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REVERSE MERIDIONAL CYCLODIALYSIS AB INTERNO IN MANAGEMENT
OF OPEN ANGLE GLAUCOMA — A PRELIMINARY REPORT
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The uveoscleral outflow as an alternate route of aqueous drainage is of great interest in glaucoma surgical treatment. A cyclodialysis cleft allows one to create
a direct connection between the anterior chamber (AC) and the suprachoroidal space (SCS) which is the key element of uveoscleral outflow. The purpose
of the study was to evaluate the safety and effectiveness of reverse meridional cyclodialysis ab interno (RMCai) in decreasing intraocular pressure (I0P) in
patients with primary open-angle glaucoma (POAG) and refractory glaucoma (RG). Fourteen patients who exhibited POAG and RG (11 men and 3 women, age
77.3 + 7.8 years) were included in the study. All patients underwent RMCai with the help of custom-designed spatula. The spatula, inserted through a clear
corneal incision, was used to detach the ciliary body from the scleral spur to create a 2.0-2.5 mm wide and 6.0-6.5 mm deep cleft. Outcome measures were
IOP change, use of hypotensive medication(s), complications, and need for a second surgery. Decrease in IOP by more than 20% and IOP between 6 and
21 mmHg without hypotensive medication constituted complete success. Similar changes in IOP with medication constituted partial success. Need for second
surgery constituted failure. The follow-up period was >3 months. Baseline IOP and hypotensive medication use were 22.0 + 8.5 mmHg (95% confidence interval (Cl),
17.6-26.4) and 2.6 + 0.9 (95% Cl, 2.2-3.1). At 3, 6, 12, 18, and 24 months, complete success was achieved in 64.3%, 77.8%, 55.6%, 37.5%, and 40% of
patients respectively; partial success — in 14.3%, 22.2%, 44.4%, 50.0%, and 60.0%. Four patients required a second surgery. Failure occurred because of
cleft closure by fibrosis. It was concluded that RMCai is safe and effective in decreasing IOP in POAG and RG patients.
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OBPATHbI MEPUAVNOHANBHbIN LUMKNOANANNS AB INTERNO B NEHYEHUN OTKPbITOYIOJIbHON
MAYKOMbI — NMPEABAPUTEJIbHbIE PE3YJILTATbI
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YBeocKepasbHbIA MyTb OTTOKA BHYTPUMMA3HOW xumakocTv (BIK) npencraBnseT 60bLIOM MHTEPEC B XMPYPrUHECKOM NevdeHnn rnaykombl. CyTb onepaummn
LKofvianmsa 3aKo4aeTcs B CO3AaHNN MPSIMOro COOBLLEHVS Mexxay nepeaHeit kamepoi (IMK) rmasa n cynpaxopviongansHeiM npocTpaHcTBom (CXI), rmasHbiM
3BEHOM YBeOCKepansHoro Nyt ottoka BIMK. Llensto Hallero nccneqoBanmns 6bi1o OLeH!Tb 6e30MnacHOCTb 1 ahheKTUBHOCTL 0OPaTHOrO MepUaNoHaNEHOrO
uvknopmanmaa ab interno (OMLUai) B CHVKEHWM BHYTPUMMAa3HOro Aasnenns (BM) y NauveHToB C NMepBUHHON OTKPLITOYromnbHOM rmaykomoit (MOYT) 1 pedbpakTepHoii
rnaykomoli (PT). Y 14 naupentos ¢ MOYT (11 My>4mH 1 3 XKeHLLMHbI B Bo3pacTe 77,3 + 7,8 neT) 6bin nposegeH OMLlai ¢ nomoLLpto creumansHo paspaboTaHHOro
wnatens. LLinatenem cogpasany UKNoaUannaHyto Wesnb WprnHon 2,0-2,5 MM 1 rmybuHoi 6,0-6,5 Mm. KputeprsiMim OLEHKIM yernexa onepauyn 6binv auHammka
B, noTpebHOCTb B LOMONHUTENBHON MMNOTEH3UBHOW TEPanunm 1 MOBTOPHOM X1PYPrMYECKOM BMELLIATENBCTBE, a TakKe Halmyime OCNOXHEHW. Yenex cuutani
nonHbIM, ecnn Bl cHwxanock 6onee Yem Ha 20% u ocTaBaniocb B nepefenax 6-21 MM pT. CT. 63 NpUMEHeHUs MNOTEeH3VBHBLIX CPeacTB. [MpusHaHHbIN
ycrex CBA3bIBaNM C MOTPEOHOCTHIO B MMNOTEH3MBHOM Tepanuu. JledeHre cHmTanv HeyaadHbiM, eCA BO3HMKaNa HEOOXOAMMOCTb B MOBTOPHOM XUPYPrUHECKOM
BMeLLaTenbeTae. MNalyeHTbl ocTaBanmch nog HabmofaeHneM He MeHee Tpex MecsiLieB. VcxonHoe B 1 KonM4ecTBO MCMONb3yeMbIX MMNOTEH3MBHBIX MPenaparos
cocTasnanm 22,0 + 8,5 MM pT. CT. 1 2,6 + 0,9 cooTBeTCTBEHHO. Hepes 3, 6, 12, 18 1 24 Mecsia nocne onepaumn NonHbI yenex 6bin gocTurHyT B 64,3, 77,8, 55,6,
37,5 1 40% cnyyaeB COOTBETCTBEHHO, NMpu3HaHHbIi — B 14,3, 22,2, 44,4, 50 1 60% cny4ae. [oBTOpHasA onepauusa notpebosanack 4 nauyeHTam. [NpuimnHon
Heypaqn ctana rbposHas obnnTepaLmns LMKNoAuanM3How wenu. Beino yctaHosneHo, 4to OMLlai 6e3onaceH v aheKTvBeH B CHYDKeHU BI y naumeHToB ¢
Moyr n Pr.
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Open-angle glaucoma (OAG) is the leading cause of irreversible
blindness worldwide [1]. Although glaucoma is a multifactorial
disease, its management primarily focuses on control of
intraocular pressure (IOP). Notably, IOP can be controlled either
medically or by laser treatment. For patients with glaucoma that
is refractory to medical or laser treatment, surgical management
is indicated.

