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Bilateral angle closure glaucoma and acceIerated
cataract formation in a patient with AIDS

Naresh Joshi, Peter H Constable, Todd P Margolis, Creig S Hoyt, Timothy J K Leonard

1Recent reports have described the occurrence of
bilateral angle closure glaucoma secondary to
choroidal effusions in patients with AIDS. We
report the rapid onset of cataracts in a patient
with this syndrome.
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Case report
A 44-year-old white man with Pneumocystis
carinii pneumonitis, presented with visual deteri-
oration over the course of 1 day. His past ocular
history was unremarkable. Visual acuity on
presentation was counting fingers at 1 metre in
both eyes, which improved to 6/12 with pinhole
correction. Anterior segment examination
revealed bilateral chemosis and microcystic cor-
neal oedema. The anterior chambers were shal-
low, especially peripherally; the angles were
closed 360 degrees in both eyes on gonioscopy.
The pupils were in a mid-dilated position, and
reacted to bright illumination segmentally. The
intraocular pressure on applanation tonometry
was 38 mm Hg (right eye) and 36 mm Hg (left
eye). The lenses were clear and the vitreous was
quiet. The retinal vasculature was tortuous and
dilated, there were scattered cotton wool spots
and peripheral retinal haemorrhages, consistent
with HIV microvasculopathy. The ora was poste-
riorly displaced. Bilateral acute angle closure
glaucoma was diagnosed.
Treatment was started with intravenous and

oral acetazolamide therapy, and bilateral topical
pilocarpine 4% and dexamethasone 0-1%. The
following day the intraocular pressures remained
elevated at 34 mm Hg in both eyes. Bilateral
YAG iridotomies were performed, with no
appreciable change in anterior chamber depth or
change in intraocular pressure. Pilocarpine was
discontinued and cyclopentolate 1% therapy
begun following the laser procedure. A B ultra-
sound scan revealed choroidal and ciliary body
thickening in both eyes (Fig 1). Within the
course of the next 36 hours of instituting cyclo-
plegic therapy the anterior chambers deepened

fully and the intraocular pressure decreased to 10
and 12mm Hg. The following day his intraocular
pressures were below 10mm Hg in both eyes and
remained so subsequently. Cortical haze was
noted in both lenses: the opacification continued
to increase and, within a week, both lenses were
completely opaque. The following week the
patient underwent cataract extraction and intra-
ocular lens insertion, with a final best corrected
visual acuity of 6/9 (right) and 6/6 (left). All the
ocular samples removed at the time of surgery
including aqueous, cortical aspirate, and the
lenticular nuclei from both eyes were examined
for cytomegalovirus (CMV) and HIV p24 anti-
gens. These tests were all negative. Serological
studies confirmed infection with HIV, with a
CD4 count of 32. A significant fourfold rise in
CMV antibody titre was detected but no CMV
virus was isolated from any source.

Figure I B scan ultrasound ofleft eye demonstrating
annular choroidal effusion.
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Bilateral angle closure glaucoma and accelerated cataract formation in a patient with AIDS

Comment
A number of cases of bilateral acute angle closure
glaucoma associated with HIV have been
reported.I The mechanism of angle closure is
thought to be due to anterior rotation of the iris-
lens diaphragm at the axis of the scleral spur
secondary to an anterior uveal effusion. Cyclo-
pentolate retracts the iris lens diaphragm
posteriorly and therefore opens the angle. Rela-
tive pupillary block does not appear to play a role
in increasing intraocular pressure; hence conven-
tional therapies for angle closure glaucoma are-
ineffective. The underlying cause for the effu-
sions is not known. Unlike the previously
reported cases, this case was complicated by the
formation of bilateral cortical cataracts. The
underlying cause of the cataracts is not known,
but the possible mechanisms include; inflamma-
tory, infective, ischaemic, and traumatic pro-
cesses. Cataract of such rapid onset after
moderate inflammation is unlikely. We did not
find any infectious agents in the surgical speci-
mens. Ischaemic changes, secondary to raised
pressure, tend to be regional, limited to the
anterior capsule and subepithelial cortical region
(glaukomflecken). Cornea-lens touch was not

evident, and unlikely in this anterior chamber
configuration; there was no evidence of ciliary
body lens touch on ultrasonography. YAG laser
iridotomies may cause lenticular damage but the
rapid onset, the generalised nature, and bilat-
erality makes this unlikely. Bilateral angle
closure glaucoma in patients with HIV infection
is a recognised phenomenon that requires dilata-
tion with cycloplegia and aqueous suppressants
to reverse the attack. Argon iridoplasty3 and
drainage of the effusions' have been advocated as
alternative forms oftherapy. This case illustrates
that bilateral angle closure glaucoma in patients
with HIV may be complicated by cataracts which
are amenable to conventional cataract surgery.
We thank M Restori, department of ultrasonography, Moorfields
Eye Hospital, London.
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Isolated xanthogranuloma of the limbus in an adult

P Harvey, J A Lee, J F Talbot, J R Goepel

A 30-year-old man presented with a yellow,
painless, rapidly growing, raised nodule on the
superior limbus of the right eye. Histological
examination showed a xanthogranuloma. We
discuss the clinical features, pathogenesis, and
treatment of this rare condition.

Department of
Ophthalmology, Royal
Haliamshire Hospital,
Sheffield S1O 2RX
P Harvey
J F Talbot

University Department
of Pathology, The
Medical School,
Sheffield
S10 2RX
J A Lee
J R Goepel
Correspondence to:
Dr J A Lee, University
Department of Pathology,
The Medical School, Beech
Hill Road, Sheffield S10 2RX.
Accepted for publication
11 April 1994

Figure 1 Global (A) and
high power (B) views ofthe
clinical appearance ofthe
lesion.

Case report
A 30-year-old man was referred to the ophthal-

mology clinic with a painless lesion on the
superior limbus of his right eye. It had first been
noticed 5 months previously, and had since
rapidly increased in size and begun to encroach
on the visual axis. On examination there was a
well circumscribed, smooth surfaced, yellow,
raised nodule at the upper temporal corneoscleral
junction (Fig 1). There were no other ocular or
systemic abnormalities. Excision was performed
under topical anaesthesia. Surgery entailed

Fig IA
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