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Abstract
Purpose: The study aims is to detect primary angle-closure glaucoma (PACG) suspects using both
anterior segment optical coherence tomography (AS-OCT) and Scheimp�ug imaging.

Methods: A prospective cross-sectional observational study on forty PACG suspect patients with a range
of ages from 20 to 70 years. Angle imaging by AS-OCT (Optovue Inc., Fairmont, CA) with study
parameters in the superior, inferior, nasal, and temporal quadrants were anterior chamber angle (ACA),
angle opening distance at 750 µm (AOD750), and trabecular-iris space area at 750 μm (TISA). Also, angle
imaging using Pentacam (Oculus Optikgeräte GmbH, Wetzlar, Germany) with study parameters were the
anterior chamber angle (ACA), anterior chamber depth (ACD) and, anterior chamber volume (ACV). The
angle evaluation was done before and after the mydriatic test.

Results: As regarding AS-OCT, after the mydriatic test, we noticed a decrease in all parameters measured,
some decreased signi�cantly while others did not. A signi�cant decrease was noticed in ACA (TIA750) in
all quadrants (P value<0.001in nasal, 0.001in superior &temporal, 0.003 in inferior) and in TISA750 in the
nasal quadrant only (P-value 0.004). AOD750 and TISA750 in the remaining quadrants also decreased
but not signi�cantly as ACA. As regarding Pentacam, all parameters decreased after the mydriatic test.
ACA (P-value <0.001) and ACD (P-value 0.004) showed signi�cant statistical decrease but ACV showed
statistically non-signi�cant decrease (P-value 0.558).

Conclusions: AS-OCT and Pentacam are reliable investigations for the detection of PACG suspects which
needs more close follow-up for a possible increase in IOP.

Background:
Glaucoma is an optic nerve disease of progressive course and it is one of the main diseases that can
cause blindness worldwide. Fortunately, glaucoma can be avoided with prophylaxis, this makes early
detection and therefore early treatment is critical (1).

Glaucoma causes loss of the ganglion cells of the retina which is responsible for the changes seen in the
optic nerve head, the defects present in the visual �eld (VF), and the loss in the nerve �ber layer of the
retina. For VF to show a defect, at least 40% of RGCs have to be lost, therefore early diagnosis in the
glaucoma suspect stage is very important (2)

Two types of glaucoma suspects are known: Primary Open-angle and primary angle-closure suspect (3).

Primary angle-closure suspects can be recognized by gonioscopic visualization of the trabecular
meshwork only in 180º or less of the angle of the anterior chamber, but on condition that the intraocular
pressure (IOP) is normal and the optic nerve head shows no structural damage (4).
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Optical coherence tomography (OCT) was �rstly designed to image the posterior segment and retina, but
it was quickly adapted to visualize the anterior segment and cornea (5).

Scheimp�ug technique also offers a non-contact method for imaging the anterior segment. Although it is
unable to show the angle effectively as AS-OCT, the anterior chamber volume measured by it is effective
in screening for narrow angled patients (4).

Materials And Methods:
A prospective cross-sectional observational study was conducted in Minia University hospital's
ophthalmology department attending 40 PAC suspect patients between April 2019 and December 2019.
Approval of the ethical committee of the faculty of medicine Minia University was obtained and informed
written consent to be involved in the study was obtained from each patient.

Inclusion criteria: The patients' ages range from 20 to 70 years with shallow AC known by the Van Herrick
test. Hyperopic refraction was done with Nidek® auto refractometer and with retinoscopy. With
gonioscopy done with Goldmann 3 mirror lens (Ocular, USA): without indentation, there was an inability to
visualize ≤ 180° of the posterior trabecular meshwork (TM) in the absence of peripheral anterior
synechia. IOP ≤ 21 measured by Goldmann applanation tonometry (Keeler, UK). Normal optic nerve head
(ONH) appearance on fundus examination with both direct ophthalmoscope (Keeler, VISTA20, UK) and
central lens of Goldmann 3 mirror lens (Ocular, USA). Normal visual �eld on static automated perimetry
(SAP) testing using a 24 − 2 protocol and a SITA-Standard strategy done with Humghery �eld analyzer
(754i, Germany). Also, persons with a family history of primary angle-closure disease were included.