In the past, surgical techniques focused on creation of
an artificial pathway for aqueous humor to bypass obstacles
in drainage from the anterior chamber (AC); this led to
development of penetrating glaucoma surgeries. A classic form
of these surgeries is trabeculectomy [2], which is regarded as
the gold standard in surgical management of glaucoma; its
hypotensive effect remains for an extended period, but many
complications arise during surgery and in the postoperative
period [3, 4]. Development of non-penetrating surgeries
(deep sclerectomy and its various modifications) reduced the
complication rate; however, these techniques provide only a
short-term hypotensive effect [5].

Recently, minimally invasive glaucoma surgeries have
been developed to enhance the natural trabecular outflow,
which comprises the conventional route of aqueous drainage
[6, 7]. These surgeries are safe, and patient rehabilitation
is rapid; notably, such surgeries do not involve use of a
bleb, which enables them to remain free from bleb-related
complications, such as cosmesis, bleb leakage, bleb infection,
and endophthalmitis [6]. However, there are certain limitations
which are associated with these surgeries. Their IOP-lowering
effects are dependent upon episcleral vein pressure, and IOP
decrease is moderate [8].

There also exists an alternate route of aqueous drainage:
uveoscleral outflow. Because of its anatomical and physiological
characteristics, uveoscleral outflow has tremendous potential
for use in controlling IOP. This outflow, which comprises
approximately half of the aqueous drainage in normal human
eyes [9, 10], occurs by bulk flow of aqueous humor through
the ciliary muscle into the suprachoroidal space (SCS); then
flows into the choroid and suprachoroidal clefts, subsequently
exiting the eye through perivascular spaces of the emissarial
scleral channels, or directly through permeable scleral collagen
bundles. There is a possible connection between the uveoscleral
outflow pathway and the lymphatic system of the eye and orbit,
which maintains tissue fluid balance [11]. A gradient of negative
pressure within the SCS serves as the conduit for this aqueous
flow pathway. Notably, exploitation of this pathway may
enable development of safer and less invasive techniques with
improved surgical success, which may thus increase quality of
life for glaucoma patients.

A technique for reverse meridional cyclodialysis ab interno
(RMCai) has been developed (patent of Russian Federation N
2676967, dated 19.01.2019) and a pilot study was undertaken
to evaluate its safety and effectiveness in decreasing IOP in
patients with POAG and RG [12].

The purpose of the study was to evaluate the safety and
effectiveness of RMCai in decreasing IOP in patients with
POAG and RG.

