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CLINICAL SCIENCES

Silicone Oil Pupillary Block

An Exception to Combined Argon–Nd:YAG Laser Iridotomy Success
in Angle-closure Glaucoma

Alan H. Zalta, MD; Nariman S. Boyle, MD; Alyson K. Zalta, BA

Objectives: To examine the rate of laser iridotomy fail-
ure at the University of Cincinnati Glaucoma Service, Cin-
cinnati, Ohio, during the last 10 years and to evaluate
the importance of silicone oil pupillary block glaucoma
(SOPBG) as a causal factor.

Methods: We retrospectively reviewed the operative rec-
ords of all 1711 eyes that underwent laser iridotomy for
the treatment of pupillary block angle-closure glau-
coma between January 1, 1996, and December 31, 2005.
The occurrence, etiology, timing, and rate of laser iri-
dotomy failure were assessed with SOPBG cases ana-
lyzed separately.

Results: Analyses using the �2 test demonstrated signifi-
cantly higher laser iridotomy failure rates for 13 eyes with

SOPBG compared with 1698 eyes with non-SOPBG for all
3 timing outcomes (immediate, 15.4% vs 0%; short term,
92.3% vs 2.5%; and long term, 38.5% vs 0.1%; all
P� .0001). To achieve long-term patency, SOPBG iri-
dotomy failures required, on average, 2.7 laser iridotomy
procedures, 4.1 periocular steroid injections, and 0.7 in-
tracameral tissue plasminogen activator injections.

Conclusions: Eyes with SOPBG require extensive re-
sources to prevent laser iridotomy failure. In managing
SOPBG, ophthalmologists should anticipate the need for
additional laser treatment and use adjunctive steroids and
intracameral tissue plasminogen activator to enhance long-
term patency and avert invasive surgical procedures.

Arch Ophthalmol. 2007;125(7):883-888

L ASER IRIDOTOMY IS A SAFE

and effective procedure that
replaced surgical iridec-
tomy in the early 1980s as
the preferred treatment for

pupillary block angle-closure glaucoma
(PBACG). Laser iridotomy failure may take
many forms including the inability to cre-
ate a patent iris hole at the initial proce-
dure, short-term closure of a patent hole
usually within days to months, and long-
term failure to maintain hole patency af-
ter repeat laser treatment. Historically, ini-
tial iridotomy creation and subsequent
long-term patency can be achieved in 99%
to 100% of cases regardless of the type of
laser used.1-8 In contrast, short-term laser
iridotomy closure and re-treatment rates
vary markedly depending on the type of
laser used, for example, 0% to 9% for com-
bined argon–Nd:YAG lasers,1-3 0% to 11%
for Nd:YAG laser alone,4-7 and 16% to 35%
for argon laser alone.5-8 Some studies have
suggested that combined laser iridotomy
procedures are associated with higher rates
of patency and fewer complications.1-3

Since the late 1980s, the use of intravit-
real silicone oil (SO) in the repair of com-

plex retinal detachments has created a new
type of PBACG9-18 in which laser iri-
dotomy is less effective.16,17 While intravit-
real SO produces prolonged retinal tam-
ponade and improves success in these
complicated retinal reattachments, glau-
coma develops in 6% to 30% of eyes12-14 by
a variety of pathophysiologic mecha-
nisms9-14 and, more specifically, silicone oil
pupillary block glaucoma (SOPBG) devel-
ops in 1% to 3% of eyes.13,18 In the early post-
operative period, SO may escape from the
vitreous cavity, block the pupil, and act as
a barrier to forward aqueous movement.
Continued production of aqueous pushes
silicone through the pupil until it fills the
anterior chamber. While aphakic eyes are
especially prone to this complication,9-11 it
has also been shown to occur in 6% of pseu-
dophakic and phakic eyes,14 presumably as
a result of partial zonulysis.14-16 A prophy-
lactic inferior surgical iridectomy at the time
of SO injection has been recommended in
all aphakic and pseudophakic eyes to pre-
vent this complication.9-11,13-15,17,18 Despite
this precaution, inferior surgical iridecto-
mies close in 11% to 32% of cases.11,13,14,18,19

Reddy and Aylward17 reported that the Nd:

Author Affiliations:
Department of Ophthalmology,
University of Cincinnati College
of Medicine (Drs A. H. Zalta
and Boyle), the Cincinnati Eye
Institute (Dr A. H. Zalta),
Cincinnati, Ohio; and Harvard
University, Cambridge,
Massachusetts (Ms A. K. Zalta).

