glaucoma Valve with 
donor scleral patch graft was implanted along with intravitreal 
Inj Avastin for NVG in the left eye. One month postoperative 
follow-up of the patient revealed a well-functioning implant 
with an exposed scleral graft and overlying conjunctival melt 
[Fig. 1]. The patient was put on Cap Doxycycline (100 mg bd) 
orally, eye drop Prednisolone acetate 8 times/day, E/D Tear 
substitute 8 times/day and continued eye drop Moxifloxacin 
4 times/day, with a review on alternate days. After 2 weeks, 
there was complete epithelial healing over the exposed scleral 
graft [Fig. 2], anterior chamber was deep and the tube was 
functioning well. Doxycycline was continued once daily orally 
further for a period of 4 weeks and then stopped. During the 4 
months follow-up period, the tube remained covered by intact 
conjunctival epithelium. On the last follow-up visit, the patient 
had a visual acuity of 6/18 in the left eye, the tube remained 
covered by intact conjunctival epithelium, and intraocular 
pressure was 13 mmHg on eye drop Brimonidine and the 
patient was advised a 3-monthly review [Fig. 3].

Discussion
With the advent of donor autologous tissue for covering 
glaucoma drainage tubes, the incidence of tube erosion has 
decreased from 30% to less than 5%. In these handful of 
patients, mere observation is not advisable as the tube may 
serve as a nidus for infection, necessitating the removal of 
the tube. The causes of conjunctival erosion, though not well 
defined, probably comprise poor tissue turgor and mechanical 
rubbing of the eyelid margin against the tissue patch graft, 
excessive conjunctival tension over the tube, tube malposition, 
lack of a smooth tapered surface between the patch graft and 
host with poor ocular lubrication and minute amounts of 
absolute alcohol retained in the donor sclera.[9]

Doxycycline is a broad-spectrum antibiotic that chelates 
metal ions and is frequently used as part of the treatment of 
ocular surface diseases. Its therapeutic value has been attributed 
to an ability to inhibit matrix metalloproteinase (MMP) activity 
and both MMP and interleukin (IL)-1 synthesis. In a recent 
published report, rapid resolution and further recurrence 
of corneal erosions were prevented with a combination of 
Doxycycline and steroids.[10]

We presume in our case the therapeutic effects of 
Doxycycline and corticosteroids may be primarily the result 
of inhibition of metalloproteinase-9, or they may be secondary 
to their anti-inflammatory activity. The rapid clinical response 
to Doxycycline and corticosteroids in our patient could 
probably be the result of direct inhibition of inflammation or 
inflammation-induced metalloproteinase activity, along with 
an improved ocular surface with the use of frequent lubrication 
thereby reducing the mechanical rubbing force. 

There is paucity of literature with regards to the best 
method to resolve the challenging problem of conjunctival 
erosion following GDD. Repeated surgical attempts at repair 
may be required and surgeons may find it intuitive to perform 
direct closure of dehisced conjunctiva. However, scarring at 

Figure 1: Avascularized and exposed scleral patch with functional 
implant

Figure 2: Showing total epithelialization over the exposed sclera

Figure 3: Last follow-up showing a completely covered tube with deep 
anterior chamber 

the implant site and poor conjunctival status due to chronic 
use of medications greatly reduces the chances of success. 
Conjunctival, scleral and amniotic membrane grafts have been 
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reportedly used in the repair of exposed GDD. Our patient 
was managed conservatively with an impressive postoperative 
outcome. This adds to our knowledge on the pre-existing 
practices on the management of NVGs and may serve as a 
feasible alternative option to the current management practices. 
Thus, simple conservative measures can be attempted before 
resorting to complex surgeries.
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Distant metastatic retinoblastoma 
without central nervous system 
involvement
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Retinoblastoma is the most common intraocular malignancy in 
children, with a reported incidence ranging from 1 in 15,000 
to 1 in 18,000 live births. Metastatic retinoblastoma is rare in 
developed countries, with a reported range from 4.8% in the 
United States to 5.8% in the United Kingdom. However, the 
frequency reported from developing countries varies from 9 
to 11% at presentation. The mortality is very high owing to 
late presentations, delayed diagnosis compounded by socio-
economic factors. The management of metastatic retinoblastoma 
is evolving, but it is still a challenge in pediatric oncology. We 
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present a case of an extensive skeletal metastasis that initially 
presented as a massive orbital retinoblastoma. 

Key words: Autologous stem cell rescue, bone marrow, metastasis, 
retinoblastoma

Retinoblastoma is the most common intraocular malignancy 
in children, with a reported incidence ranging from 1 in 15,000 
to 1 in 18,000 live births.[1] Orbital retinoblastoma is one of the 
major contributors to mortality and carries a poor prognosis 
for life.[2-5] The presence of orbital invasion is associated with 
10–27 times higher risk of metastasis when compared to cases 
without orbital extension.[5-7] The frequency of metastatic 
retinoblastoma ranges from 4.8 to 11%.[2,3] The presenting 
signs and symptoms are quite variable and depend on the 
site or sites of involvement. The common sites of extraocular 
retinoblastoma include the orbit, preauricular nodes, bones, 
central nervous system (CNS) and liver.

Case Report
A 5-year-old boy presented with prominence of the right 
eyeball since the past 5 months. There was a past history of 
the parents noticing whitish reflex in the right eye since past 
1 year. There was no positive family history. Examination 
under anesthesia revealed the right eye to have proptosis of 
more than 8 mm with extraocular mass, and anterior segment 
details were all obscured [Fig. 1a]. The left eye anterior 
segment was normal and the fundus showed a 4 × 3 × 2 mm 
partly calcified tumor in the supero-nasal periphery and a  
1 × 1 × 1 mm fully calcified regressed tumor in the infero-
temporal periphery. Computed tomography (CT) scans were 
classical of a bilateral retinoblastoma with right eye extraocular 
and optic nerve extension. However, there was no intracranial 
extension [Fig. 1b]. A systemic workup including bone marrow 
biopsy and cerebrospinal fluid (CSF) analysis was done. Bone 
marrow was positive for tumor deposits of malignant round 
cells. The cells were small with scant rim of cytoplasm and 
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