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Intraoperative optical coherence 
tomography‑guided scleral suture 
passage while performing surgery on 
extraocular muscles

Sir,
Microscope‑integrated intraoperative optical coherence 
tomography (iOCT, 2 mm depth penetration) helps in achieving 
the optimal results by providing the real‑time images of 
tissue manipulation during the surgery. The iOCT is of great 
value while performing lamellar corneal surgeries, cataract 
surgeries, and intraocular lens implantation surgery.[1,2] It has 
also been noted to provide an advantage during placement of 
the glaucoma drainage devices in cadaveric eyes and needling 
of the blebs.[3,4] Pasricha et al. described the four‑dimensional 
visualizations of the muscle and the scleral wound while 
passing the scleral sutures.[5]

A 45‑year‑old male patient with alternate divergent 
squint (6/6 vision with no refractive error) was planned squint 
surgery under peribulbar anesthesia. After passing the sutures 
and disinserting the rectus muscle, the iOCT was focused at 
the desired distance to image the bare sclera.

A 6‑0 polyglactin suture was passed as is done routinely, 
and at the same time, the images were captured using 
the iOCT  [Fig.  1a]. Following the passage of the needle, 
it was left in  situ and an assessment of the depth of the 
penetration of the needle was made again [Fig. 2a]. On both 

the occasions, the needle path was clearly appreciated. The 
scleral tissue  (yellow arrows) above the needle was clearly 
visualized along both the horizontal and the vertical scans 
and by comparing with the adjacent normal thickness (white 
arrows) of the sclera and choroid  (upper hyper‑reflective 
layer indicates sclera and below is the choroid) and the 
amount of the tissue below the needle; the exact depth of the 
penetration of the needle was discerned  [Figs.  1b and 2b]. 
However, the needle did show variable hyper‑reflectivity 
leading to the obstruction of the view of the deeper 
tissue.

To conclude, there is a limited knowledge on the utility 
of iOCT while performing surgeries on scleral tissue. Thus, 
iOCT‑guided scleral suture passage during strabismus and 
other retinal detachment surgeries helps in avoiding any vision 
endangering complications. However, due to the high expense 
of the equipment, this facility may not be available at all centers 
and this may be a limitation.
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Figure 2: (a and b) After passing the needle, the amount of scleral tissue 
lifted by the needle can be observed along the horizontal and vertical 
scans (yellow arrows). The whole sclero‑choroidal tissue is indicated 
by white arrows and the scleral tissue is indicated by the red arrows
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Figure  1:  (a and b) Intraoperatively during the passage of scleral 
sutures, the vertical and horizontal scans revealing the needle track as 
the scleral tissue above the needle (yellow arrows) can be appreciated 
definitely, whereas the scleral tissue below the needle is shadowed 
by the needle. The whole sclero‑choroidal tissue is indicated by white 
arrows and the scleral tissue is indicated by the red arrows
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Comment on: Diagnostic positron 
emission tomography–computed 
tomography in clinically elusive 
giant cell arteritis

Sir,
Giant cell arteritis (GCA) can be categorized into cranial GCA 
and large vessel giant cell arteritis (LV‑GCA).[1] Cranial GCA 
frequently presents with headache, jaw claudication, and 
visual disturbances due to involvement of external carotid 
artery, whereas LV‑GCA usually involves the aorta and its 
main branches and is often subclinical.[2] The frequency of 
inflammatory aortic involvement varies from 22% to 85% of 
GCA cases.[3]

Temporal artery biopsy (TAB) remains the gold standard 
for diagnosis of cranial GCA with hypoechoic halo on 
Doppler being similarly useful.[2] The LV‑GCA usually 
spares the temporal arteries, and hence, TAB has a low 
diagnostic yield for it. Conversely, positron emission 
tomography–computed tomography  (PET‑CT) of aorta is 

a good diagnostic tool for LV‑GCA, which presents with 
constitutional symptoms and has very low risk of ocular 
involvement.[4]

Mohamed et al. in their article on ‘Diagnostic positron 
emission tomography–computed tomography in clinically 
elusive giant cel l  arterit is ’  describe the uti l i ty of 
PET‑CT for diagnosing a patient with headaches and 
raised  erythrocyte sedimentation rate (ESR).[5] We would 
like to ask the authors why PET‑CT of aorta was done as the 
first investigation for a patient with signs of only cranial 
GCA. A  negative aortic PET‑CT cannot rule out cranial 
GCA. Not just the high cost and limited availability, but 
the low diagnostic yield of PET‑CT in cranial GCA makes 
it an unlikely choice.

To conclude, PET‑CT is of value in LV‑GCA presenting with 
unexplained constitutional symptoms, raised inflammatory 
markers with negative TAB or Doppler. It is usually not 
recommended as first line in a patient with headaches or visual 
disturbances.
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