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* 0D 20/200 due to ROP
* IOP 16mmHG

« Episodes of blurred vision at night occasionally, one time on a plane at
night

ThmetLocst: O [8mm
* I0P after dilation 36 =
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@ When poll is active, respond at pollev.com/bobbysaenz371
& Text BOBBYSAENZ3T1 to 22333 once to join

If this were your eyes, then you would recommend...

Iridoplasty
Iridodectomy
Two Pls
Phaco
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Primary Angle Closure Disease: Definitions cont.

« Acute Angle Closure Crisis (AACC): symptomatic high I0P with closed
angle

* Plateau Iris Configuration: narrow angle due to anteriorly positioned
ciliary body with deep central anterior chamber

* Plateau Iris Syndrome: narrow angle due to anteriorly positioned
ciliary body with deep central anterior chamber, and any ITC
persisting after patent peripheral iridotomy
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Primary Angle Closure Disease: Definitions

* Primary Angle Closure suspects (PACS): >180 degrees of
iridotrabecular contact, normal IOP, and no optic nerve damage

* Primary Angle Closure (PAC): >180 degrees of iridotrabecular contact
with PAS or elevated IOP and no optic nerve damage

* Primary Angle Closure Glaucoma (PACG) >180 degrees of
iridotrabecular contact with PAS, elevated IOP, and optic nerve
damage

PROBLEM

Primary Angle Closure Glaucoma (PACG) causes blindness.
* How much?
By 2040, thought that 32 million people are projected to have PA
and 5 million could become blindness worldwide
PACG is a LARGE cause of blindness worldw
Where is problem?
* Diagnosis?
* Treatment?




Diagnosis: Problem

* Narrow Angles can be very easy to diagnose... rigl
* Angle closure causes symptoms/signs
« Blurred Vision = why >
* Halos around lights >
« Eye Pain >
« Headache >
Mid-dilated Pupil > Greatest amount of iris/lens cont: rs when pupil is mid-
dilated, iop increases, sphincter ischemia occurs = can’t constrict
+ Circumlimbal Flush =
+ Glaucomflecken = whitish opacities on the lens capsule from epithelial cell necrosis

* BUT £5-75% of angle closure in the Asian population is ASYMPTOMATIC

—

AAO PPP: LPI should be performed on narrow €3iids
angles, angle closure, and angle closure glaucoma.
Bobby: B

[———
Iridotomy to slow
glaucoma

visual field loss in ang

Authors' conclusions
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Diagnosis & Treatment?
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American Journal of Ophthalmology

oume 153, Noverber 2017, Pages 111117

Residual Angle Closure One Year After Laser
Peripheral Iridotomy in Primary Angle Closure
Suspects

M Baskaran 5, Elzabeth Yang  © Sameer Trkha 4, Resh . Kumar

Conclusions
One year after LPI, >80% of PACS had gonioscopic residual angle closure. Greater
baseline iris volume and higher IOP at baseline are independent risk factors for
residual gonioscopic angle closure.

COnerence (OMmOgrapIy (A>UL L) PICGICOTS ASSOCIEE WIL TESIQUAL AngIE CIOSUre
s assessed by gonioscopy 1 year after laser peripheral iridotomy (LPI)in primary

angle closure suspects (PACS)

12



Tong-term outcomes after acute primary angle

closure of Caucasian chronic angle closure glaucoma
patients

After 6 years of follow up, 53% of
patients developed PACG, even after
prophylactic LPI was performed

sty gl assesment,

and pseucophakic eyes.

<110,
el epes 67 <0001 and
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How do we recognize those at risk for ang!e(:\i'h
closure? RISK FACTORS.
* Asian decent

* Hyperopia — smaller eyes
+ Older age — due to increasing lens Shallowing of AC with aging process

thickness and decrease in ACD » 3

* Female Gender — have shorter
anterior segments and anterior \ \
chamber depths ! ¥ " !

+ Short Axial length J Y

* Thick and Anterior Positioned

Crystalline lens
+ Family History — Increase risk 6x in
Chinese
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The Problem with Angle Closure?

