Cyclodialysis occurred in our
patient because the implant was ap-
parently placed unintentionally into
the supraciliary space. This maneu-
ver disinserted the ciliary body from
the scleral spur in a fashion similar
to that performed intentionally in the
past using a spatula for the treat-
ment of glaucoma. The internal pars
planaincision may have been smaller
than its external scleral counter-
part and contributed to the capture
of the implant by the pars plana epi-
thelium. To possibly prevent this
complication, care must be made to
.nsure that the pars planaincision
i~ as long as the external scleral in-
Clsion. The wound can be slightly
gaped to confirm this. In addition,
theimplant should fit easily into the
wound with minimal resistance. If
unusual resistance is encountered,
the wound should be reevaluated.

Our patient had no adverse
consequences from the cyclodialy-
SIS cleft. This may be owing to the
mechanism in which the cleft was
formed and its anatomy. The full-
thicknessincision of the pars plana
with subsequent inflammation and
i:iling may have caused the cleft to
he nonfunctional. Cyclodialysis for-
mation, although rare, is a compli-
cation that can occur with the place-
ment of aganciclovir implant.
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Hydrogel Exoplant
Fragmentation 10 Years
After Scleral

Buckling Surgery

Materials used for scleral buckling
proceduresin retinal detachment re-
pair have evolved from absorbable
tissues, including autogenous fas-
cialataand cadaveric sclera or dura
mater, to nonabsorbable synthetiC
agents such as polyethylene tub-
ing, solid silicone rubber, silicone
sponges, and hydrogels. Hydrogels
are hydrophilic materials formed
from 3-chmensional polymer net-
works. The most widely used hy-
drogel is co-poly(methylacrylate-2-
hydroxyethyl acrylate) , or MIRAgel
(MIRA, Waltham, Mass). The fore-
runner of MIRAgel, MAI, has the
same chemical composition. Hydro-
gelsare permeable to water and low-
molecular-weight hydrophilic sub-
stances. Their ability to absorb and
then slowly release water-soluble an-
tibiotics offersan advantage over sili-
cone. Ho et al’ reported that the MAI
implant was as effective a buckling
element as either solid silicone rub-
ber or silicone sponge. He noted that
the degree of swelling of the exo-
plant could be altered by varyingits
state of hydration, its softness and
elasticity were protective against ero-
sion, and it was less prone to infec-
tion because of itslack of dead spaces
and itsability to absorb, then gradu-
aly release antibiotics.

The apparent effectiveness and
safety of MAI hydrogel scleral exo-
plants wasreported by Tolentino et
a 2 who followed up 82 eyes of 79
patients for 6 to 53 months and
found no complications of buckle
extrusion, erosion, or infection.
However, with longer follow-up of
7to 11 years, 7 complications of MAr
exoplants were documented by
Marin and colleagues] Clinica
manifestations ranged from benign
subconjunctival bulging to intra-
ocular erosion and migration of the
exoplant. At the time of surgery, the
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exoplants were seen to be translu-
cent, gel-like, and friable. Erosion
into the vitreous cavity occurred in
1 case and was complicated by dif-
ficulty grasping the friable buckle
material. Micro-Fourier transform
infrared spectroscopic analysis of 2
recovered implants demonstrated
hydrolytiC degradation of the im-
plant leading to swelling signifi-
cantly greater than the original poly-
mer. We report the first case, to our
knowledge, of scleral buckle extru-
sion and fragmentation associated

“with a MIRAgel episcleral exo-

plant.

Report of a Case. A 53-year-old man
with high myopia was referred in
August 1996 for evaluation of an ex-
truding scleral buckle in the right
lower eyelid. In 1986, he had un-
dergone a scleral buckling proce-
dure for a macula-on rhegmatog-
enous retinal detachment of the right
eye. The patient had undergone
placement of an encircling 4-mm
MIRAGgel buckle with a radial sili-
cone sponge at the 10-0'clock posi-
tion. The retina was attached post-
operatively. However, limitation. of
adduction and infraduction in the
right eye developed in 1988 and pro-
greSSively worsened over time. In
1996, the patient was referred be-
cause of significdnt discomfort and
diplopiaon primary gaze and down-
gaze.

On presentation, hisvisual acu-
ity was 20/20 OD Motility exami-
nation findings revealed complete
loss of adduction and infraduction,
and mild limitation of supraduct-
ion in the right eye. The scleral
buckle was easily palpable through
theright lower eyelid. Indirect oph-
thalmoscopy of the right eye re-
vealed cryotherapy scars superotem-
porally, the retinal break well-
supported on a high scleral buckle.
The patient was informed of the risk
for postoperative retinal redetach-
ment, but chose to proceed with sur-
gery to remove the buckle.

