
SURGICAL STEPS

The steps illustrated here are intended as a guideline only, and do not 
represent recommended treatment for any particular patient. The use of 
any specific surgical technique or maneuver is at the sole discretion of 
the surgeon. Surgeons should be familiar with the use of glaucoma 
drainage devices and post-operative care considerations before 
implanting any drainage device. Reference papers and surgical videos are 
available upon request.

After surgery, the body’s wound healing mechanism results in the formation of 
a fibrous capsule (bleb) composed of scar tissue around the implant, this scar 
tissue resists fluid outflow. In approximately 4-6 weeks the 7-0 vicryl suture 
dissolves. At that time, under a magnified view of a slit lamp biomicroscope or 
operating microscope the conjunctiva can be entered over the temporal side of 
the ripcord and the ripcord can be removed using jeweler’s forceps. Following 
the ripcord removal, the IOP should be checked and slit lamp and fundoscopic 
examination should be performed.

STEP 07

The AC is entered at 2-3 mm from 
the limbus with a sharp 23-gauge 
needle to create a needle track, 
parallel to the iris. In addition, a 
paracentesis should be performed 
to allow for quick AC reformation 
in case of a flattened AC.

STEP 06

The drainage tube is inserted 
approximately 2-3 mm into the 
AC through the needle track, 
created in Step 5.

STEP 05

STEP 03

The implant is placed away from the limbus under the conjunctiva and Tenon’s 
capsule between the rectus muscles (the endplate of the model 350 is wider 
than the model 250 endplate and has portions that fit under adjacent rectus 
muscles) and sutured to the episclera. The leading edge of the endplate should 
be ~ 8-10 mm from the limbus resulting in the suture arms being 6-8 mm from 
the limbus when implanted in the superior quadrants or 4-6 mm when 
implanted in the inferior quadrants.

A conjunctival peritomy incision is 
made. A pocket is formed 
superiorly, avoiding the superior 
rectus and oblique muscles, by 
blunt dissection of Tenon’s capsule 
from the episclera.

STEP 02

The drainage tube is trimmed to 
permit a 2-3 mm insertion of the 
tube into the anterior chamber 
(AC). The tube should be bevel cut 
to an anterior angle of 30° to 
facilitate insertion.

STEP 04

The tube must be ligated near the tube-plate junction preferably with a 7-0 vicryl 
dissolvable suture to occlude the tube. One technique to occlude the tube involves the 
placement of a releasable ripcord in the tube lumen at the time of the initial surgery. A 
4-inch, 4-0 polypropylene ripcord is provided in the tube lumen. A 7-0 vicryl dissolvable 
suture is placed around the tube (and consequently around the ripcord) and tightened 
to prevent any flow through the tube and around the ripcord. 

STEP 01
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WHY AHMED CLEARPATH® ?
ADDRESSING MARKET DEMANDS WITH A TRUSTED BRAND

Allows the globe-shaped 
implant to provide a 
more natural fit while 
providing a low-lying 
diffused bleb

GLOBE-CONFORMING 
FLEXIBLE MATERIAL
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Ready to get 
Started?

Join LEARN, our online training platform 
to instantly gain access to product 

education and training modules
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Allows options for IOP 
management 
post-surgery

PRE-THREADED 
RIPCORD SUTURE

Allows for a true single 
quadrant implantation 
and avoids rectus 
muscle isolation 
(CP250). Winged design 
(CP350) avoids rectus 
muscle attachment 
points

OPTIMIZED PLATE 
DESIGN

Includes a pre-packaged 
ripcord and needle for 
scleral track

ALL-INCLUSIVE 
PACKAGING

Easier access for suturing 
plate and allows for a 
more posterior plate 
placement

FIXATION EYELETS


