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Figure 2: Source of information for diabetic retinopathy screening
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Comments on: Intracorneal scleral 
patch supported cyanoacrylate 
application for corneal perforations 
secondary to rheumatoid arthritis

Dear Editor,
I read with interest the article by Sharma et al. on ‘Intracorneal 
scleral patch supported cyanoacrylate application for corneal 
perforations secondary to rheumatoid arthritis’.[1] I would like 
to appreciate the authors for presenting a new technique of 
closing large sterile perforations with partial‑thickness scleral 
grafts in eyes with rheumatoid arthritis. It is usually a difficult 
situation to seal a corneal melt or perforation in eyes with an 
autoimmune disease.

The authors mention the mean time for epithelization 
as 7.71 ± 1.14 weeks. It is not mentioned in the article as to 
how the epithelization was measured. Whether fluorescein 
staining of the cornea or an anterior segment optical coherence 
tomography of the cornea was performed to confirm the 
epithelization. This is all the more important to know as the 

intracorneal pockets where the scleral tissue was placed, were 
made at the deeper level into the corneal stroma.

The scleral stroma is normally avascular and receives its 
nutritional supply from choroidal blood vessels and from the 
vascular plexus in the tenon capsule and on the episcleral surface.[2,3]

Scleral ischemia, necrosis, and melt can happen after a 
chemical injury, thermal burns, and also after ocular surgeries 
such a pterygium excision with bare sclera technique.[4] Hence, 
a cover of conjunctival flap on the scleral graft is usually 
necessary to prevent its necrosis and melting, as the scleral 
graft does not contain epithelium and its survival is arduous 
on avascular surfaces.[5] The authors have used partial‑thickness 
scleral patch grafts tucked into the corneal stroma to close the 
perforations in their cases.

In perforations that were close to the periphery, these 
scleral patch grafts would derive blood supply from the 
adjacent limbal vascular arcade. However in perforations 
that were central to the cornea, it is difficult to derive the 
same blood supply from the peripheral limbus. Contrary to 
this explanation, none of the eyes which had central corneal 
perforations had a scleral melt or necrosis in the postoperative 
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period. It would be interesting to note whether there were any 
deep vessels in the cornea near to the area of central perforation, 
which is normally seen in eyes with rheumatoid arthritis. If 
at all there were deep vessels, these vessels could provide the 
necessary blood supply to the scleral patch to survive.
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Response to comments on: Intracorneal 
scleral patch supported cyanoacrylate 
application for corneal perforations 
secondary to rheumatoid arthritis

Dear Editor,
Authors thank Dr Srirampur et al.[1] for their interest in 
our article entitled “Intracorneal scleral patch supported 
cyanoacrylate application for corneal perforations secondary 
to rheumatoid arthritis”.[2] We placed partial thickness 
scleral patch graft in the lamellar corneal pocket and applied 
cyanoacrylate tissue adhesive to seal corneal perforation in 
rheumatoid arthritis patients. We did not perform anterior 
segment optical coherence tomography of the cornea to confirm 
epithelialisation in our study. Fluorescein staining was used to 
detect epithelial defect and monitor healing.

Dr et al.[1] have raised an important issue of risk of scleral 
necrosis on the basis of impaired nutrition of sclera patch. 
Before taking up that issue we will discuss why we preferred 
lamellar scleral patch. We had tried partial thickness cornea 
patch as scaffold initially to support cyanoacrylate tissue 
adhesive to treat corneal perforations larger than 3.0 mm 
diameter. But due to corneal hydration, stroma swelled and 
lifted up the cyanoacrylate adhesive plug. Because of this 
reason we used partial thickness sclera patch as scaffold 
to apply cyanoacrylate to treat moderate‑sized corneal 
perforations successfully.[3] In addition, sclera is well‑tolerated, 
induces very little inflammation, and suffers rare rejections.[4]

Sclera is relatively avascular structure and has extremely 
low metabolic need. Sclera is covered internally by choroid 
and externally by episclera, Tenon’s capsule and conjunctiva. 
Sclera does not tolerate exposure and dehydration. In 
our study, we placed the partial thickness sclera patch in 
the corneal pocket covered on one side by aqueous and 
cyanoacrylate tissue adhesive covered by bandage contact lens 
anteriorly. We did not observe scleral necrosis or ulceration in 
any of our patients. Probably, the nutrition to the scleral patch 
from aqueous and tear film was adequate. Scleral patch used 
as a scaffold has low cellularity in the form of fibroblasts. But 
over a period of time, collagenous fibers from the recipient 
cornea populate the sclera patch graft and replace scleral 
tissue.[5] Scleral patch grafts have shown significant clearing 
with time indicating that its fibers assume characteristics 
present in the cornea.[6] These factors coupled with corneal 
vacularization provided nutrition to the sclera patch and 
avoided scleral necrosis and ulceration.
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