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Response to comment on: 
Diagnostic positron emission 
tomography‑computed tomography 
in clinically elusive giant cell 
arteritis

Sir,
Many thanks to the authors of the letter[1] received in response to 
our article “Diagnostic positron emission tomography‑computed 
tomography in clinically elusive giant cell arteritis”.[2]

The letter argues that “Giant cell arteritis  (GCA) can be 
categorized into cranial GCA and Large vessel GCA (LV‑GCA),” 
however, this classification model is arbitrary and obsolete. 
Current thinking on GCA regards the condition as a continuum 
of medium to large vessel inflammatory disease ranging from 
polymyalgia rheumatic (PMR) to GCA. Thereby, accounting 
for the large variation in clinical presentation and the 
accompanying diagnostic challenge.

The prevalence of large vessel involvement in GCA, as the 
letter reports, is between “22%‑85%”‑ which is considerable! 
Readers may be surprised to learn that patients with GCA are 
17 times more likely to develop a thoracic aortic aneurysm 
and 2.4  times more likely to develop an abdominal aortic 
aneurysm.[3] Furthermore, advances in modern imaging 
now suggest that estimates of large vessel involvement in 
GCA may be grossly underestimated, and far greater than 
once thought.[4] For instance, Agard et  al., who conducted 
the first prospective study undertaking aortic CT scans in 
patients with recent‑onset, biopsy proven GCA, found that 
specific inflammatory aortic thickening frequently coexists at 

the time of GCA diagnosis.[5] Another case‑series evaluating 
PET‑CT in patients with GCA found evidence of aortitis in 
over half of cases.[4] GCA and LV‑GCA are thus not discrete 
entities as the letter suggests, rather, there is considerable 
cross involvement.

The letter also asks “why PET‑CT of aorta was done as the 
first investigation for a patient with signs of only cranial GCA?” 
Well, considering the substantial cross involvement described, in 
some clinical instances, such as the case reported, PET‑CT (where 
available) can provide the necessary tilt in a clinician’s index of 
suspicion to warrant starting steroid treatment.

The letter mentions concern that “A negative aortic PET‑CT 
cannot rule out cranial GCA.” This is true, but, a negative 
temporal artery biopsy (TAB), our current “Gold” standard, 
also cannot rule out GCA. Both PET‑CT and TAB are liable to 
produce false negatives‑ therein lies the need for considered 
clinical judgment in the highly complex investigation of this 
often ill understood disease.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Ryian Mohamed
Department of Ophthalmology, Abergele Hospital,  

Abergele, LL22 8DP, UK

Correspondence to: Dr. Ryian Mohamed,  
Department of Ophthalmology, Abergele Hospital,  

Abergele, LL22 8DP, UK.  
E‑mail: m0601207@gmail.com

Mangesh.Kamble
Rectangle



November 2018		  1657Letters to the Editor

Cite this article as: Mohamed R. Response to comment on: Diagnostic 
positron emission tomography-computed tomography in clinically elusive giant 
cell arteritis. Indian J Ophthalmol 2018;66:1656-7.
© 2018 Indian Journal of Ophthalmology | Published by Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_1469_18

PMID: 
***

Comment on: Sandwich 
technique using a combination of 
perfluoropropane and silicone oil for 
inferior retinal detachment

Sir,
We read with great interest an article by Singh et  al.[1] 
describing the sandwich technique using a combination of 
perfluoropropane and silicone oil for inferior retinal 
detachment. The authors have described a new technique for 
managing retinal detachments with inferior holes.

We have few queries for the technique:
1.	 It will be nice if authors could explain the technique of 

injecting gas. The authors injected gas through the infusion 
or through one of the ports. Then under direct visualization, 
while injecting silicone oil, how the gas escaped?[2] What 
authors suggest while using valved cannula?

2.	 In the aphakic eye was the iris diaphragm pushed forward 
or the anterior chamber was completely filled with gas at 
the end of surgery?[3]

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Navneet Mehrotra
Consultant, Vitreo Retina, Retina Foundation, Ahmedabad,  

Gujarat, India

Correspondence to: Dr. Navneet Mehrotra, 
Retina Foundation, Near Shahibaug Underbridge,  

Ahmedabad, Gujarat, India. 
E‑mail: navneetmeh@yahoo.com

References
1.	 Singh  SR, Dhurandhar  D, Chhablani  J. Sandwich technique 

using a combination of perfluoropropane and silicone oil 
for inferior retinal detachment. Indian J Ophthalmol 2018; 
66:988‑90.

2.	 Zhou  C, Qiu  Q, Zheng  Z. Air versus gas tamponade in 
rhegmatogenous retinal detachment with inferior breaks 
after 23‑gauge pars plana vitrectomy: A  prospective, 
randomized comparative interventional study. Retina 2015; 
35:886‑91.

3.	 Gopal  L, Nagpal  A, Kabra  S, Roy  J. Anterior chamber 
collapse following vitreoretinal surgery with gas tamponade 
in aphakic eyes: Incidence and risk factors. Retina 2006; 
26:1014‑20.

Cite this article as: Mehrotra N. Comment on: Sandwich technique using a 
combination of perfluoropropane and silicone oil for inferior retinal detachment. 
Indian J Ophthalmol 2018;66:1657.
© 2018 Indian Journal of Ophthalmology | Published by Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_1356_18

PMID: 
***

References
1.	 Gupta S, Jain S. Comment on: Diagnostic positron emission 

tomography–computed tomography in clinically elusive giant cell 
arteritis. Indian J Ophthalmol 2018;66:1655-6.

2.	 Mohamed R, Djama D, Ayoub  T. Diagnostic positron emission 
tomography‑computed tomography in clinically elusive giant cell 
arteritis. Indian J Ophthalmol 2018;66:693‑4.

3.	 Calvo‑Romero JM. Giant cell arteritis. Postgrad Med J 2003;79:511‑5.
4.	 Bossert  M, Prati  C, Balblanc  JC, Lohse A, Wendling  D. Aortic 

involvement in giant cell arteritis: Current data. Joint Bone Spine 
2011;78:246‑51.

5.	 Agard C, Barrier JH, Dupas B, Ponge T, Mahr A, Fradet G, et al. 
Aorticinvolvementinrecent‑onsetgiantcell  (temporal) arteritis: 
A  case‑controlprospective study usinghelicalaorticcomputed 
tomodensitometricscan. Arthritis Rheum 2008;59:670‑6.

Mangesh.Kamble
Rectangle