Exclusion criteria: Eyes with signi�cant corneal opacity that can impair signal strings of any of the used
imaging modalities were excluded. Also, eyes with a history of intraocular surgery (e.g. cataract surgery,
retinal detachment surgery), a history of laser procedures (e.g. Laser peripheral iridotomy), eyes with
anterior segment pathology as iridocyclitis or angle dysgenesis, eyes with a history of trauma, and eyes
with �ndings suggestive of 2ry cause of glaucoma (e.g. iris or angle neovascularization, any iris or
corneal abnormalities, dilated episcleral vessels) were excluded.

Angle imaging by:

1- Spectral-domain AS-OCT device, version 2015 (Optovue, Inc., Fremont, California) was done for each
patient (both eyes) before and after mydriatic test with detection of the 3 measurements depending on
the site of the scleral spur, AC angle (trabecular iris angle at 750 µm), angle opening distance at 750 µm
from the scleral spur and trabecular-iris space area at 750 µm from the scleral spur, and represented by
the mean values of the nasal, temporal, superior and inferior values.(Fig. 1,2)

The mydriatic test:
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A mydriatic agent used was a combination of 50 mg cyclopentolate HCL and 500mg phenylephrine HCL,
it was instilled in both eyes. AS-OCT&Pentacam imaging was done before and after cyclopherine ED
installation by 30 minutes when the pupil becomes mid dilated as this allows for maximal crowding of
the iris in the angle, (pupil block was su�cient to allow the pressure in the posterior chamber to 'push' the
iris on to the cornea).

2- Pentacam:(Oculus Optikgeräte GmbH, Wetzlar, Germany) was done for each patient (both eyes) before
and after the mydriatic test.

Each Scheimp�ug image was analyzed for anterior chamber angle (ACA) which is the angle between the
cornea and the root of the iris, anterior chamber depth (ACD) which is the axial distance between the
corneal endothelium and the anterior surface of the crystalline lens and anterior chamber volume (ACV)
which is calculated with Pentacam system using Wang formula. (Fig. 3,4)

Statistical analysis

A statistical study using SPSS version 25. Descriptive statistics were done for parametric quantitative
data by mean ± standard deviation, and non-parametric quantitative data by the median and interquartile
range (IQR), while they were done for categorical data by number and percentage. Distribution of the data
was done by the Shpiro Wilk test. Analyses were done for non-parametric quantitative data using
Wilcoxon signed-rank test between the two times. The level of signi�cance was taken at (P-value < 0.05).

Results:
The mean age of the patients was 46 ± 10.2 years (range: 25 to 65 years). Twenty-eight patients (70 %)
were females and twelve patients (30%) were males. Patients with a positive family history of angle-
closure glaucoma were nine (22.5 %) while thirty-one patients (77.5 %) were negative for family history.

1-AS-OCT parameters:

1-In the superior quadrant (Table 1)

A -ACA (TIA750): There was a high statistically signi�cant difference between its values before and after
the mydriatic test, (P-value: 0.001), the median before the mydriatic test was 30.29*(IOR: 26–35), while
the median after the mydriatic test was 25* (IQR: 22–33).

B-AOD750: There was a statistically non-signi�cant difference between AOD750 values before and after
the mydriatic test, (P-value 0.361), as its median before the mydriatic test was 482 Mm (IQR: 402.75–
555.5), while its median after the mydriatic test was 424 Mm (IQR: 365.25–600.5).

