
Sir, 

Primary surgical management in a case of subtotal 

iridodialysis 

Iridodialysis is the separation of the iris bast' from the 
ciliary body and the sderal spm. The iris root is the 

thinnest and weakest part of iris anatomy, making it 
\'Ulnerable' to ocular trauma.1 \\'c desnibe a case where 
traumatic iridodialysis was sustained resulting in 
l'econdary glaucoma. Surgical intervention invoh'ing an 
anterior chamber washout and remov al of necrotic iris 
brought about control of the intraocular pressure. 

CasC' r�l'nrt 

A 66-year-old man sustained blwlt trauma to his right 
eye whilst repairing his garage door. Visual Jl"Uity in this 
eye WdS hand movements. On slit-lamp examinati(1O an 

iridodialy�is of 3300 W.1S prt>s('nt. as was a microscopic 

hyphaema (Fig. 1). There was a vitreous haemorrhage, 

with no fundal view. The lens WJS subluxed posteriorly 
and cataractous . ThE-' iris appeared to be ne.:wtic 11,ere 
WJS zonlliar d('hi�cenct' except inferiorly \'Ilhen' the iris 

was shJ[ nttached. The intraocular pressure was 40 

mmHg. An ultrasound :«01n showed a fldt r('tin,1. '1 he 

patient wns treated with topical steroids .md beta­
blockers, togl'ther with systemic dceta/.olamidl' ,md 
mannitol. None of this served to ft'duce the intraocular 
pres�ure, which fluctuated between 40 and 00 mmHg. A 

pnracentesis was performed ru,d the dialysed iris ti,;sue 

removed. Due to significant damage to the lens zonule, 
the IE-'n� was removed using an intraLa.psular tt>chniqUl'. 
An anterior \'itrectomy was then performeJ . By the next 
day the intraocular pressure was 14 mmHg. and 

remained controlled 4 months later. By this time, most of 

the vitreous haemorrhage h,ld deart'd, and thl' patit>llt 
was a.chif'\-ing 6/12 \'ision using a coloured dphakic 

contact len<;. 

CCII1I1IIeni 

Romen a.nd Singer2 described a case of persi<;tent 
secondary glauwmil dt'spite good vbual outcome 
following tra1lmatic iridodialysis. Possible mechanisms 

for the de\'elopment of glaucoma include angle 
rect'sbilln, trnbe'culitis. trabecular dJmagc, or debris in 

the anterior chamber. Surgical techniques have been 

formulated to enable repoir of l'ven a l.1fge iridodialysis, 

but with viable iris tissue:1 

We ";llggest that the cause of the pressure rise in this 
case was inflammation from necrotic tissue in the 
anterior chamber. 111l' rapid rt'�olution of the glaucoma 
precludes any significMt trabecular trauma. Lenticular 
damage may have b"t'n.1 contributory factor, but the 1(>1\s 

was not obstructing the drainage angle. 
In cases of :<ubtotal iridodialysis, wht'Tt! tilt' iris tissue 

is unlikely to ht> viable, we suggest edrly n..'mo\'al of 
necrotic tissue to avoid secondary glaucoma. 

[f removal of thl:' iris is inevitable, problems of both 

cosmesis and glare resull. Several strategies have been 
employed to overcome these problems. Implantation of 

an iris diaphragm has been described, and so has con1(>al 

Fig. 1. C(l/ollr l'"vt{'Krll1'" <1!Vll'l1JS .'lIbtalai md(}dillly�is. 

tattooing. �,:; In cast's ,.\, hl:'re a catarllct has developed and 
the lens zonule is stabl(', rrost('d intraocular lenses have 
heen implanted WIth �uccess.h 
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Sir, 

Treatment of preretinal Valsalvil haemorrhages with 

neodymium:)' AG laser 

Valsdh-'l retinopathy is caused by a :ludden incmlsl:' in 
intrathorad( or intra-nbdominal pr('Ssure against a 

dosed glottis (VJlsalva's mano('u\'r(') and is 
charact�rised by rupture of superficial retinal cdpillaries 
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