*Do patients know they have it?
* Do doctors know how best to treat it?

So for us:

1. How do we recognize angle closure and those
who could develop angle closure?

2. How do we treat these patients best?

Table 15-1 Central anterior chamber depth and
angle-closure glaucoma in a group of Eskimos

Anterior Chamber Depth (mm) Prevalence of Angle-Closure
Glaucoma (%)

- Thickiris
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Box15-2 Casse of duga capabeof recipatngange-dasure
ko nSuceptbeoves

Medical History/Meds

« Thin
mmo

s adrener

Angle Closure Signs/Symptoms

+ Primary angle-closure suspect (PACS):

Blurred Vision = why > PAC Su bg roups: iridotrabecular contact (ITC), normal IO, and no optic
e damage
Halos around lights > nerve 8
Eye Pain > AAO PPP + Primary angle closure (PAC): 2180 degrees ITC with PAS
v Definitions or elevated I0P but no optic neuropathy
Headache + Primary angle-closure glaucoma (PACG): 2180
Mid-dilated Pupil - Greatest amount of iris/lens contact occurs when pupil is ITC with PAS or elevated IOP, and optic neuropathy
mid-dilated, iop increases, sphincter ischemia occurs = can’t constrict
« Circumlimbal Flush > i z
* Glaucomflecken > whitish opacities on the lens capsule from epithelial cell Pimry gl Clsis - Prman Arge Py Aogl Closre
necrosis

Preset Present Preent.




PAC
Subgroups

Primary Angle
Closure
Suspect (PACS)

Can also subdivide based on
duration/constancy of angle
closure/symptoms
= Acute Angle Closure (20-30%)
= Same as AACC
= Angle closes suddenly with high IOP,
symptoms, and rapid ON damage Peripheral
" N anterior mpy-
. Subacute/lntgrrrlllttent ) S hechial
= Milder, self-limiting angle closure episodes
* Chronic (70-80%)
= Usually insidious and asymptomatic
progressive angle closure

Primary Angle
Closure Suspect
= All PAC patients must be educated on the (PACS)
S/S of an acute angle closure attack
= To perform LPI or not to perform LPI?
That is the question!!
= Status of the lens and the benefit of
cataract surgery should also be
considered

9/7/25
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If we had 900 narrow angle patients, how many of them

would go into angle closure?

Should we agree with this~

26

If we had 900 narrow angle patients, and yes iridotomy, - Primary Angle Closure

how many would go into angle closure?

THE LANCET

stral contols
Nesz130,

Laser peripheral iridotomy for the prevention of

115,88 individusle were randorny asignc
ted epes],Incidence of t

angle closure: a single-centre, randomised

[controlled trial

sigaificast dercoce sing p 0.0041). No serous aderse events

Incidence of angle-closure disease was very low among individuals classified as primary angle
closure suspects identified through community-based screening. Laser peripheral iridotomy
had a modest, albeit significant, prophylactic effect. In view of the low incidence rate of
outcomes that have no immediate threat to vision, the benefit of prophylactic laser
peripheral iridotomy is limited; therefore, wi ic laser perij

n iridotomy for primary angle-cl suspects is ngt

27 28
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The Singapore As*mFtomat c Narrow Anales
Laser Iridotomy Study

Five-Year Results of a Randomized Controlled Trial

Mo Bakrn, MD. DD, R . Ko 4. Fredman, MD, PRD, Qing:Shu L, PAD,
on. e FRCS. a1 G RCS, Rt Lo, MMl Ar Ny, FRCS,
Shama A. Preia, FRCOph, - Pad ). Fose, FRCS: PAD," Ti v, FRCS. FAD.