(REPRINTED) ARCH OPHTHALMOL / VOL 125 (NO. 7), JULY 2007 WWW.ARCHOPHTHALMOL.COM
883

©2007 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a University of California - Irvine User  on 02/25/2021



YAG laser failed to reopen 78% of closed inferior surgical
iridectomies and recommended a large surgical iridec-
tomy if removal of SO is not desired.

Since the late 1980s, iridotomies on the University of
Cincinnati Glaucoma Service, Cincinnati, Ohio, have been
successfully performed using argon and Nd:YAG lasers
sequentially in the same operation. However, the rate of
laser iridotomy failure has seemingly increased during
the last 5 years with the occurrence of SOPBG. This study
was designed to compare the rate of laser iridotomy fail-
ure in eyes with SOPBG with the rate of failure due to
all other etiologies of PBACG. We also examined the ef-
ficacy of various methods used to enhance the success
of laser iridotomy in eyes with SOPBG. To our knowl-
edge, this is the largest series of cases to examine the fail-
ure of combined argon–Nd:YAG laser iridotomy. There
are also, to our knowledge, no published reports on the
use of argon laser iridotomy in anterior chambers filled
with SO and the adjunctive use of tissue plasminogen ac-
tivator (tPA) to enhance iridotomy patency in SOPBG.

METHODS

Weretrospectively reviewedtheoperative recordsofall1711eyes
thatunderwent laser iridotomyfor the treatmentofPBACG(1698
non-SOPBG and 13 with SOPBG) in 2 private practice locations
(A.H.Z.) and 1 indigent clinic between January 1, 1996, and De-
cember31,2005.Alleyesthathadlaseriridotomyfailurewereiden-
tified and assessed for the timing of iridotomy failure and under-
lyingetiologyofPBACG,withseparateanalysisforeyeswithSOPBG.

Three possible timing outcomes were used to evaluate la-
ser iridotomy failure: immediate, short term, and long term.
An iridotomy failure was considered immediate if a patent iris
hole could not be created at the initial procedure, short term if
a patent iris hole closed in 1 day or longer and required addi-
tional laser treatment, and long term if iris hole patency could
not be maintained after repeat laser treatment and either re-
quired surgical iridectomy or was deemed inoperable because
of poor prognosis with end-stage disease and no useful visual
function. In these eyes, follow-up ended at the time of long-
term iridotomy failure. The rates of laser iridotomy failure were
compared for cases with and without SO.

All patients except those with SOPBG and isolated cases of
acute angle-closure glaucoma underwent a standard combined
laser iridotomy with an Abraham iridectomy lens performed or
supervised by one of us (A.H.Z.). Argon laser was initially used
to create 2 surface iris contractions in the superior peripheral iris

between the 11- and 1-o’clock positions (500-µm spot, 0.5 sec-
onds, 200-400 mW) and penetrate the deep iris stroma (pig-
mented irides: 50-µm spot, 0.02-0.05 seconds, 1.5-2.0 W; non-
pigmented irides: 50-µm spot, 0.5 seconds, 1 W). After deep
stromal iris penetration or the first plume of iris pigment epithe-
lium release, the Nd:YAG laser (1.0 mJ, single burst, with power
increased as needed) was immediately used to achieve iris per-
foration and remove the iris pigment epithelium (hole size, 250-
400 µm). All iridotomies were reevaluated at a minimum of 3 vis-
its during the following postoperative intervals: 1 to 2 weeks, 5
to 7 weeks, and 31⁄2 to 4 months. If there was any evidence of
pigment proliferation, membrane development, or decrease in iri-
dotomy size at the final visit, eyes were monitored until stable
long-term patency was achieved.

