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Chief Complaint: Iris lesion and vision loss of the left eye

History of Present lliness: The patient was a 38 year-old woman who was referred by her local
ophthalmologist for an iris lesion and gradual decrease in vision of the left eye. As a child, she
had suffered a penetrating injury with a pencil to the left eye that was surgically repaired. She
had been stable until about 3 weeks ago, when vision in her left eye started to decrease. She
was seen by her ophthalmologist, who noted an obvious iris lesion and sent the patient to the

University of lowa for further evaluation.

Past Ocular History: Penetrating injury
with a pencil to the left eye as a child

Past Medical History: Noncontributory
Medications: None
Allergies: No known drug allergies
Family History: Noncontributory
Social History: Noncontributory
Review of Systems: All negative
OCULAR EXAMINATION
Best Corrected Visual Acuity (BCVA):

+ Right eye (OD): 20/20

+ Left eye (0S): 20/160
Ocular motility: Full, both eyes (OU)
Intraocular pressure (IOP): 14 mmHg OU

Slit lamp exam (OS): See Figure 1

Figure 1: Slit lamp exam photo OS. The cornea is
thin and almost perforated inferiorly with iris
directly beneath the corneal defect. There is a mass
that appears to be originating from the posterior iris
causing anterior bowing of the iris and iridocorneal
touch. The pupil is almost completely obstructed by
the mass.




COURSE: Based on history, clinical exam and echography, the patient was felt to have an iris
epithelial inclusion cyst. The cyst was considered to be too large to resect. Three days after
initial evaluation, there was spontaneous drainage of the cyst. A tectonic corneal graft was
placed in the area of the corneal defect. Histopathology of the host corneal button showed

Figure 2: B-scan echography of the anterior chamber OS
shows a 4 x 10 mm round, sonolucent lesion occupying the
anterior chamber.

epithelial cells overlying the
corneal endothelium further
supporting the diagnosis. The
cyst returned 6 months later. It
was again felt to be too large to
resect. The cyst was treated
with intracystic ethanol irriga-
tion. At postoperative week 7,
the patient had 20/20 vision OS
with pinhole correction, and the
cyst was no longer visible at the
slit lamp (Figure 3). On echo-
graphy there was recurrence of
a posterior cyst, although it was
smaller than previously noted.

a. b.

Figure 3: Slit lamp photos before (3a) and after (3b) intracystic ethanol irrigation of the
epithelial iris cyst. The pupillary opening is no longer obstructed and there is no visible
evidence of the cyst. Note the tectonic corneal graft that had been placed previously to

repair the corneal defect
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DISCUSSION:

Iris cysts can be classified as primary or secondary. Primary cysts have no known cause
and arise from the iris pigment epithelium or stroma. They tend to have a benign natural
course, and visual disturbance is uncommon. Pigment epithelial cysts are darkly pigmented and
can arise anywhere from the central pupillary margin to the peripheral iris. Pigment epithelial
cysts are the most common lesions mistaken for iris melanoma. Ultrasound biomicroscopy is
essential in narrowing the differential diagnosis if this is suspected. Pigment epithelial cysts can
also dislodge and appear along the anterior iris, in the angle or free-floating in the anterior
chamber. Stromal cysts are much less common than pigment epithelial cysts. These cysts are
lined with non-keratinized squamous epithelium and have a translucent appearance. They are
usually observed in infants and children.

Secondary iris cysts can form as a result of epithelial inclusion, as a response to
medications such as prostaglandin analogues or indirect acting cholinergic agonists or from
cysticercus infection. Our patient was thought to have an epithelial inclusion cyst. Following
surgery or penetrating ocular trauma, epithelium from the cornea, conjunctiva, or skin can
implant into the iris, which provides an environment for further cellular proliferation and
formation of an epithelial inclusion cyst. Further risk factors include incarceration of the iris or
lens capsule, prolonged postoperative hypotony or poor wound closure. Compared to primary
iris cysts, epithelial inclusion cysts tend to have a more aggressive clinical course and can result
in decreased acuity, glaucoma, uveitis and cataracts. The presence of any of these
complications should prompt treatment consideration. Many treatment options have been
described in the literature including surgical excision, endodiathermy, cryotherapy, laser
photocoagulation and injection of chemicals. Behrouzi and Khodadoust demonstrated the use
of intracystic ethanol irrigation for the treatment of epithelial iris cysts (Behrouzi, 2003). This
involves inserting a needle into the base of the cyst, aspirating the cyst fluid, replacing the
volume of the cyst with absolute ethyl alcohol and removing the ethanol after 1 minute. Risks
of all treatment options include bleeding, endophthalmitis, cataract formation and cyst
recurrence. Perhaps the most concerning risk in treating an epithelial inclusion cyst is the
possibility of spilling epithelial cells outside the cyst, which could result in epithelial
downgrowth.

Diagnosis: Iris epithelial inclusion cyst (secondary iris cyst)
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EPIDEMIOLOGY:

e Previous perforating ocular
trauma or surgery

e Risk factors include
incarceration of iris or lens
capsule or poor wound closure

SIGNS:

Iris mass or elevation

Scars or other signs of previous
surgery or trauma

Decreased visual acuity (if blocks
visual axis)

Elevated IOP (possible)

Anterior chamber cell/flare
(possible)

Cataracts

Echography: Round or elliptic
with thick walls and sonolucent
or septate cavity contents. The
cavity can have dense
fluctuating particles. (Pigment
epithelial cysts tend to have thin
walls and sonolucent cavity
contents)

SYMPTOMS:
e Often asymptomatic
* May have decreased vision

* Eye pain if uveitis or angle
closure glaucoma

TREATMENT:

Observation

Surgical excision

Intracystic ethanol irrigation
Endodiathermy
Cryotherapy

Laser photocoagulation
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Differential Diagnosis for iris cyst:

Primary iris cyst

Iris epithelial inclusion cyst

Iris melanoma

Choroidal or ciliary body melanoma
Iris nevus

Medulloepithelioma

Metastatic lesion
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