Management of Intraocular Pressure 1n Iridocorneal Endothelial Syndrome

University Hospitals using Presertlo® Microshunt
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* Superior fornix base periotomy

unaftected * Sponge soaked in Mitomycin-C 0.4mg/ml applied to scleral bed
and Tenon’s capsule for 3 minutes

* 3mm posterior scleral pocket created

* 235G needle to create a trans-scleral tunnel

* Preserflo® Microshunt inserted at 2 o’clock position, successfully
directed between areas of PAS

* Tenon’s capsule and conjunctiva were closed with 10-0 Nylon

* Subconjunctival Cefuroxime and dexamethasone

required. * 1ntended to create an alternative pathway for the drainage of aqueous humour
* Trabeculectomy gives only moderate surgical success with long'  jnto the subconjunctival space

term failure rates as high as 40-50%.

* Plated tube procedures also involve extensive tissue dissection.
Anterior segment  optical
coherence tomography (AS-
OCT) of the patient’s LE
showing an iridocorneal touch
at 2 o’clock with an eccentric-
shaped pupil

Postoperative
* 2-hourly topical Dexamethasone 0.1%
* Topical Chloramphenicol 4 times a day

We would like to demonstrate a case of successful
management of uncontrolled 10P with Preserflo®
Microshunt in a patient with ICE syndrome, with the
longest reported follow-up to date in the literature.
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Case Presentation Outcome and tollow-up

* Preserflo® Microshunt may prove to be an effective
treatment option for patients with secondary angle
closure due to ICE syndrome who fail medical

 Patient not on any IOP-lowering

65-year-old lady [IOP values: medications therapy.
* Presented with blurring of vision in the left eye (LE): Snellen’s 6/6 unaided in the right eye (RE) and 6/15 1n * Day 1: 4 mmHg * No repofted complication * It may be possible to implant Fhe mICI‘OShunF on the
the LE. Corectopia in the LE » Week 1: 5 mmHg * Snellen’s best-corrected VA at the final usual nasal or temporal superior quadrants in these

patients, providing that the tube entry 1s not
obstructed by PAS. Careful pre-operative gonioscopy
1s recommended to achieve this.

+ Month 1 to 15: 9-11 mmHg Post-operative follow-up- (15 months

post-operatively): 6/6 in the RE and

* Pachymetry: Central corneal thickness 601 um RE, 590um LE * Final IOP: 10 mmHg 6/9 5 in the LE
) O 11N 1N .

e Refraction: +0.75/-0.25 x 90 in the RE and +2.25/-1.25 x 70 in the LE
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* Patient underwent an uncomplicated cataract surgery and pupilloplasty in the LE
* 5 months later, she presented with IOP of 5ImmHg 1n the LE, with corneal stromal oedema

* Gonioscopy: angle closure with areas of high PAS
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