METHODS

In a consecutive interventional case series, a total of
17 patients (11 men and 6 women) who exhibited POAG and
RG were operated upon during the period from February 2015
to December 2017. The average age of the patients was
77.3 £ 7.8 years (95% CI 73.2-81.4). Inclusion criteria: POAG
or RG, more than 3 months of follow-up. Glaucoma patients
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having visually significant cataract, thus requiring a combined
procedure (phacoemulsification and hypotensive surgery),
were also included. Exclusion criteria: angle-closure glaucoma,
neovascular glaucoma, secondary glaucoma, or crystalline
lens-induced glaucoma.

A complete ophthalmological examination was performed
before surgery including visual acuity evaluation, IOP
measurement (by Maklakov’s method or with tonometer), slit
lamp biomicroscopy, 78 diopter ophthalmoscopy, perimetry,
and gonioscopy. For statistical purposes, IOP values obtained
by Maklakov’s method were converted to PO, using a custom
conversion table [13]. For IOP measurement by ICare tonometer
ic100 (Icare Finland Qy; Finland) the median of 3 consecutive
measurements per eye was analyzed [14, 15].

Surgical technique

Only 1 eye per patient was eligible for surgery. Retrobulbar
anesthesia was preferred. After insertion of the lid speculum,
a clear corneal incision (2.75 mm) was made at the 10-11
o'clock position. The AC was irrigated with 0.2-0.3 ml of
0.01% solution of carbachol (Appasamy Ocular Devices,
Pvt. Ltd.; India) to constrict the pupil and pull the iris away
from the angle. The AC was filled with cohesive viscoelastic
device, the 1.4% solution of sodium hyaluronate (Beaver
Visitec International, Inc.; USA). Two paracenteses were
made at 180° apart from each other. The patient's head was
turned away from the surgeon by approximately 30° and
the optical head of the operating microscope was tilted by
30° toward the surgeon. A surgical goniolens, held in the left
hand of the surgeon, was placed on the cornea and angle
structures were identified and studied. A custom-designed
cyclodialysis spatula (Fig. 1) was inserted into the AC through
the corneal incision, and the ciliary body was gently detached
from the scleral spur.

Through this cleft the spatula was further meridionally
advanced via slight sideways movements until a 6-6.5-mm long
and 2.0-2.5-mm wide tunnel was made in the SCS, thereby
joining the AC with the SCS. The spatula and goniolens were
withdrawn. The patient’s head and the operating microscope
were returned to their primary positions. If hemorrhage occurred
from the cyclodialysis site, a “wait and watch” strategy was
used. Typically, bleeding stopped spontaneously after some
time. Viscoelastic device was irrigated out from the AC by using
a bimanual technique with the aid of irrigating and aspirating
cannulas inserted through the paracentesis. An air bubble was

Fig. 1. Side view of the custom-designed spatula for reverse meridional
cyclodialysis ab interno: distal end of the working portion of the spatula is
6.0-6.5 mm long and 2.0 mm wide; further, it is curved and repeats globe
curvature
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injected into the AC in order to prevent cleft closure. At the end
of the operation, all incisions were sealed by hydration of the
corneal stroma. Then, 0.2-0.3 ml of dexamethasone solution
was injected subconjunctivally, and antibiotic ointment was
placedin the conjunctival sac. Amonocular patch was applied. In
eyes with coexisting pathology, ultrasound phacoemulsification
(phaco) was performed with initial implantation of a foldable
hydrophilic intraocular lens (IOL). Before RMCai, all viscoelastic
was removed from behind the IOL through irrigation. The pupil
was constricted by irrigating the AC with carbachol solution
and the AC was filled with cohesive viscoelastic. RMCai was
performed as per the technique described above. Incisions
were sealed by hydration of the corneal stroma.

Follow-up evaluation

Follow-up evaluation was performed as following. Patients
discontinued IOP-lowering medications 1 day before surgery.
Oral acetozolamide 0.25 g (Diacarb, Polpharma, Starogard
Gdanski; Poland) twice daily was prescribed for 1 day; patients
were instructed to resume IOP-lowering medications only if
the investigator determined that additional IOP lowering was
needed. After surgery, patients were instructed to instill antibiotic
and steroid eye drops for a period of 10-12 days. Patients were
evaluated daily during hospital stay, after 1 week, and at 1, 3, 6,
12, 18, and 24 months after surgery. Postoperative assessment
included visual acuity evaluation, tonometry, biomicroscopy,
and ophthalmoscopy. If corneal condition allowed, eyes were
evaluated via gonioscopy; wherever possible, findings were
documented via photography and videography. Adverse events
(if any) and number of glaucoma medications used were noted.
Field of vision was tested with an interval of 6 months or 1 year.