C-TISA750: There was a statistically non-signi�cant difference between TISA750 values before and after
the mydriatic test (P-value 0.194), as its median before the mydriatic test was 0.25 mm2 (IQR: 0.21–0.29),
and after the mydriatic test, it was0.22 mm2 (IQR: 0.18–0.3). (Table 1).
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Table (1): Showing the difference in the values of anterior chamber angle parameters in superior
quadrant before and after the mydriatic test:

  Median before
mydriasis

Median after
mydriasis

IQR before
mydriasis

IQR after
mydriasis

P –
value

ACA(TIA750) 30.29* 25* 26–35* 22*-33* 0.001

AOD750 482Mm 424Mm 402.75Mm-
555.5Mm

365.25Mm-
600.5Mm

0.361

TISA750 0.25mm2 0.22mm2 0.21mm2-0.29mm2 0.18mm2-0.3mm2 0.194

2-In the inferior quadrant (Table 2)

A- ACA (TIA750): There was a high statistically signi�cant difference between ACA (TIA750) values
before and after the mydriatic test, (P-value: 0.003), the median before the mydriatic was 32.93*(IOR:
27.69-37), while the median after mydriatic was 27* (IQR: 22.36-33).

B- AOD750: There was a statistically non-signi�cant difference between AOD750 values before and after
the mydriatic test, (P-value 0.803), as its median before mydriasis was 517 Mm (IQR: 443.5–666), while
its median after mydriasis was 485 Mm (IQR: 398–732).

C- TISA750: There was a statistically non-signi�cant difference between TISA750 values before and after
the mydriatic test (P-value 0.306), as its median before the mydriatic test was 0.28 mm2 (IQR: 0.24–0.33
mm2), and after the mydriatic test it was 0.26 mm2 (IQR: 0.21–0.33). (Table 2).

Table (2): Showing the difference in the values of anterior chamber angle parameters in inferior quadrant
before and after the mydriatic test:

  Median before
mydriasis

Median after
mydriasis

IQR before
mydriasis

IQR after
mydriasis

P-
value

ACA(TIA750) 32.93* 27* 27.69-37 22.36-33 0.003

AOD750 517Mm 485Mm 398–732 398–732 0.803

TISA750 0.28mm2 0.26mm2 0.24–0.3 0.21–0.33 0.306

3-In the nasal quadrant (Table 3)

A- ACA (TIA750): There was a high statistically signi�cant difference between ACA (TIA750) values
before and after the mydriatic test, (P-value: <0.001), the median before mydriatic was 34*(IOR: 29–37)
while median after mydriatic was 27* (IQR: 23.1-35.75).
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B- AOD750: There was a statistically non-signi�cant difference between its values before and after the
mydriatic test, (P-value 0.341), as its median before the mydriatic test was 562.5 Mm (IQR: 470-653.5),
while its median after the mydriatic test was 485 Mm (IQR: 405.25–684.5).

C- TISA750: There was a statistically highly signi�cant difference between TISA750 values before and
after the mydriatic test (P-value 0.004), as its median before the mydriatic test was 0.29 mm2 (IQR: 0.25–
0.36 mm2), and after the mydriatic test it was 0.26 mm2 (IQR: 0.22–0.33). (Table 3).

Table (3): Showing difference in the values of anterior chamber angle parameters in nasal quadrant
before and after mydriatic test:

  Median before
mydriasis

Median after
mydriasis

IQR before
mydriasis

IQR after
mydriasis

P-
value

ACA(TIA750) 34* 27* 29–37 23.1-35.75 < 
0.001

AOD750 562.5Mm 485Mm 470-653.5 405.25–684.5 0.341

TISA750 0.29mm2 0.26mm2 0.25–0.36 0.22–0.33 0.004

4- In the temporal quadrant: ( Table 4)

A-ACA (TIA750): There was a high statistically signi�cant difference between ACA (TIA750) values before
and after the mydriatic test, (P-value: <0.001), the median before the mydriatic test was 34*(IOR: 26.33-
41) while the median after the mydriatic test was 28* (IQR: 22.81-36).

B-AOD750: There was a statistically non-signi�cant difference between AOD750 values before and after
the mydriatic test, (P-value0.951), as its median before the mydriatic test was 546 Mm (IQR: 392.5–750),
while it's median after the mydriatic test was 539 Mm (IQR: 421-702.25).