Angle width of treated eyes increased:
-increased after LPI

-stable for

—decreased s\gnlflcantly by 18mo after LPI

To examine the efficacy of laser peroheral idotomy (LPY in patients who received a dagnosis of
Dnmary gl cosrssispect PACY
Prospectie, randomized controled il

micotr, randomized Controed i (Ciicars o identer, NCTOOWT17S)

then 50

o of (apposiionsl anga cosurs on sericzcop)

ricipan Pl e folow aye

oo 5 conrol, Pasens w Iokowed o yeay ot 5 Yo

Untreated eyes experienced a more
consistent and decrease in angle width
over the same period of time.

s resonco of prhorlanrr snechia, ey rosiro hop] of >21 mimH, or both or acute

O the 485

¥R, 135,

575,
s, Inpatrts i biaterlasymplemai PACS, yes tat undentprohylct P! resched
os over S years. H PAC or

PRCG was low: Opniharmology 2052:125:147-158 © 021 by the American Acaoemy of Ophiamology
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PARR T

Narrow Angle SUSPECTS: What's the best AR
treatment?

Ophivamlogy Glueoma M

ates and Patterns of Diagnostic Conversion
from Anatomical Narrow Angle to Primary — Results
JAngle-Closure Glaucoma in the United States  none

consersion o PACG within the study period. The conversionfate was stable 3t 3,

459

per
Jearafter the st 6 months of ANAdagnoss Inthe Coxproportond azards el

sge > 0 years within & months of ANA diagnosis)need for L or 10P-Jowering

8 e’ o ¥ A, B T D rops were posiively associated with diagnostic conversion (hzard ratio [HR] > 159: P<
002 5 at any time and late (afte § months of ANA diagnosis)need for
v 10P-lowering drops HR <046 <
, witoerddey < S 39 0.004)
Conclusions
i Abstac Annual is of diagnostic conversion rom ANA to PACG s relatively ow averall elderly
patentsareathigher isk whereas
The ity oflong-term monitoring seems low fr most patients with ANA, ighlghting
theneed forimproved clinical methods t dentify paients a higher is forPACG.
urpose
o ssess otes o iagnostic conversion from atomical o angle (ANA) o priary
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e Crisis

CATARACT
&CASTK

andirregularly shaped pupil with slugeish/no

cA
&

Treatment
u  LowertheloP
- Topical p-adrenerglc antagonists; topical alpha2 adrenerglc
aganlsts; oral, topical, or ntravenovs CAIS

Acute Angle

- Paracertesls

Closure Crisis - orator v .
(AACC) " Cotoat camprnon

ARACT
CASTK

Acute Angle Closure Crisis
(AACC) ydroorde
Eommaim
Sokon 08P

ESTTE
E—

2 Break the attack
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Acute Angle Closure

If you break the attack treatment: * Reduced vision OD>0S

« Continue meds outside office until LPI can be *0D520S518

ACUte Angle done and condition is stable

* Acetazolamide XR (Diamox Sequels) 500mg

~ p.o.b.id.
C | osure « Topical R-blocker b.i.d. and/or

.
alpha2-agonist b.i.d. and/or topical CAl

Crisis (AACC) * Loteprednol TID

« Long-term IOP control

CTATARACT
&CASYK

9/7/25
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PAC, AACC, PACG: Old Treatment but &4’
still standard of care

Round 1

\Visually significant]
cataract?

CE+/-
lgoniosynechialysis|
TxsimiartoPOAG

Round 2

.
Angle open or sl :
Peirpheralargon
irdopla
ymec

41

Ten-Year Clinical Outcomes of Acute Primary Angle CATARAKT
Closure Randomized to Receive Early
Phacoemulsification Versus Laser Peripheral
Tridotomy

+ Early phaco group required less
meds, had less PAS, and lower
incidence of IOP elevation and
BLINDNESS compared with LPI.

