
exclusion and typically occurs in middle-aged men.
The pathogenesis remains controversial and is thought to
be related to abnormalities in the sclera resulting in
albumin accumulation.3 To our knowledge unilateral
pseudophakic acute angle closure secondary to IUES has
not been reported. Pseudophakic angle closure is rare
and can be caused by a variety of different mechanisms.4

Careful assessment of peripheral iris configuration and
symmetry of anterior chamber depth point to the
diagnosis.
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Sir,
Association between intraocular pressure and
adherence: is there one?

The paper by Ajit et al1 that was recently published in
Eye described a new methodology of graphically
presenting adherence data, using an electronic dosing
monitor. The concept of using such a device to provide
meaningful, graphical information is potentially
favourable to the clinician in identifying patterns of
adherence. However, the idea of collecting this
information for all patients is probably unrealistic and
unlikely to be cost-effective.

Lowering intraocular pressure (IOP) to reduce or halt
the progression of visual field loss is the only currently
available intervention for patients with glaucoma.
Measuring IOP to assess efficacy has been standard
practice ever since topical anti-glaucoma therapy was
commenced. If a therapeutic regimen is adhered to, a
reduction in IOP would be expected on repeat
measurement a priori. Theoretically, therapeutic outcome
would be both an objective and a practical measure of
adherence. However, to date there is no consistent

evidence of a relationship between adherence and IOP.2

Failure to identify such a relationship could be explained
by the lack of a quantified correlation, or could be
attributed to the methodological quality of the studies
examining such a correlation being poor. However, it is
more likely that the complexities of assessing the level of
IOP due to individual differences (types of glaucoma and
diurnal variance), together with regression to the mean,
lead to ‘noisy data’.

The methodology used by Ajit et al1 stated that 100
patients at their initial interview had their IOP recorded.
However, no further discussion of the IOP data was done
in the paper. Assuming that Ajit et al had the intention
of collecting IOP data to study any relationship between
IOP and adherence, it would be interesting if their
findings could be published, particularly given the
potential value to the glaucoma clinician of learning how
IOP measures might correlate with adherence.
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Sir,
Response to Cate and Broadway

We thank you for providing us an opportunity to
respond to the letter by Cate and Broadway1 concerning
our paper on patterns of adherence to hypotensive
therapy that was recently published in Eye.2 Our paper
tried to address the issue of adherence in a way that was
clinically more meaningful than simple percentage
figures that are commonly reproduced in the literature.
As part of this project we also collected pre- and
post-treatment IOPs although we did not report on them
within the Eye paper.

In their letter Cate and Broadway highlight that the
routine use of an electronic dosing monitor is unrealistic
(especially so now that Alcon has discontinued the
supply of such aids) and asks whether a measure of IOP
reduction can be used as a surrogate measure for
adherence. We have now undertaken an analysis of
pre- and post-treatment IOPs and can report that there is
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