C-TISA750: There was a statistically non-signi�cant difference between TISA750 values before and after
the mydriatic test (P-value 0.153), as its median before the mydriatic test was 0.3 mm2 (IQR: 0.22–0.37),
and after the mydriatic test it was 0.27 mm2 (IQR: 0.21–0.35). (Table 4).

Table (4): Showing the difference in the values of anterior chamber angle parameters in the temporal
quadrant before and after the mydriatic test:
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  Median before
mydriasis

Median after
mydriasis

IQR before
mydriasis

IQR after
mydriasis

P-
value

ACA(TIA750) 34* 28* 26.33-41 22.81-36 0.001

AOD750 546 Mm 539Mm 392.5–750), 421-702.25 0.951

TISA750 0.3mm2 0.27mm2 0.22–0.37 0.21–0.35 0.153

2-Pentacam parameters (Table 5)

A-ACA: there was a high statistically signi�cant difference between ACA values before and after the
mydriatic test (in the form of a decrease in ACA measurements after mydriasis i.e. narrowing of the
angle), (P-value: <0.001), the median before the mydriatic test was 33*(IOR: 30*-37.98*) while the median
after the mydriatic test was 29*(IQR: 23.2*-34.38*).

B-ACD: there was a statistically highly signi�cant difference between ACD values before and after the
mydriatic test (in the form of a decrease in ACD measurements after mydriasis i.e. decrease in the depth
of AC), (P-value 0.004), as its median before the mydriatic test was 2.59 mm (IQR: 2.34 mm-2.75 mm),
while it's median after the mydriatic test was 2.45 mm (IQR: 2.11 mm-2.7 mm).

C-ACV: there was a statistically non-signi�cant difference between ACV values before and after the
mydriatic test (P-value 0.558), as its median before the mydriatic test was 135 mm3 (IQR: 100.75 mm3-
165.75 mm3), and after the mydriatic test it was128.5 mm3 (IQR: 105.25 mm3-164.5 mm3). (Table 5).

Table (5): Showing the difference in the values of anterior chamber angle parameters with Pentacam
before and after the mydriatic test:

  Median
before
mydriasis

Median after
mydriasis

IQR before mydriasis IQR after mydriasis P-
value

ACA 33* 29* 30*-37.98* 23.2*-34.38* < 
0.001

ACD 2.59mm 2.45mm 2.34mm-2.75mm 2.11mm-2.7mm 0.004

ACV 135mm3 128.5mm3 100.75mm3-165.75mm3 105.25mm3-164.5mm3 0.558

Discussion:
Angle-closure glaucoma is one of the sight-threatening diseases and is a major cause of worldwide
blindness (6).
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The reversible attachment of the trabecular meshwork to the periphery of the iris is de�ned as
appositional angle-closure. It occurs due to physiological movement of the pupil and can lead to transient
IOP increase in narrow angled eyes. If it became chronic, angle con�guration will show permanent
changes that will lead to increases in IOP and �nally will cause PACG (7).

A relationship was found between the con�guration of the anterior chamber and primary angle-closure
(PAC) (8) it was proved that shallow anterior chamber and narrow-angle were signi�cant risk factors for
PACG, so, measurement of IOP and evaluation of anterior chamber angle are important for the prevention
and early treatment of PACG (9).

Anterior chamber assessment can be done by multiple methods as Van Herrick technique, gonioscopy,
ultrasound biomicroscopy (UBM), and AS-OCT and Scheimp�ug photography (8).

As regarding the Van Herrick technique, it is simple and doesn’t need direct contact with the ocular
surface, but it is highly subjective (9). Gonioscopy is considered the standard method for angle
examination, but it has some problems that limit its use in assessing anterior chamber angle status.
Firstly, it requires a certain degree of skill and experience to give trustable results. Secondly, any increase
in illumination or pressure on the lens can change the �ndings. Lastly, it is considered to some degree a
subjective technique (10).