For all eyes with SOPBG, patients had minimally under-
gone a pars plana vitrectomy with intravitreal SO injection. All
laser iridotomies were performed by one of us (A.H.Z) with an
Abraham iridectomy lens and were created between the 5- and
7-o’clock positions through the peripheral iris. The type of la-
ser iridotomy performed was determined by the presence or
absence of an inferior surgical iridectomy and whether SO filled
the anterior chamber. In all eyes with inferior surgical iridec-
tomy closure, Nd:YAG laser treatment alone was used. In eyes
without a surgical iridectomy, combined laser treatment was
used. If SO did not fill the anterior chamber, a standard com-
bined procedure was performed; if SO filled the anterior cham-
ber, the argon laser was used to penetrate the iris and Nd:YAG
laser use was delayed until aqueous displ aced the SO level above
the iridotomy plane (Figure). In the event of partial or com-
plete iridotomy closure, reopening procedures were per-
formed primarily with the Nd:YAG laser.

For eyes with SOPBG, pertinent baseline data were collected
including preoperative diagnosis, vitreoretinal procedures per-
formed, type of surgery preceding the SOPBG, and lens status.
We also examined the interval between vitreoretinal or inciting
surgery and SOPBG, preiridotomy intraocular pressure (IOP) by
Goldmann applanation tonometry, extent of peripheral anterior
synechiae (PAS), and the mode of pupillary block presentation.
Postiridotomy factors were assessed including time to iridotomy
closure, number of repeat iridotomies performed, periocular or
oral steroid use, intracameral injection of tPA, IOP by Gold-
mann applanation tonometry and extent of PAS within 1 week,
and duration of follow-up.

RESULTS

Table1presents the number and rates of immediate, short-
term, and long-term failure of laser iridotomies for cases
with non-SOPBG and SOPBG between January 1, 1996, and

BA C

Figure. Case 2 in Table 2 and Table 3. A, Silicone oil pupillary-block glaucoma (SOPBG) with silicone oil–filled anterior chamber in a pseudophakic eye.
B and C, Note progressive superior silicone oil displacement after inferior argon laser iridotomy (arrows) and iridoplasty.
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December 31, 2005. In 1698 eyes with non-SO PBACG,
laser iridotomies failed immediately in 0% of cases, in the
short term in 2.5% of cases, and in the long term in 0.1%
of cases. In 13 eyes with SOPBG, laser iridotomy failed im-
mediately in 15.4% of cases, in the short term in 92.3% of
cases, and in the long term in38.5%ofcases.Rates of SOPBG
laser iridotomy failure were significantly higher for imme-
diate, short-term, and long-term outcomes (�2 test, all
P�.0001).

Of the 42 non-SO short-term iridotomy failures, 23
(54.8%) occurred in eyes with primary angle-closure glau-
coma, 14 (33.3%) in eyes with chronic uveitis and iris
bombé, and 5 (11.9%) in eyes with cicatricial proliferative
diabetic retinopathy. The mean (±SD) interval to short-
term iridotomy failure was 64 (±55) days, and only 0.6%
(10 of 1698) of cases closed after the 90-day postoperative
period. Thirty-four eyes (81%) remained patent long term
after a single additional laser procedure and 8 eyes (19%)
underwent multiple repeat laser procedures (range, 2-6 pro-
cedures). Ten eyes received 1 form or more of steroids (sub-
Tenon’s capsule triamcinolone acetonide, 8 eyes; subcon-
junctival dexamethasone sodium phosphate, 7 eyes; or oral
prednisone, 3 eyes) to enhance long-term iridotomy pat-
ency. Long-term iridotomy failure occurred in 2 eyes with
cicatricial proliferative diabetic retinopathy.

Baseline demographic and clinical characteristics for
all 13 SOPBG cases are given in Table 2. Three cases
occurred as the result of inferior surgical iridectomy clo-
sure and 10 cases occurred in the absence of a surgical
iridectomy. The 3 modes of presentation for SOPBG were
as follows: SO filled the anterior chamber in 38%, SO cre-
ated a mushroom-shaped dome into the anterior cham-
ber in 23%, and 360° of posterior synechiae secluded the
pupil with SO in the posterior chamber in 38%. Only 31%
had an iris bombé configuration. Silicone oil pupillary
block glaucoma occurred in 3 phakic, 5 aphakic, and 5
pseudophakic eyes. While the mean (±SD) interval for
the postoperative development of SOPBG was 76 (±101)
days, 38% of cases occurred within 3 to 8 days after the
last surgical procedure. Before iridotomy, the mean (±SD)
IOP was 35 (±20) mm Hg and 75% of eyes had an IOP
greater than 35 mm Hg; the mean (±SD) extent of PAS
was 265° (±107°) and 46% had 360° of PAS.

