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It was estimated that 200000 corneas were needed, just 1 
lakh donors, to fulfill the eye banking needs of the nation.[7] 
With a death rate of 8 per thousand, even if 10% of the populace 
were willing to donate their eyes and actually did so, it would 
suffice.[8] Although hospital cornea retrieval programs form 
the backbone of most eye banks, home deaths also contribute 
a significant proportion. What is needed is a catalyst to convert 
this intention into a deed. The first few hours after a person’s 
death are most traumatic to his/her near and dear ones. If 
someone would gently suggest them the triple benefits of eye 
banking–potentially vision to two blind persons and third–a 
good deed registered in the name of the deceased, many would 
be willing. Certifying doctors and persons of faith (priests 
who perform the last rites) are the most obvious catalysts. 
We have reported how persons of faith have a tremendous 
potential to enhance eye donation.[9] Similarly, if the need 
and benefits of eye donation were to be popularized among 
general practitioners of modern medicine (MBBS), ayurvedic 
(BAMS), and homeopathic (BHMS), as they are the ones most 
often certifying deaths, they would ensure that the nearest 
eye bank got more calls from relatives wanting to donate their 
departed one’s eyes.

Eyes from younger individuals have far better endothelial 
cell counts and are more useful for corneal transplants. The 
significant causes of death in 18 to 40 years old are road traffic 
accidents and suicides.[10] Casualty medical officers, emergency 
medical personnel, and police officers can play a yeoman role 
in improving eye donation figures.

Although mass media can prime a community in awareness 
and improve willingness to donate,[1-3] only a catalyst in 
those few crucial hours after death can actually ensure that 
the corneas are harvested. Raising awareness through mass 
media is a necessary, but not sufficient condition, to improve 
human organ harvesting. The focus should be on having more 
“catalysts” who facilitate the reaction.
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Iris stromal cyst with cataract 
managed by cyst aspiration and 
diode laser photocoagulation in a 
child 

Dear Editor, 
A 7-year-old boy with no history of trauma or previous ocular 
surgery presented with redness, watering of the left eye since 
1 day. The uncorrected visual acuity was 20/20 N6 and 20/60 
N6 in the right and left eye, respectively. The right eye was 
normal. Slit-lamp examination (SLE) of the left eye revealed 2+ 
cells and flare in the anterior chamber (AC) and a translucent 
cyst originating from the mid-iris covering the pupil area  
[Fig. 1a]. The cyst was in contact with the corneal endothelium 
and the lens [Fig. 1b]. The portion of the lens seen was clear. 
The intraocular pressure (IOP) was 18 mm Hg in both eyes. 
Ultrasound biomicroscopy of the left eye revealed a cystic lesion 
arising from the iris stroma, measuring 4.63 mm in width and 2.98 
mm in height [Fig. 2]. The posterior iris epithelium was intact. 
The patient was put on topical steroids. Once the inflammation 
subsided, aspiration with excision of the cyst with diode laser 
photocoagulation to the inner cyst wall was performed. 

The cyst was aspirated with a 26G needle. The anterior cyst 
wall was excised with intraocular micro-scissors and was found 
to be attached to the iris by a peduncle. The base of the peduncle 
was excised, resulting in an inferior peripheral iridectomy, 
after which an anterior capsular cataract at 5 0’clock position 
was noticed. Since the visual axis was clear, the lens was left 
untouched. The inner cyst wall, attached to the iris, was treated 
with diode laser with a power of 220 mW, 200 microns spot 
size and 200 ms duration. 

Postoperatively the patient was put on antibiotic-
steroid, timolol maleate 0.5%, and homatropine eye drops. 
Histopathology findings were consistent with the diagnosis of 
iris stromal cyst. At 1 week, the eye was quiet, with a lasered scar 
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on the iris [Fig. 3a]. On the last follow-up, uncorrected visual 
acuity was 20/20p in the left eye. SLE showed a clear cornea, 
quiet AC, atrophic scar in the iris with posterior synechiae and 
an anterior capsular cataract at 5 0’ clock position [Fig. 3b].

Congenital iris stromal cysts are usually diagnosed in early 
childhood[1] and may cause corneal edema, subluxation of the 
lens, iritis, raised IOP, cataract, band keratopathy, corneal touch 
and hyphema.[2] Our patient presented with iritis and was found 
to have a solitary, smooth, translucent cyst. 

Iris stromal cysts have a more aggressive course in children 
as compared to adults.[2] Presence of decreased visual acuity, 
corneal and lens touch necessitated surgery in our patient. 

Association of cataract with iris stromal cysts has been  
noted.[3] Classic treatment consists of extensive surgery like block 
excision of the lesions.[4] Haller et al. recommended conservative 
management with aspiration and endophotocoagulation in 
children, since preservation of ocular structures would facilitate 
amblyopia management.[5] We feel that cyst aspiration with 
excision of the collapsed cyst with diode laser photocoagulation 
to the cyst wall adherent to the iris would be an ideal surgery 
in selected cases.
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Figure 2: Ultrasound biomicroscopy picture of the iris stromal cyst. 
The red arrow shows lens touch, and the green arrow shows corneal 
endothelial touch

Figure 1: a) Slit-lamp photograph showing a round smooth, translucent 
cyst covering the pupillary area. The arrow points to the area where 
the cyst is arising from the iris. b) Slit-lamp photograph showing the 
cyst pressing on the lens
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Figure 3: a) Slit-lamp photograph at 1 week after surgery showing 
an atrophic iris patch with posterior synechiae and anterior capsular 
cataract. b) Slit-lamp photograph at 17 months showing atrophic scar 
and quiet eye
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