Absteact

43
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Predictors of long-term intraocular pressure control after lens
extraction in primary angle closure glaucoma: results from the EAGLE
trial

enc Patients with primary angle closure glaucoma/PAC are oswi

10 times more likely to maintain drop-free good IOP [
ntery control with initial CLE surgery than LPI.

esults A total of 369 patients (182 in CLE arm and 187 in LPI arm) completed the 36-month follow-up examination. After CLE,
0% met our predefined ‘good response’ criterion compared with 67% in the LPI arm, and 66% met ‘optimal response’ citerion

Fompared with 18% in the LPI arm, with significantly longer drops/surgery-free survival time (p<0.05 for all. Patients randomised
o CLE (OR=10.1 (6.1 to 16.8), Chinese (0R=2.3 (1.3 to 3.9), and those who had not previously used glaucoma drops (OR=2.8 (1.6

0 4.8)) were more likely to maintain long-term optimal IOP response over 36 months.

onclusion Patients with primary angle closure glaucoma/PAC are 10 times more likely to maintain drop-free good IOP control
ith initial CLE surgery than LPI. Non-Chinese ethnicity, higher baseline IOP and using glaucoma drops prior to randomisation are

bredictors of worse long-term IOP response.
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Chronic Angle Closure

- Major cause of blindness in Asia
ops because of a chamber angle that gradually closes leading to a gradual rise

. ping angle closure
- Typically accompanied by slow formation of PAS, which advance circumferentially
- Usually asymptomatic unless significant VF loss has occurred

- Over time IOP may rise substantially and be difficult to control
- May also develop after prolonged acute angle closure or multiple

+ episodes of subdlinical attacks
- Important to distinguish from OAG - DO GONIO!!
- Clinical course resembles that of OAG i its lack of symptoms,

- initial modest elevation of IO, progressive glaucomatous optic nerve damage, and
characteris VF loss

I



Medical Necessity

Medical necessity for cataract surgery is not based solely on the presence of opacity in the lens(es). Lens
extraction is considered medically necessary and therefore covered by Medicare when one (or more) of the
following conditions or circumstances exists:

1. Cataract causing symptomatic (i.e., causing the patient to seek medical attention) impairment of visual
function not correctable with a tolerable change in glasses or contact lenses, lighting, or non-operative
means resulting in specific activity limitations and/or participation restrictions including, but not limited to
reading, viewing television, driving, or meeting vocational or recreational needs.

2. Concomitant intraocular disease (e.g., diabetic retinopathy, or intraocular tumor) requiring monitoring or
treatment that is prevented by the presence of cataract.

3. Lens-induced disease threatening vision or ocular health (including, but not limited to, phacomorphic or
phacolytic glaucoma).

4. High probability of cataract as a result of a or subsequent
procedure (e.g., pars plana vitrectomy, iridocyclectomy, procedure for ocular trauma) and treatments
such as external beam irradiation

5. Cataract interfering with the performance of vitreoretinal surgery.

6. Intolerable anisometropia or aniseikonia uncorrectable with glasses or contact lenses exists as a result of
lens extraction in the first eye (despite satisfactorily corrected monocular visual acuity)

45
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30 year old monocular patient

* 0D 20/200 due to ROP

* IOP 16mmHG

« Episodes of blurred vision at night occasionally, one time on a plane at
night

« |OP after dilation 36
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Case Reportsin ~ C=Reo Oohbrimoi2015:10274-280

Ophthalmology

Case Report

Complete Anterior Capsule Phimosis
following Cataract Surgery in a
Patient with a History of
Retinopathy of Prematurity,
Nystagmus, and a Narrow Angle

William K. Wong Jr* Malcolm R. Ing®® ~ Carlthan JM. Ling®

1 of Ophthalmology, Department of Surgery, John A Burns School of Medicine.
ty of Hawail, Honalulu, HI USA: Hawai Vision Clinic, Honolulu, H, USA: <John A
Burns School of Medicine, University of Hawail, Honolula, H, USA

40yo M

* Angle Closure OS
* LPIOS

* Closed 1 week later. Needed another LPI.

* 4 years later angle closure OS.

+ 1 year later OD angle closure. ’ ‘

Fig. 2. Posoperatveview followingcapsuotomy with removal ofthe haptics

51 52
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At

Bobby’s thoughts: Angle Closure or Suspects

* Primary/Acute Angle Closure (PAC)
= Consider lens based procedure

* Primary Angle Closure Glaucoma (PACG)
* Consider lens based procedure

* Primary Angle Closure Suspect (PACS)
* Consider lens based procedure

High 10P
Myopia Shift
Bilateral

9/7/25

Open Ophthalmol J. 2008; 2: 46-47. PMCID: PMC2687928
Published online 2008 Mar 28. PMID: 19478906
doi: 10.2174/1874364100802010046

Topiramate Induced Acute Angle Closure Glaucoma
AAminlari,” M East, W Wei, and D Quillen

» Author information » Article notes » Copyright and License information  Disclaimer

This article has been cited by other articles in PMC.

