





| nsient miosis,

followed k poor pupillary reaction. The

ciliary body often develops painful spasm of accommodation. j]
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Cycloplegic reventing spasm and

relieving pain. e

Treatment is typically not needed outside the acute phase.
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®* Gonioscopy is neces lodialysis from the more serious
cyclodialysis —— j)
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( ® This leads to a deepening and widening of the anterior chamber angle
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e ‘ubsequen’r risk of

glqucomq aucon than 180 degrees of angle is j]

.




ay be larger and
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manifest as a wider d a more prominent scleral spur

©
* Approximately 6-8% of patients with angle recession will ultimately develop glaucoma




® Severe hypo’rony is the ha | ve condition and can lead to corneal

(f failure and eventually phthisis bulbi if left untreated.
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* |If hypotony is persistent, optic disc edema, retinal vessel tortuosity, and
retinal and choroidal folds are often seen.
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® cyclodialysis clefts | yly difficult to visualize as time passes, as

Py e

(f peripheral anterior synechiae form and obscure the anterior chamber angle
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* Corticosteroids are t ought to delay closure of cyclodialysis clefts, and are j]
/ generally not recommended unless required for concomitant injuries.
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* 4. approximately 100 applications.
/' Atropine is continued after treatment.
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cleft ielpful in deepening

the anterior chamk 't for laser therapy
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odialysis
cleft, gh incisions in the
sclera.Flatte oroidal space would often

lead to reattachment of the ¢ / body and restoration of function
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- ocalization of the

lens in eyes \ J¢ hamber.
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®* Monocular diplopia is induced if the lens margin splits the visual axis.
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ally produce more

symptoms than nucle ~ataracts of comparable density. j)
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! capsular

opaciticc

® For this reason, a primary posterior capsulotomy and anterior vitrectomy are

(? recommended at the time of cataract extraction
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* 3. pha > onset, violated capsule

o phacomorphic glaucoma: closed angle, suqlly delayed onset, intact or j)

( violated capsule.
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