Outcome measures and statistical analysis

The primary outcome was IOP change. The secondary
outcomes were pre- and postoperatively used number of
hypotensive medications, as well as complications and need
for a second surgery. Reduction in IOP > 20% and IOP
between 6 and 21 mmHg without medication constituted
complete success; similar changes in IOP with medication

Table 1. Patient demographics

constituted partial success. Failure constituted IOP < 6 mmHg
or > 21 mmHg, IOP reduction <20%, or subsequent need for
second glaucoma surgery. Success rates were evaluated at
each follow-up visit, beginning 3 months after surgery.

Statistical analysis was performed using Microsoft Excel
2007 (Microsoft; USA) at each follow-up visit, considering
changes in the number of patients. Paired Student’s t-tests
were used for IOP and medication analyses. Differences were
significant when p < 0.05.

RESULTS

Fourteen eyes of 14 patients (11 man and 3 women) fulfilled the
inclusion criteria. The baseline characteristics of the patients
are described in Table 1.

Right eyes underwent operation in 5 patients, while left
eyes — in 9 patients. Severe glaucomatous damage was
present in 11 eyes (79%). Eight eyes (57%) had previously
undergone surgery for glaucoma; of these, 3 underwent a
combined surgical procedure in the present study: phaco with
implantation of an acrylic hydrophilic IOL along with glaucoma
surgery.

The mean follow-up period was 68.2 + 44.2 weeks (95% Cl
45.1-91.4). Two patients were lost to follow-up after 3 months;
1 patient was lost to follow-up after 18 months and 2 patients
were lost to follow up after 24 months. Mean baseline IOP was
22.0 £ 8.5 mmHg (95% CI 17.6-26.4). A significant reduction in
mean |IOP and use of hypotensive medications was observed
at each time point (Table 2). There were no cases of hypotony
at any follow-up visits.

Success rate outcomes are described in Table 3.

Three eyes (21.4%) underwent repeat glaucoma surgery
after 3 months following RMCai; 1 eye underwent repeat
glaucoma surgery after 18 months. The Kaplan—Meier survival
curve is shown in Fig. 2.

The mean best-corrected visual acuity before surgery was
1 £ 0.9 logarithm of the minimum angle of resolution (LogMAR).
Mean LogMAR at 3, 6, 12, 18 and 24 months was 0.9 + 0.9,
1.0+1.0,09%1.0,0.8+ 1.0, and 0.6 £ 0.5, respectively.

In 11 of 14 eyes (79%), there was some hemorrhage at
the cleft site, obscuring the view of the tunnel. In these eyes,

Ne Sex / age Eye Previous glaucoma surgeries Other ocular surgeries Concomitant pathology
1 F/74 LE 21. S'\gg; - Cataract

2 M/ 82 RE - - Cataract

3 F /87 RE - - Cataract

4 M/ 87 RE - - Cataract

5 M/ 87 LE 1. Trabeculectomy - Cataract

6 M/ 82 LE - - Cataract

7 M/ 64 RE - - Cataract

8 M/ 69 LE 1. Trabeculectomy - Cataract

9 M/ 69 LE 1. Trabeculectomy - Cataract
10 M/ 78 RE 1. Trabeculectomy - Cataract

1 M/ 77 LE 1. Trabeculectomy Phaco + IOL Pseudophakia
12 M/ 75 LE - - Cataract
13 M/ 64 LE 1. SDSC Phaco + IOL Pseudophakia
14 F/82 LE 2 Tr;BeS(:EEgtomy Phaco + IOL Pseudophakia

Note: M — male; F — female; RE — right eye; LE — left eye; MTF — Singh's microtrack filtration operation; SDSC — segmental dilation of Schlemm's canal

(implantation of Kumar's stainless-steel spiral expander in lumen of Schlemm's canal); Phaco — phacoemulsification; IOL — intraocular lens.
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hemorrhage either stopped spontaneously after some time, or
a bolus of viscoelastic was placed at the tunnel opening. In 3
eyes that underwent combined surgery, some blood reached
the capsular bag behind the IOL. In these eyes, the blood was
washed out with the aid of irrigating and aspirating cannulas.