Iridotomy procedures and outcomes for the 13 SOPBG
cases are given in Table 3. The Nd:YAG laser was used
alone in 3 eyes and combined lasers were used in 10 eyes.
Adjunctive argon laser peripheral iridoplasty was per-
formed in 23% (3 of 13) of cases. Creation of an inferior
laser iridotomy at the initial procedure was successful in
85% (11 of 13) of SOPBG cases. Use of the Nd:YAG la-
ser alone successfully reopened 2 of 3 surgical iridecto-
mies closed by inflammatory membranes. In the third case,
use of the Nd:YAG laser created more fibrin and blood
at the occluded iridectomy site. This immediate failure
was successfully treated with intracameral tPA the same
day. For 5 eyes with SO-filled anterior chambers, the Nd:
YAG laser was ineffective because it created pits or star-
burst fractures in the SO interface. In such cases, argon
laser heat bubbles were used as a condensing lens to fo-
cus additional energy and successfully penetrate the iris.
Within minutes, aqueous leaked into the anterior cham-
ber and displaced the lighter SO superiorly above the iri-

dotomy plane (Figure). After this delay, the Nd:YAG la-
ser was used to enlarge the iridotomy. Within 1 week after
iridotomy, the overall IOP significantly decreased to a
mean (±SD) of 12 (±8) mm Hg (paired t test, 5.0; P� .001)
and was less than 13 mm Hg in 85% (11 of 13) of eyes;
the overall mean (SD) extent of PAS significantly de-
creased to 142° (112°) (paired t test, 3.9; P� .01).

Twelve of 13 eyes with SOPBG had short-term fail-
ure at a mean (±SD) of 16 (±15) days after iridotomy.
Short-term failure occurred within 2 days in 31% (4 of
13) of cases and within 1 month in 85% (11 of 13) of
cases. Eyes with closed iridotomies underwent addi-
tional laser procedures at a mean (±SD) of 2.9 (±2.0) times,
and 2 separate iridotomy sites were created in 6 eyes
(50%). Five eyes with SOPBG had long-term iridotomy
failure at a mean (±SD) of 2.9 (±2.8) months after the
initial procedure. In that time, these 5 eyes underwent
additional laser procedures a mean (±SD) of 4.6 (±2.1)
times despite receiving a total of 24 subconjunctival dexa-
methasone, 1 sub-Tenon’s capsule triamcinolone, and 7
intracameral tPA injections. Eyes with SOPBG were fol-
lowed up for a mean (±SD) of 7.7 (±6.7) months.

Twelve of 13 eyes (92%) with SOPBG received a mean
(±SD) of 4.0 (±3.9) subconjunctival dexamethasone in-
jections (2 or 4 mg), and 58% (7 of 12) of these eyes re-
tained iridotomy patency during the long term. Five of
13 eyes (38%) received a single sub-Tenon’s capsule tri-
amcinolone acetonide injection (30 or 40 mg), and 80%
(4 of 5) of these eyes retained iridotomy patency during
the long term. Five of 13 eyes (38%) received 2 or 3 in-
jections of intracameral tPA (10 µg), and 40% (2 of 5) of
these eyes retained iridotomy patency during the long
term. Intracameral tPA use caused no hyphemas, recur-
rent vitreous hemorrhages, or corneal decompensation.

COMMENT

To our knowledge, the current study represents the larg-
est series of combined argon-Nd:YAG laser iridotomies
for the treatment of PBACG to date. Of 1698 iridoto-

Table 1. Non-SOPBG and SOPBG Laser Iridotomy Failuresa

Time to Failureb

Etiology of PBACG

�2 Testc

Eyes With
Non-SOPBG
(n = 1698)

Eyes With
SOPBG
(n = 13)

Immediate 0 2 (15.4) 261.5
Short term 42 (2.5) 12 (92.3) 340.6
Long term 2 (0.1) 5 (38.5) 465.5