Unfortunately, although UBM is very helpful in examination of anterior chamber angle, it has some
di�culties as the need to place the patient in the supine position and to apply a topical anaesthetic and
an ocular cup to the eye also,it requires skill and is equipment dependent, thus, it is not suitable for
screening for narrow angled eyes (11). Now, AS-OCT allows cross-sectional imaging of the anterior
chamber and the angle with high-resolution. Also, it doesn’t require contact with the eye and provides
rapid examination. Another advantage is that the patients are examined while they are sitting. Also, it has
good repeatability and reproducibility (12).

Recently, the Pentacam-Scheimp�ug camera has been started to be used in the imaging of the anterior
chamber angle. It is a non-contact method and gives high-resolution images. It creates 3-dimensional
images of the anterior eye segment. The Pentacam parameters that are useful in glaucoma are ACD, ACV,
corneal thickness (apical), and ACA, as well as inbuilt IOP correction formulae. Despite these advantages,
it is not e�cient as anterior segment OCT in the evaluation of the anterior chamber angle due to the
inability to visualize the sclera spur. However, it is better than AS-OCT in giving more quantitative data of
the anterior chamber, due to measuring peripheral ACD and ACV. Therefore, it has a promising future as a
screening method for detecting narrow angled eyes (13).

This present study was conducted in Minia University Hospital Ophthalmology Department between April
2019 and December 2019, on forty PACS patients. We had chosen patients between twenty and seventy
years age group who were either hyperopes, with a positive family history of angle-closure glaucoma,
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with shallow AC, or with gonioscopy, 180 degrees of their trabecular meshwork could not be seen,
provided that their IOP is less than 21mmHg, no optic neuropathy and their visual �eld test was normal.

Patients who gave history of intraocular surgery or laser procedures to the eye, who gave a history of
trauma, those with corneal opacity or anterior segment pathology or had any cause of 2dry glaucoma as
angle neovascularization were excluded from this study.

In all patients, we examined different parameters of the anterior chamber using both AS-OCT and
Pentacam before and after installation of one drop of combination of 5mg cyclopentolate HCL and
500mg phenylephrine HCL by 30 minutes.

AS regarding AS-OCT we measured ACA (TIA750), AOD750, and TISA750 in superior, inferior, nasal and
temporal quadrants. After the mydriatic test, we noticed a decrease in all parameters measured, some
decreased signi�cantly while others did not. A signi�cant decrease was noticed in ACA (TIA750) in all
quadrants (P-value < 0.001in nasal, 0.001in superior &temporal, 0.003in inferior) and in TISA750 in the
nasal quadrant only (P-value 0.004). AOD750 and TISA750 in the remaining quadrants also decreased
but not signi�cantly as ACA.

As regarding Pentacam, we measured ACA, ACD, and ACV before and after the mydriatic test. All
parameters were noticed to be decreased after the mydriatic test. ACA (P-value < 0.001) and ACD (P-value
0.004) showed signi�cant statistical decrease but ACV showed statistically non-signi�cant decrease (P-
value 0.558).

The results we had obtained, revealed a decrease in all parameters of the anterior chamber measured by
both AS-OCT&Pentacam after the mydriatic test was done.

We also measured IOP before and after the mydriatic test. There was a signi�cant increase in its
measurements after pupillary dilatation (P-value < 0.001).

These changes that occurred in the parameters of anterior chamber and IOP after the mydriatic test are
mostly attributed to the effect of the mydriatic agent which induces appositional angle-closure by one of
these mechanisms of PACG:

(1) Pupillary block type: when the pupil becomes mid dilated the iris becomes crowded in the angle, (this
is because the resulting block of the pupil causes the aqueous in the posterior chamber to push the iris
towards the cornea so that, the angle is narrowed and the aqueous drainage is hindered and IOP
becomes elevated). This effect is exaggerated in susceptible eyes (with narrow angles).

(2) Plateau iris type: when the pupil dilates in the eyes in which the iris is plateau shaped the iris becomes
crowded in the angle causing trabecular meshwork occlusion.