In 11 of 14 eyes (79%), the early rehabilitative period was
uneventful. In 3 eyes on the first postoperative day, hyphema
was observed, which resolved within 1 week without any
specific treatment. No second visit to the operation theatre
was required because of hyphema. Furthermore, there were
no noticeable complications in the late postoperative period.
During gonioscopic evaluation of the cyclodialysis site at 3,
6, 12, 18, and 24 months after surgery, the cleft was open in
10, 8, 8, 5, and 3 eyes, respectively; moreover, the cleft was
noticeably shallow in 3, 4, 6, 4, and 2 eyes, respectively, and
completely closed in 4, 2, 1, 3, and 3 eyes, respectively (Fig. 3).

In all eyes with unsuccessful outcome, retrograde
placement of the iris root at the cyclodialysis site was prevalent.
During ultrasonic biomicroscopy of the AC angle in eyes with
successful outcome, the cyclodialysis cleft could be easily
identified.

DISCUSSION

Glaucoma surgery in the SCS has several important
advantages relative to penetrating procedures. Some surgeons
have attempted to improve supraciliary outflow using a non-
penetrating deep sclerectomy procedure [16-18]. The results
were encouraging, but not definitive. It is likely that the presence
of a conjunctival bleb as a main filtration site for the aqueous
humor did not completely open this pathway, thus affecting the
final results.

The SCS offers the surgeon 2 surgical approaches: ab
externo and ab interno. In the ab externo approach, a direct
passage is created from the AC to the SCS by separation of
the ciliary body from the scleral spur. This approach is easy

Table 2. Efficacy data
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to learn and does not require mastery of unfamiliar techniques
and maneuvers. However, it requires extensive dissection of
ocular tissues, and is thus very traumatic to the eye. There is a
high risk of complications, such as postoperative hypotony and
massive bleeding from scleral vessels. Several studies have
demonstrated that when the SCS is reached through an ab
externo approach, fibroblast activation is a primary cause of
surgical failure [19, 20].

There are certain advantages with ab interno approach. This
approach spares conjunctival dissection, retaining this structure
in an intact state, which may be useful for future glaucoma
procedures. It is minimally invasive and less traumatic; the
resulting reduction in scarring leads to increased success rate.
This surgery can be performed as an ambulatory procedure.
The numbers of intraoperative and postoperative complications
are negligible, and they are easily managed. The ab interno
procedure can be performed, regardless of whether previous
traditional glaucoma surgeries (e.g., trabeculectomy) have
depleted viable conjunctiva tissue. The rehabilitation period is
short [21-23]. However, this approach also involves limitations:
it requires the use of costly instruments and apparatuses, such
as an operating microscope in which the optical head can be
tilted, as well as a surgical goniolens and viscoelastic devices;
moreover, the surgeon should be familiar with the intraoperative
gonioscopy procedure.

The concept of creating direct communication between
the AC and SCS for reduction of IOP is not new. The first
operative procedure to employ incision through insertion of the
ciliary body to enable communication between the chambers
of the anterior segment and the suprachoroid was performed
by Hancock in 1861 [24], who described 6 cases in which the
operation was used.

In 1905, a procedure was described for operative
detachment of the ciliary body from its insertion, using an
operation that was described as cyclodialysis [20]. Notably,
the success of the operation depended upon communication

Follow-up visit
N of patients at follow-up visit Pre-operative 3 months 6 months 12 months 18 months 24 months
14 14 9 9 8 5
IOP change, mmHg 22.0+85 13.8+£5.0 119+ 34 10.1+24 12.9+3.9 13.0+5.7
(95% CI) (17.6-26.4) (11.2-16.4) (9.8-14.0) (8.6-11.7) (10.1-15.6) (8.4-17.6)
% IOP decrease - 30.8+29.8 36.0 + 35.1 48.0 + 26.0 35.5+35.6 34.5+33.8
(95% CI) - (15.4-46.3) (14.3-57.7) (31.1-65.0) (10.8-60.2) (7.4-61.6)
N of medications 2.6+0.9 0.5+0.8 0.4+0.7 0.6+0.7 0.9+0.8 1.0+ 0.9
(95% ClI) (2.2-3.1) (0.1-0.9) (0-0.8) (0.1-1.0) (0.3-1.5) (0.3-1.7)
aNtEgiiﬁﬁsqﬁ'Q?Syheysp;’ttfgﬁévﬁTpes.'iﬁ‘t('&“) 14/14 (100) 2/14 (14.3) 2/9 (22.2) 4/9 (44.4) 4/8 (50.0) 3/5 (60.0)
N of patients requiring repeat surgery 0 2 1 0 0 0
Note: N — number; IOP — intraocular pressure; Cl — confidence interval.
Table 3. Success rate
Follow-up visit
N of patients at follow-up visit 3 months 6 months 12 months 18 months 24 months
14 9 9 8 5
N of patients lost to follow-up 0 2 0 1 2
N of eyes with complete success (%) 9 (64.3) 7(77.8) 5 (55.6) 3(37.5) 2 (40)
N of eyes with partial success (%) 2(14.3) 2(22.2) 4 (44.4) 4 (50) 3 (60)
N of eyes with failure (%) 3(21.4) 0 0 1(12.5) 0

