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Trebeculo-iris v contact length (TICL) *: Defined as the linearlength of contact between the iris and the
o vork. beginning at the scleral spur in an anatomicallyapposed or synechially closed angle. It
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s taken on VisanteOCT". This studyalso found that it is more difficult to identify the scleral spur

~patients with narrow angles than in patients with open angles.
r study reported that interobserver variability in theidentification of scleral spur can lead to 50%

on inmeasurement of angle area (ARA, TISA) and 10% variation inlinear measurements (AOD).

-ssment can be done in corneal opacity and corneal edemaunlike gonioscopy.

>valuation of efficacy of various treatmentsuch as laser peripheral iridotomy (LPT) *, effect of 1

ows the e
cataract surgery on anterior chamber angle.Memarzadeh et al studied the change in anterior segment

morphology by ASOCT and gonioscopy before and after LPI"". They noted a significant increase in
a.wD:[;(. ARAS500, TISA 500 and TISA 750 after PI. On OCT images, theconvex iris configuration

lattened after LPI.

2.Pachymetry
- ASOCT allows cross-sectional visualization and measurementof central corneal thickness(CCT). 1t has
direct influence onintraocular pressure (IOP) measurements. Ocular Hypertension Treatment Study
OHTS) for the first time made a critical discovery regarding corneal thickness and its role in intraocular

sressure and glaucoma development.

linical practice, intraocular pressure is the only modifiable 1‘isk factor in the management of glaucoma.
\C _;1dmc to manometric data from Ehlersand colleagucs ™, 44% of patients with normal-tension
“aucomawould be reclassified as having primary open angle ghucoma and35% of patients with ocular

"_*‘rmon would be reclassified ashaving normal IOP when CCT is taken into account. Hermndon
found that as many as 65% of patients with ocular hypertensioncould be reclassified as having normal

asuring CCT consistently provides additional knowledge regarding TOP accuracy as well as possible
~rognosis and future treatment effect.
sidelines established by the American Academy of Ophthalmology (AAO), CCT was recommended as
“1he initial examination for POAG and the glaucoma suspect. The relevance of CCT, as stated by the
() preferred practice pattern for primary open angle glaucoma(POAG), is based on the fact that it “is a
. “actorin that it affectsaccuracy of IOP measurements by all applanation techniques.

* Imaging of trabeculectomy blebs

- _naracteristics like bleb structure.location of scleral flap,presence of cystic spaces,bleb height, size of
+_hlebwall thickness, scleral flap thickness, tangential and radial dimensions of the bleb. Singh et

; : ciudiedthe ASOCT characteristics of trabeculectomyblebs and found that IM A
EFTE =niscleralthickening in the bleb wall was the hallmark of blebs mmwhich IOP was successfully .53
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4.Glaucoma drainage implants

AS-OCT provides high resolution images of glaucoma drainage implant and help in assessing position.
patency, drainage, intra-luminal stent suture, tube-cornea or tube-iris touch.

AS-OCT VS GONIOSCOPY

Closed angle on gonioscopy is defined as non-visibility of posterior TM, whereas angle closurc on ASOCT
isdefined as any contact between

peripheraliris and angle wall anterior to scleral spur'”. In comparison to gonioscopy, AS-OCT show less
mteroperator variabilitydoes not require technical expertise. Angle can be viewed in its natural state withour
distortion of angle structures as AS-OCT is a non-contact technique. Thus, AS-OCT could be used to screen
patients for primary angle closure.But it is unlikely that gonioscopy will ever be completely replaced. as
several imaging techniques like AS-OCT are dynamic and does not allow complete(360) visualization of
angle.

AS-OCTVSUBM

Ultrasound biomicroscopy. a diagnostic method described in the early1990s . uses a high frequency
transducer (50-100 MHz).thus permitting an axial and lateral resolution of around20 to 40 micron. even
though at the expensc of a reductionin ultrasound penetration (approximately 5 millimeters)”. The
advantages of the method are the possibilityof cvaluating retro iris structures and performingquantitativ e
measurements of the camerular sinus.The benefits of UBM include its utility in identifying nonpupilla—
block mechanisms for angle closure mechanisms that may contribute to angle closure in the majority of
Asian paticnts”.Both UBM and AS-OCT can identify narrow and

closed angles with reasonable performance. Neither, however, can reliably differentiate berwees
appositional and synechial closure, an essential distinction prior to surgical intervention.Finallv. he
identification of the scleral spur can be ambiguous for both UBM and AS-OCT. Without the localization o
this landmark, diagnostic uncertainty may remain'®.

Main limitations of UBM are: high cost, the dependence of aqualified examiner, the observarion -« &
restricted regionof the camerular sinus, and the need for dipping the ultrasound probe.

CONCLUSION

Widespread use of anterior segment OCT may permit accurate diagnosis of angle closure cases s heie
pick up more cases of angle closure, which constitutes 50% of all glaucoma cases worldwide Ease ot
image acquisition and noncontact nature may make it a desirable tool for large-scale

screening of patients with narrow angles. Furthermore, it's apotentially valuable tool in glavcors resemns
and may help usunderstand better the natural history and patho-physiologic mechanism bebind &
types of glaucoma. However, thercare certain limitations of ASOCT such as I =0 i
ofstructures posterior to the iris and difficulty in identification of keylandmarks (e.g. scleral sourt in it
angles.

IMAGES OF VISANTEA-OCT

FIGURE 1:-(A) Anterior segment OCT image with relatively lower
ACD (1.64 mm) and higher LV (1.3 mm) at pre LPI. This eye showed
greater AOD750 change (255.8%) after LPI (B).
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FIGURE 2:-(A) Image of eye with relatively higher ACD (2.20 mm)
and lower LV (0.95 mm). (B) A small amount of AOD750 change
(64.4%) after LPI

~ES OF FOURIER DOMAIN AS-OCT

FIGURE 3:-AOD at Imm and 2mm

GLURE 5:- AOD at Imm and 2mm ; IT
it Smm and Imm:convex iris curvature

FIGURE 6:-AOD at Imm and 2mm
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FIGURE 7:-AOD at Ilmm and 2mm FIGURE &:- AQOD at lmm and 2mm :
[T at .5mm and Ilmm:convex iris curvature

PACHYMETRY

ASOCT IMAGES OF BLEB
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