(3) Lens factors: the cycloplegic agent present in the cyclopherine ED produces relaxation of ciliary
muscle making the lens more spherical causing some decrease in ACD (14).



Page 10/18

In this study, the main mechanism of angle narrowing in PACS eyes is mostly the pupillary block one

In a study done by Aptel et al (15)., with shifting from light to dark(i.e. with physiologic mydriasis), angle
opening distance (AOD) at 500 µm decreased signi�cantly more in fellow eyes of acute angle-closure
patients than in PACS while the mean iris volume increased signi�cantly in the fellow eyes of these
patients and decreased signi�cantly in most PACS eye, and in all open-angle eyes. Unlike our study, they
used physiologic dilatation instead of pharmacologic one. It matches ours in that AOD500 decreased in
PACS after physiologic mydriasis. (But in ours theAOD750 decrease is insigni�cant).

In a study done by Yamada et al (7) on seventy eyes of seventy consecutive patients with primary angle-
closure suspect, primary angle-closure, or primary angle-closure glaucoma (based on gonioscopy), AS-
OCT and IOP measurement was done for all those patients after the mydriatic provocative test (MPT) and
the dark room prone provocative test (DRPPT), their results revealed that ACD and AOD 500 of the
positive group(with a signi�cant increase in IOP after the two tests), using the MPT, were signi�cantly less
than those of the negative group (with an insigni�cant increase in IOP). The trabecular-iris space area
500 of the positive group was signi�cantly less than the negative group, using both the MPT and the
DRPPT. This agrees with our study in the signi�cant IOP elevation in PACS group after mydriatic test and
in the decrease of both AOD &TISA after mydriatic test, but we differ from them in measuring AOD &TISA
at 750Mm from the scleral spur not at 500 Mm and the decrease in both of them in our study is
insigni�cant. We also differ from them in measuring ACD with Pentacam (not with AS-OCT), but both
studies showed a signi�cant decrease in ACD after the mydriatic test.

In another study done also by Aptel et al (16) included the fellow eyes of patients who suffered from a
previous acute attack of primary angle-closure glaucoma and eyes of control subjects with open angles.
All patients were imaged by AS-OCT after phenylephrine10% instillation and another time after
tropicamide 1%instillation. The axial length and depth of anterior chamber did not change signi�cantly
after mydriasis. Also, in the eyes of the control group, the mean AOD 500 and TISA 500 did not change
signi�cantly after pupil dilation, while both of them were about 2 to 3 times smaller after mydriasis in the
eyes of the case group, regardless of the mydriatic agent used. These results are consistent with our
study which showed a decrease in AOD750 and TISA750 after mydriatic installation (but the decrease in
ours is insigni�cant). We differ from them in measuring ACD with Pentacam not by AS-OCT and our
study showed signi�cant decrease in its value after mydriasis, unlike this study which showed non-
signi�cant change.

There is a study done by Hirose et al (17) showed that in the angle-closure group in each of the four
quadrants, the iris thickness (IT) increased signi�cantly in the dark, and the AOD500 and TISA500
decreased signi�cantly in the dark. This is mostly due to physiologic dilatation of the pupil in the
darkness which induces relative pupillary block and thickening of the iris periphery leading to narrowing
in the angle of the anterior chamber, therefore decrease in AOD and TISA. This decrease in AOD and TISA
after physiologic mydriasis is consistent with our study which revealed a decrease in these two
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parameters after pharmacologic mydriasis (but our decrease was insigni�cant in four quadrants except
TISA in nasal quadrant).

Similarly, in a study done by Masoodi et al, ACA and AOD500 in the nasal and temporal quadrants were
signi�cantly greater in light compared to dark (all with p = 0.000). This is also consistent with our study
(18).

Also, an old previous study was done by Ishikawa et al (19), under light conditions and with using UBM all
eyes tested showed open angles. On the other hand, on darkroom provocation, the angles of 55.6% of the
eyes were occluded and those of 44.4% of the eyes were not. In the dark, evidence of appositional angle-
closure was found in the angles in 99 patients (55.6%) during testing. The eyes in which the angles were
occluded showed decrease in ARA and AOD500 in the dark (this is consistent also with our study).