BECTHVIK PIMY | 6, 2019 | VESTNIKRGMU.RU




METHOD | OPHTHALMOLOGY

Survival functions

1.0 -,

0.9

0.8 I

0.7

Cum survival

0.6

0.5

0.4

— RMCai
+ RMCai censored

Month

Fig. 2. Kaplan-Meier survival curve of eyes after RMCai

18 24

Fig. 3. Cyclodialysis cleft (red arrow) at different follow-up visits (different patients): 1 week (A); 1 month (B); 2 years (C); there are no signs of fibrosis or inflammation

between the AC and SCS. This hypothesis was supported by
a number of works [25]. The other author [26] hypothesized
that the operation acted by reducing pathologic accumulation
of intraocular fluid by eliciting atrophy of the uveal tract.

The long-term success of this operation for reduction of IOP
depends upon the patency of the cyclodialysis cleft. Notably,
fibrosis of the cyclodialysis cleft may be the major factor for
procedural failure; this has been reported by several authors
[27-29]. Detailed morphological studies have demonstrated
that fibroblasts and myofibroblasts are present throughout all
layers of the choroid. These cells readily respond to trauma,
surgical manipulation, and any foreign body by causing scar
formation [30].

In our study, during gonioscopic evaluation of the
cyclodialysis site, we noticed that in all eyes that showed
procedural failure, there was reattachment of the iris root to
the scleral wall. In most of these eyes, the reattachment site
was posterior to its original anatomical attachment, constituting
retrograde placement of the iris root. Our findings are like those
reported by [27], who examined the angle of the AC in 14 eyes
that underwent cyclodialysis. All eyes that underwent successful
operation showed surgical cyclodialysis or detachment of the
iris root, combined with communication between the AC and
SCS. Three unsuccessful operations resulted in reattachment
of the iris root to the scleral wall; the site of reattachment in
these cases was posterior to its original anatomical attachment,
constituting retrograde placement of the iris root (as noted in
our study).

In a prospective, consecutive, case-control study, a group
of authors [31] included 28 eyes of 20 patients with intractable

glaucoma. Under gonioscopic control, cyclodialysis ab interno
was performed over 2 clock hours to enable access to the
SCS. After surgery, baseline IOP decreased from 34.3 + 10.5
to 14.6 + 12.4 mmHg. After a mean of 60 days, 21 eyes (75%)
required further surgical intervention. Qualified success was
observed in 4 eyes (14.3%); only 3 eyes (10.7%) demonstrated
complete success. In their series, the authors obtained the best
results for phakic eyes. In our study, at 12, 18, and 24 months
of follow-up, absolute success was achieved in 55.6%, 37.5%,
and 40% of eyes, whereas partial success was achieved in
44.4%, 50.0%, and 60.0% of eyes, respectively. Our results
were more favorable than those of the prior study; this may be
because minimum trauma occurred during surgery, due to the
use of modern surgical microscopes and surgical goniolenses,
which allowed identification of the anatomical structure of
the angle.

There were several limitations to this study. These included
absence of a control group, nonrandomized nature of the study,
and small sample size (n = 14); further studies will require a larger
sample of patients to confirm the findings reported here.

CONCLUSION

RMCai is an easy and safe procedure to perform, it effectively
decreases IOP in patients with POAG and RG. lts success
depends upon the patency of communication between the
AC and SCS. Fibrosis of the cyclodialysis cleft is the primary
reason for failure of this procedure. Use of measures to prevent
its obliteration (e.g., implantation of various devices or materials
to connect the AC with the SCS) may increase its success rate.
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