At the time of removal of the
scleral buckle, the MIRAgel buckle
material was partially encapsu-
lated, extremely friable, and frag-
mented. Prior to any manipulation,
the exoplant was seen to be severed
at points of contact with the re-
sidual scleral bucklingsutures. Frag-
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Fragments of hydrogel scleral buckle material removed from orbit.

ments of the MIRAgel buckle were
lodged within the incomplete fi-
brous capsule and within the“Tenon
capsule. Careful inspection was re-
quired to ensure that all fragments
were removed from tli.e orbital soft
tissues (Figure). The retina re-
mained attached postoperatively,
and the visual acuity stabilized at
20/20 OD at 3 months. The patient
became onhophoricin plimary gaze,
with mild remaining restriction of
adduction and infraduction in the

right eye.

Comment.-This case represents
the first reported breakdown of a
MIRAQgel scleral buckle. Its occur-
rence should not be surprising, as 7:
cases of complicationswith the MAI
exoplant, composed of the same hy-
drogel material, have been re-
ported in the past. The mechanism
of fragmentation and degradation
likely resembles that reported with
the MAI exoplant; hydrolysis of the
material with resultant swelling. The
presence of an incomplete capsule
surrounding the buckle in our pa-
tient may have facilitated access of
orbital fluid to the exoplant. Simi-
lar to thereport by Marin et d 3these
changes appeared approximately 10
years after exoplant placement. The
findingsin this patientillustrate the
need to anticipate potential friabil-
ity and swelling of MIRAgel buckle
material and to meticulously search
for fragments during removal of

long-standing exoplants. Our ob-
servation together with the histori-
cal datasuggest that there are no real
advantages of MIRAgel and MAI over
silicone for use as scleral buckling
material .
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Lalanoprosl and
Hyperplgmenlalion
of Eyelashes

Latanoprost (Xalatan, Pharmacia
Upjohn Co, Kalamazoo, Mich) isthe
first new class of antiglaucoma medi-
cation introduced in 20 years. Ini-
tial reports about its ocular hypo-
tensive effectsseem to be promising,
but it hasan intriguing side effect of
increasing iris pigmentation. On a
theoretical basis, hyperpigmenta-
tion of periocular structures also

might be expected. To ou: knOW -
edge, this may be the first reported
case of increased pigmeniallon of
eyelashes from topicallalanoprod

Report of a Case. During the
course of 6 years, a 65-year-old
woman with open-angle glaucoma
developed allergy andlor ll1loler.
ance to topical B-blockers, pilocar-
pine hydrochloride, dorzolamic e
hydrochloride, and apraclonidine

hydrochloride. Argon i: i iva-
beculoplasty provided o ip-
sient control of the int:...:. itlar

pressure OOP). Because ol pro-
gressing disc changes and visua
field changes in her left eye, she
was enrolled in the Latanoprost
Compassionate Use Study (Hart-
ford Hospital, Hartford, Conn)
The pretreatment protocol
included a comprehensive ocular
examination, disc and iris photo-
graphs, visual fields, and a signed
consent form approved by the
Hartford Hospital institutional
review board.

Her pretreatment visua' acuity
was 20/20 OU and her IOP - 19
mm Hg OD and 27 mm }¢,
Pertinent ocular findings inciudi a
cup-disC ratio of 0.5 OD alld 0.8
OS. The color of the irides were
light gray with a light brown pig-
mented pupillary margin. The
visual field was normal in the right
eye and there were scattered spots
of depression in the inferior arcu-
ate region of the left eye. Treat-
ment with topical 0.005% |atano-
prost, 1 drop (~20 ]IL) at 8 Pm
every evening, was started in her
left eye on May IS, 1996. On her
I-month visit on June 18, ;290
her IOP was 20 mm Hg OD & ! ! !
mm Hg OS. Results from the =i
acuity and ocular eXaminJlioll
were completely unchanged,
except she had one in-turned eye-
lash on her left lower eyelid. The
offending eyelash was epilated. On
her 2-month visit onJuly 16, 1996,
the IOP was 28 mm Hg OD and 17
mm Hg OS and the ocular exami-
nation results were unchanged On
her 3-month visit on August 21,
1996, her IOP was 20 mm Hg OD
and 15 mm Hg OS. Results of hier
ocular examination were aga:in
unchanged but she had anot! .:
in-turned eyelash on her left [l
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