Abstract Goto: (¥

Topiramate is an oral sulphamate medication primarily used for seizure, migraine
and neuropathic pain. It has been associated with secondary angle closure, which
can mimic acute angle closure glaucoma. Suspicion for medication induced angle
closure glaucoma should be higher whenever angle closure presents bilaterally.
We present two cases of bilateral angle closure glaucoma secondary to
topiramate.
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Primary Angle Closure Disease: Definitions cont.

Plateau Iris

* Acute Angle Closure Crisis (AACC): symptomatic high I0P with closed American Journal of Ophthalmology
angle

Volume 220, December 2020, Pages 1-8.

* Plateau Iris Configuration: narrow angle due to anteriorly positioned
ciliary body with deep central anterior chamber

L aticle
> . S .-
* Plateau Iris Syndrome: narrow angle due to anteriorly positioned Plateau Iris and Severl’[y of F rimary Ang]e Closure
ciliary body with deep central anterior chamber, and any ITC Glaucoma
persisting after patent peripheral iridotomy . R —-

Sharmira A, Perera < Tin Aung™®

The overall proportion of plateau iris was 36.9%

==y
Argon Laser Iridoplasty For Plateau Iris
Syndrome: Long-Term Outcomes of 48 Eyes

Romito, Norman MD'; Bluwol, Esa MO’ Graber, Matin MD'; e Pape, Cémence MO’ Lachiar, oes
o

Author Information®

Journal o Glaucomat September 2019
doi: 101057/16,0000000000001313

Figure I Ultrasound bomicroscopy image of 3 quadean ofaprimary ang

anterorly directed ciary process (b, absent clar;
) sre shown.

Argon Laser Peripheral Iridoplasty is relatively

effective to prevent angle-closure glaucoma and

avoid trabeculectomy in patients with plateau
iris syndrome.

Pz

Tomporal Angle
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Iridoplasty for plateau iris syndrome: a
systematic review

Hugo Bourdon,” " Vittoria Aragno,'? Christophe Baudouin, " Antoine Labbé'*

Toche: ourdon  AagroV,  ABSTRACT capable of closure despite a patent iridotomy
Baudoun G, tal idopsty  plateau s syndrome (P is arequent causeof angle resolving the associated relative pupillary

cosure block component. Wand e af confirmed and
B
The ated their observations in 1993 with
2019400040, awcr01138/  ODlectheof histological and ultrasound biomicroscopy
o of (UBM) exploration, showing an a

AL ninccer presrs Q0 MUl 008 iplaced cliary body that may

rotate and push forward the pe
root into the trabecular meshwork, causing
PG/ 0000101135 o olowup wer ncoded Ahough ALPSoomed 0 angle narrowing or closure with a flat i
Sioph-2019-000340, docrease the number oftopcal anfiglaucoma consequence, PIS is now regarded as one of
medications and widen the irdocomealangle shorty ater _the mechanisms of angle-closure glaucoma.

One prospective

e

I To date, there is no robust scientific evidence to advocate ALPI
(iridoplasty) as a treatment for chronic angle-closure caused
by PIS.

e
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LETTERTO THEEDITOR

Intra-operative ASOCT ined changes in angl in plateau ris
syndrome post phaco alone and post phaco-endocycloplasty

Varita Pathak Ray - Vani Puri - Hari Kumar Pegudt - Divya P. Rao®

Keywords s oprsive ASOCT - Pltau s syndroms - Pisor ndocyeloplsty - Anteio habr ngle

Only the combination of endocycloplastsy with phaco is
capable of delivering an anatomic change in
Plateau Iris Syndrome
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