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Introduction

Iris cysts are not uncommonly seen entities in clinical prac-

tice. They could be primary or secondary to some other

cause.1e5 Generally primary iris cysts do not require any

treatment if small and without complications. However,

stromal variety of iris cysts, which are further rare, demand

intervention as they tend to enlarge. A thorough slit lamp

microscope examination with Ultrasonic Bio-Microscopy was

done to clinch the diagnosis. The case was managed suc-

cessfully without recurrence and complications with Nd YAG
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laser cystostomy under steroid and anti-glaucoma coverage.

This report aims to document and familiarise ophthalmolo-

gists with a rare ocular pathology and its management.
Case report

A 49 years old female patient reported to our OPD with

insidious onset painless diminution of vision in left eye of six

months duration. There was no history of redness, flashes,

floaters or diplopia. She did not give any history of ocular

injury, topical medication or any history suggestive of

neurological illness. There was no history of previous ocular

surgery.

Ocular examination revealed a visual acuity of 6/6 in right

eye and perception of Hand Movements Close to Face with

accurate Projection of Rays in left eye. There was no bony

deformity in the orbital margins. Lids and adnexa were also

normal. She was orthophoric with ocular movements full and

free in all cardinal directions of gaze. Detailed ocular exami-

nation with Slit Lamp Bio-microscope revealed a normal right

eye. A large smooth surfaced, semi-transparent opalescent

cysticmasswith clear fluid, obscuring the visual axiswas seen

in the temporal part of the Anterior Chamber (AC) of the left

eye. Pigmentary markings were also noted on the surface.

There was no change with decubitus suggesting that the cyst
s (AFMS). All rights reserved.
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Fig. 1 e A smooth surfaced large stromal iris cyst

occupying anterior chamber.

Fig. 3 e UBM scan showing a thick walled cyst arising from

the anterior surface of the iris.
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was fixed. The pupil was pushed posteriorly by large iris cyst.

There were no features suggestive of previous ocular injury or

surgery. Fundus examination could not be done (Figs. 1 and 2).

Ocular ultrasound AB scan did not reveal any abnormality

in posterior segment in both the eyes. Ultra Bio-Microscopic

scan (UBM) done revealed a smooth, thick walled cystic

swelling arising from the iris and occupying the temporal part

of the anterior chamber. The lumen of the cyst was anechoic.

(Fig. 3). MR scan of the brain and orbit to rule out any similar

lesion was non-contributory. There was no rise in intraocular

tension. Routine blood examination and blood sugar level

were normal. Microscopic examination of the stool on three

consecutive days was also normal. The patient was then

labelled as a case of Primary Iris Cyst of the left eye. Nd YAG

cystostomy was performed under one week peri-procedural

coverage of systemic and topical steroids and anti-glaucoma

medication (Fig. 4). Immediate regression in the size of cyst

was noted with full recovery of visual acuity to 6/6 with

clearing of pupil was noted. No post-procedural reaction in the
Fig. 2 e Iris cysts in anterior camber with pigment

markings on the anterior surface.
AC or rise in IOPwas noted for oneweek. Patient was so happy

with the treatment that she refused any surgical intervention.

Follow up of the case after amonth and thereafter sixmonthly

for two years has shown no recurrence.
Discussion

Iris cysts have been classified into primary and secondary

types (Table 1). Primary iris cysts which commonly arise from

the posterior pigment epithelium of the iris aremore common

in children as compared to secondary iris cysts. In a large

series of 251 cases of iris cysts in children less than 20 years of

age, primary and secondary iris cyst have been reported in 53

and 4 cases respectively. Of the 53 primary iris cysts, 44 were

pigment epithelial and nine were stromal. The peripheral

pigment epithelial cyst accounted for 34 cases or 59% of all

childhood iris cysts. They are more common in girls and most

commonly diagnosed in the teenage years. The primary iris

cysts are benign, usually stationary or even regress in some

cases and do not require any intervention.1However very
Fig. 4 e Laser cystostomy leading to immediate regression

in the size of the cyst with clearing of pupillary axis.
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Table 1 e Classification of iris cysts.

I Primary

A Primary cysts of iris pigment epithelium

1 Peripheral (iridociliary)

2 Mid-zonal

3 Central (pupillary)

4 Dislodged

a Fixed

b Free floating

(i) Aqueous

(ii) Vitreous

B Primary cysts of the iris stroma

1 Congenital

2 Acquired

II Secondary

A Traumatic

B Tumour induced

C Parasitic
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rarely they enlarge, occupy anterior chamber and have a thick

walled clear lumen.When they obscure pupillary axis or cause

pressure symptoms, surgery or by Laser cystostomy as done in

our case is required.1,6,7 An adequate steroid cover and anti-

glaucoma measure should be considered to prevent any

Anterior Chamber reaction.

Secondary iris cysts develop due to trauma, malignancies

such as melanoma or medulloepithelioma and long-term

topical instillation of pilocarpine and/or prostaglandin ana-

logues in the management of glaucoma. Parasitic infestation

such as echinococcosis and cysticercosis may also sometimes

present as cysts in anterior chamber of eye.8 In addition to

complete removal of iris cyst, iridocyclectomy, lensectomy,

vitrectomy, penetrating keratoplasty and intraocular (IOL)

removal has been documented and may be needed.9 Care is

needed to prevent any spillage of the contents of the cysts to

avoid toxic reactions.8,10,11
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