Abbreviations: Non-SOPBG, all etiologies of pupillary block angle-closure
glaucoma excluding silicone oil; PBACG, pupillary-block angle-closure
glaucoma; SOPBG, silicone oil pupillary-block glaucoma.

aData are given as number (percentage) unless otherwise indicated.
b Iridotomy failure was considered immediate if a patent iris hole could not

be created at the initial procedure, short term if a patent iris hole closed in
1 day or longer and required additional laser treatment, and long term if iris
hole patency could not be maintained after repeat laser treatment and either
required surgical iridectomy or was deemed inoperable because of poor
prognosis with end-stage disease and no useful visual function.

cAll P values less than .0001.
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mies performed in eyes without SO, 100% were imme-
diately successful and 99.9% achieved long-term pat-
ency without the need for surgical iridectomy. Our overall
short-term failure rate of 2.5% was similar to or better
than that reported for procedures using combined argon–
Nd:YAG1-3 (range, 0%-9%), Nd:YAG laser alone4-7 (range,
0%-11%), and argon laser alone5-8 (range, 16%-35%).
These findings confirm well-established historical ob-
servations that virtually 100% of laser iridotomies can
achieve long-term patency.1-8

Silicone oil pupillary block glaucoma, a relatively new
disease, is unique in its high rate of iridotomy failure.
While our short-term failure rate (92%) was consistent
with previous reports (89%-100%),16,17 our long-term fail-
ure rate (38%) was much lower (78%-100%).16,17 To
achieve long-term patency, SOPBG iridotomy failures re-
quired, on average, 2.7 laser iridotomy procedures, 4.1
periocular steroid injections, and 0.7 intracameral tPA

injections. In contrast, 81% of non-SOPBG short-term iri-
dotomy failures remained patent during the long term
after a single additional laser procedure and only 0.5%
(8 of 1698) of eyes required more than 1 repeat laser pro-
cedure. To our knowledge, there are no previous re-
ports of the incidence and effect of SOPBG on laser iri-
dotomy failure.

In our cases of SOPBG, inferior iridotomy effectively re-
duced the mean IOP by 66% and PAS by 46%. Long-term
iridotomy patency was achieved in 62% of SOPBG cases
and these eyes did not require surgical iridectomy,14,16,17 SO
removal,12-16,18 glaucoma fistulizing or drainage implant sur-
gery,12,13 or cyclodestructive procedures.13,14,18 Short-term
iridotomy failure occurred within 2 days in 31% (4 of 13)
and within 1 month in 85% (11 of 13) of SOPBG cases.
These findings suggest that timely creation of an inferior
iridotomy may relieve SOPBG, reverse PAS, and avert the
need for invasive surgical procedures.

Table 2. Baseline Demographic Data and Clinical Characteristics for Eyes With SOPBG

Case
No.