Another idea was done by Kobayashia et al (20), who studied the effect of miosis (using pilocarpine) on
anterior chamber in narrow angled patients. After pilocarpine instillation, the whole narrow angled eyes
showed an increase in the TIA, AOD250, and AOD500. Also, they noticed that pilocarpine induced a
decrease in ACD which was more in eyes with narrow angles than in those with wide angles. (This is
consistent with our study in the effect over TIA and AOD but does not match ours in the effect on ACD).

Another study consistent with ours, the one done with Friedman et al (21). it revealed that in both angle-
closure cases and controls the AOD500&750 and the angle-recess area showed signi�cant decrease in
the dark using UBM (the decrease was more in cases than in controls).(This is consistent with our study).
With Scheimp�ug Camera there was noticed decrease (of borderline statistical signi�cance) in the
average angle width in the dark, (it was more in cases than in controls). (This also agrees with our study
in a decrease of ACD and ACV post mydriatic). On the other hand, with instillation of pilocarpine, both
cases and controls showed a signi�cant increase in AOD 500 & 750 µm and angle-recess area with UBM.
(This increase was less in cases than in controls) (These results agree with our study).

Leung et al (22), K woo et al (23) ,Jouzdani et al(24), and Ming Young et al(25)., also found the same results
in the dark.

In another study done by Razeghinejad et al, (26) revealed that both mydriatic test and water drinking test
performed in PACS patients caused a signi�cant increase in IOP. This agrees with our study in signi�cant
IOP elevation after the mydriatic test.

Lavanya et al (27) also, agreed with us in post mydriatic increase in IOP in narrow-angle patients.

The results in all the studies that agree with us in the decrease in parameters of AC and increase in IOP
after mydriasis (physiologic or pharmacologic) are mostly attributed to the same mechanisms of PACG
we mentioned before (especially the pupillary block).
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On the other hand, a study was done by Jing- Min Guo et al (28), found that iris thickness at 750 µm, in
addition to depth and volume of the anterior chamber had increased signi�cantly after pharmacologic
mydriasis, while iris curve, cross-sectional area and volume had decreased signi�cantly in both PACS and
normal controls. This study differs from ours in that post mydriatic the AOD500 increased none
signi�cantly while in ours AOD750 decreased none signi�cantly. Also, the signi�cant increase in ACD and
ACV in PACS after mydriasis does not match with our study which revealed a signi�cant decrease in ACD
and a non-signi�cant decrease in ACV after mydriasis.

Also, another study was done by Razeghinejad et al (29) showed that the mydriatic test didn’t cause a
signi�cant difference in intraocular pressure or parameters of anterior chamber except the anterior
chamber volume, which increased after the mydriatic test. Our study differs from this one in many
aspects, �rstly, in ours, there was a signi�cant increase in IOP measurements after mydriasis, secondly,
this study revealed a signi�cant increase in ACV post mydriatic while ours showed a non-signi�cant
decrease in ACV post mydriatic

The difference in techniques and ethnicities of persons included in the previous studies can explain the
discrepancies in their results.

Our study had some limitations. First, its results cannot be generalized to larger populations because it
wasn’t a population-based study but a hospital-based one. Also, we did not use UBM for the precise
diagnosis of plateau iris con�guration. Although some studies used AS-OCT to detect plateau iris
con�guration, its de�nitive diagnosis should be done with UBM.
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Figures

Figure 1

AS-OCT printout of the anterior chamber angle in nasal quadrant of the right eye before mydriasis.
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Figure 2

AS-OCT printout of the anterior chamber angle in the same quadrant of the same eye but after mydriasis.
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Figure 3

Scheimp�ug image display of the left eye before mydriasis.



Page 18/18

Figure 4

Scheimp�ug image display of the same eye in the same patient but after mydriasis.