Diagnosis for Pars Plana
Vitrectomy With SO

Surgical Procedure
Preceding SOPBG

Surgical
Iridectomy

No. of
Days
to LI

Lens
Status Presentation

Iris
Bombé

Pre-LI
IOP,

mm Hg
Pre-LI
PAS, °

1 Recurrent retinal detachment,
proliferative vitreoretinopathy,
fibrinoid uveitis, and retinal
angioma

Pars plana vitrectomy
and SO

Yes 6 Aphakic SO-filled anterior
chamber

Yes 27 90

2 Traumatic retinal detachment Cataract extraction and
intraocular lens
implantation

No 6 Pseudophakic SO-filled anterior
chamber

No 46 270

3 Proliferative diabetic retinopathy,
retinal detachment, and vitreous
hemorrhage

Pars plana vitrectomy,
scleral buckle, and SO

No 8 Phakic SO-filled anterior
chamber

No 40 180

4 Acute retinal necrosis, retinal
detachment, and proliferative
vitreoretinopathy

Penetrating keratoplasty No 180 Aphakic Oil dome No 2 180

5 Retinal detachment or uveal
melanoma

Cataract extraction and
intraocular lens
implantation

No 337 Pseudophakic 360° Posterior
synechiae

Yes 36 360

6 Retinal detachment, proliferative
vitreoretinopathy, and wet
macular degeneration

Pars plana vitrectomy,
lensectomy, SO, and
retinal endolaser
treatment

No 3 Aphakic Oil dome No 36 360

7 Proliferative diabetic retinopathy,
retinal detachment, and vitreous
hemorrhage

Pars plana vitrectomy
and SO

No 160 Phakic SO-filled anterior
chamber

No 40 300

8 Proliferative diabetic retinopathy
and vitreoretinopathy, and retinal
detachment

Pars plana vitrectomy,
lensectomy, and SO

Yes 22 Aphakic 360° Posterior
synechiae

Yes 58 360

9 Proliferative diabetic retinopathy
and vitreoretinopathy, and retinal
detachment

Aqueous shunt
implantation

No 41 Phakic 360° Posterior
synechiae

Yes 70 360

10 Proliferative diabetic retinopathy
and retinal detachment

Cataract extraction and
intraocular lens
implantation

No 5 Pseudophakic 360° Posterior
synechiae

No 38 360

11 Diabetic retinopathy, retinal
detachment, and central retinal
vein occlusion

Pars plana vitrectomy
SO or retinal
endolaser treatment

No 61 Pseudophakic 360° Posterior
synechiae

No 11 90

12 Retinal detachment, proliferative
vitreoretinopathy, and chronic
uveitis

Pars plana vitrectomy,
lensectomy, and SO

Yes 18 Aphakic Oil dome No 46 180

13 Proliferative diabetic retinopathy
and vitreoretinopathy, and retinal
detachment

Pars plana vitrectomy,
lensectomy, and SO

No 142 Pseudophakic SO-filled anterior
chamber

No 7 360

Abbreviations: IOP, intraocular pressure; LI, laser iridotomy; PAS, peripheral anterior synechiae; SO, silicone oil; SOPBG, silicone oil pupillary-block glaucoma.
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In eyes with intravitreal SO, SOPBG may occur after
any intraocular procedure irrespective of lens status. In
our series, SOPBG developed in 38% (5 of 13) of eyes
after a variety of anterior segment procedures, and 23%
(3 of 13) of eyes were phakic. Disruption of the lens-
zonule complex is probably an important contributory
factor to anterior migration of SO and development of
SOPBG.14-16 It has been recommended that a prophylac-
tic inferior surgical iridectomy be performed in all apha-
kic and pseudophakic eyes containing intravitreal
SO.9-11,13-15,18 We believe that the same consideration ap-
plies to phakic eyes in which the anterior hyaloid face is
disrupted and zonular weakness might be present.

In the current study, SO filled the posterior chamber
and the pupil became secluded by posterior synechiae in
38% (5 of 13) of SOPBG cases. The mechanism for this
presentation may be similar to that of inferior surgical iri-
dectomy closure, which occurs in 11% to 32% of SO
cases.11,13,14,18,19 In both situations, the SO bubble in the pos-
terior chamber forms a smooth spherical dome that may
serve as a platform for the development of a retroiridal
membrane. In 23% (3 of 13) of our cases, pupillary block
forced SO through the pupil, creating a mushroom-
shaped dome into the anterior chamber. In these presen-
tations, a standard combined argon–Nd:YAG laser proce-
dure was effective because aqueous convection currents
removed debris and pigment from the inferior iridotomy
site. In contrast, in eyes with SO-filled anterior chambers
and no surgical iridectomy, Nd:YAG laser treatment was
ineffective in creating virgin iridotomies because SO trapped
iris debris, blood, and fibrin over the iridotomy site. Ar-
gon laser treatment successfully overcame this problem
by creating tiny heat bubbles that acted as a condensing
lens to focus additional argon energy through the iris
stroma. Eyes with SO-filled anterior chambers were par-
ticularly difficult to identify. At slitlamp examination, SO
creates a membranous glistening sheen or specular light

reflex at the iris interface similar to that seen at the retinal
interface when SO completely fills the vitreous cavity.
Clearly, identification of these varied presentations of
SOPBG is critical for selection of proper treatment.

To our knowledge, this retrospective review is the first
report of intracameral tPA use after laser iridotomy. In
eyes with SOPBG, tPA was effective in clearing blood and
fibrin from iridotomy sites without complication and re-
tained long-term patency in 40% (2 of 5) of eyes. Re-
combinant tPA20 has proved safe and effective in dissolv-
ing intraocular blood and fibrin clots after a variety of
eye surgical procedures21 and should be considered as an
adjunct in the treatment of recurrent fibrin or inflam-
matory membranes that occlude or threaten to occlude
laser iridotomies in eyes with SOPBG.

Conclusions drawn from this study are limited by its
retrospective nature, small SOPBG sample, and the in-
herent selectivity of refractory cases referred to a sub-
specialty service. Despite these limitations, our findings
suggest that identification of SOPBG presentation and cre-
ation of a timely inferior laser iridotomy is critical to re-
lieve pupillary block and avert additional invasive sur-
gical procedures. Ophthalmologists should anticipate
iridotomy closure, the need for additional laser treat-
ment, and the use of adjunctive steroids and intracam-
eral tPA to enhance long-term patency.

Submitted forPublication: August 29, 2006; final revision
received October 23, 2006; accepted November 29, 2006.
Correspondence: Alan H. Zalta, MD, Department of Oph-
thalmology, University of Cincinnati College of Medi-
cine, University Medical Arts Bldg, 222 Piedmont Ave,
Suite 1700, Cincinnati, OH 45219 (zaltaah@uc.edu).
Author Contributions: Dr Alan H. Zalta had full access to
all the data in the study and takes responsibility for the in-
tegrity of the data and the accuracy of the data analysis.
Financial Disclosure: None reported.

Table 3. Laser Iridotomy Outcome and Adjunctive Therapy Used in Cases of SOPBG

Case
Iridotomy
Procedure

Post-LI IOP,
mm Hg

Post-LI
PAS,°

Days to
Initial LI
Failure

Months to
Long-term LI

Failure
No. of LI
Closures

No. of
LI Sites

Follow-up,
mo

No. of
Injections of

Dexamethasone
Sodium

Phosphate

Sub-Tenon’s
Capsule

Triamcinolone
Acetonide
Dose, mg

No. of tPA
Injections

1 YAG 9 90 1 NA 1 1 12.0 3 0 0
2 Argon-YAGa 10 45 6 NA 2 2 3.0 0 0 0
3 Argon-YAGa 11 60 43 7.5 5 2 10.0 6 0 0
4 Argon-YAG 2 0 21 3.5 7 1 3.5 9 0 3
5 Argon-YAGb 12 120 25 NA 2 2 13.0 3 0 0
6 Argon-YAG 12 90 15 NA 3 1 22.0 14 30 3
7 Argon-YAGab 28 300 22 1.0 2 2 1.0 2 40 0
8 YAGb 28 180 21 NA 1 2 8.0 2 40 0
9 Argon/YAG 12 360 0 2.0 3 2 2.0 6 0 1

10 Argon-YAG 9 60 2 0.5 6 1 0.5 3 0 4
11 Argon-YAG 11 90 38 NA 1 1 5.0 1 30 0
12 YAG 11 150 0 NA 2 1 3.0 2 40 2
13 Argon-YAGa 5 300 NA NA 0 1 17.0 1 0 0

Abbreviations: IOP, intraocular pressure; LI, laser iridotomy; NA, not applicable because of iridotomy success; PAS, peripheral anterior synechiae;
SOPBG, silicone oil pupillary-block glaucoma; tPA, tissue plasminogen activator.

aDelay in Nd:YAG use until silicone oil level in the anterior chamber rose above the iridotomy.
b Iridotomies with adjunct iridoplasty.
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From the Archives of the Archives

There is little in the literature concerning the effect of
penicillin on Mycobacterium tuberculosis. Abraham, Chain,
and Florey, as a result of their in vitro experiments, re-
ported the tubercle bacillus to be insensitive to penicillin.

Penicillin G, given in massive doses, had no appre-
ciable chemical effect on the course of inoculation ocu-
lar tuberculosis in the nonimmune rabbit. It likewise had
no effect in preventing the spread of the organisms from
the eye to the viscera, 6 animals in each series showing
microscopic visceral lesions.

The conclusion that this particular sample of peni-
cillin G had no therapeutic effect on ocular tuberculo-
sis in the nonimmune rabbit is inescapable.

Reference: Kennedy JD, Woods AC, Buckley J,
Berthrong M, Burky EL. Experimental studies of ocular
tuberculosis. Arch Ophthalmol. 1948;39(3):261, 266.
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