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Abstract 

Précis: 

Postoperative suprachoroidal hemorrhage is an infrequent but devastating complication after 

non-valved aqueous drainage implant surgery and demonstrated a bimodal distribution. The 

final outcomes of either conservative management or surgical drainage of the hemorrhage 

remained poor. 

Purpose: 

To report the incidence and outcomes of eyes developing postoperative suprachoroidal 

hemorrhage (PSCH) after undergoing Aurolab Aqueous Drainage Implant (AADI) surgery 

for adult and pediatric refractory glaucomas. 

Materials and methods: 

In this retrospective series, case files of all patients who underwent AADI between May 2012 

and December 2019 were retrieved from an electronic database. A PSCH was defined as the 

presence of hemorrhagic choroidal detachment, confirmed by ultrasound B scan, occurring in 

a closed system in the postoperative period. 

Results: 

Of the 986 eyes that underwent AADI during the study period, 7 (0.7%), developed PSCH 

(95% CI=0.3-1.6%). There were no differences in the preoperative parameters between those 

with and without PSCH. Of these, 4 were seen in pediatric eyes (4/288, 1.4%) and 3 in adult 

eyes (3/698, 0.4%) (p<0.01). Four eyes (57%) had PSCH in the immediate postoperative 

period (i.e. between 24 – 48 hours of AADI surgery), while the remaining 3 had onset 

ranging from 6-7 weeks after surgery. Anatomic risk factors were present in all eyes 

including hypotony (n=4),  myopia (n=3), microcornea (n=2), microphthalmos (n=1), post 

vitrectomy (n=1) and staphyloma (n=1). Visual acuity improved in only one (14%) eye while 

3 (43%) eyes developed phthisis bulbi, all in the pediatric age group. 

Conclusions: 

PSCH is a rare complication following AADI and is seen in <1% eyes. The incidence is 

higher in the pediatric age group. Visual and anatomic outcomes are dismal following PSCH 

with globe salvage possible in only about half these eyes. 

Disclosure: The authors declare no conflict of interest. 
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INTRODUCTION 

Glaucoma drainage devices (GDDs) have become increasingly popular in the 

management of refractory glaucoma in adults and in the pediatric population.
1
 The two 

commonly used GDDs worldwide are the Ahmed glaucoma valve (AGV, New World 

Medical, Rancho Cucamonga, California) and the Baerveldt glaucoma implant (BGI, Abbott 

Medical Optics, Abbott Park, IL). However, their high cost is a major limiting factor in 

developing countries. The Aurolab Aqueous Drainage Implant (AADI, Aurolab, Madurai, 

India) is a novel, cost-effective, non-valved alternative GDD and is based on the design of the 

350 mm
2
 BGI. 

The AADI has been shown to be efficacious and safe over long-term follow-up in 

both adult and pediatric eyes with refractory glaucoma.
2–4

 Recent studies have shown the 

efficacy and safety profile of AADI to be comparable to the commonly employed AGV 

implant,
5–7

 perhaps with a better complete and overall success rate. Hypotony and related 

sequelae were the most common complications noted in these studies, which was slightly 

higher in the AADI group compared with the AGV group. 

Postoperative suprachoroidal hemorrhage (PSCH) is a rare but potentially devastating 

complication, which generally occurs in the early postoperative period after surgeries with 

GDDs. The incidence of PSCH following the use of GDDs ranges from 2.9% to 8.3% in 

adults and 1.07% to 4.7% in children. 
8–11

 A PSCH is an ocular emergency characterized by 

the sudden onset of severe ocular pain, reduced visual acuity, development of shallow 

anterior chamber, and elevation of intraocular pressure (IOP).
10

 This type of hemorrhage is 

caused by rupture of the short and long posterior ciliary arteries traversing the suprachoroidal 

space, precipitated by acute hypotony or large fluctuation of IOP. 
9–11

 Risk factors that have 

been described for this complication in adults include increasing age, systemic hypertension, 

ischaemic heart disease, use of anticoagulants, myopia, aphakia, intraoperative as well as 

postoperative hypotony and prior intraocular surgery including penetrating keratoplasty and 

pars plana vitrectomy. 
8,9,12–15

 In children, previous trabeculectomy with mitomycin-C 

(MMC) and aphakic status were found to be risk factors.
10,11

 

Though the safety profile of the AADI has been excellent, there are no reports about 

the incidence and outcomes of PSCH in patients receiving the AADI. Our study describes a 

series of cases of PSCH following AADI surgery for refractory glaucoma over 7 years in a 

tertiary eye care centre. 

MATERIALS AND METHODS 

This was a retrospective analysis of patients who experienced PSCH following AADI 

implantation between May 2012 and December 2019 at the Aravind Eye Hospital in 

Madurai, India. The incidence of PSCH was calculated from both pediatric and adult patients 

who underwent AADI surgery with a minimum of 6 months of documented postoperative 

follow-up. A PSCH was defined as the presence of hemorrhagic choroidal detachment, 

confirmed by ultrasound B scan, occurring in a closed system in the postoperative period. 
8
 

Informed consent was obtained from all patients or guardians before the procedure. The study 

was approved by the Institute’s ethics committee (RET202000276) and performed in 

accordance with the tenets of the Declaration of Helsinki. 

Relevant data were extracted from the medical records of all patients who experienced PSCH 

and control eyes without PSCH in the same period, including age, gender, diagnosis, medical 

history, prior ocular surgeries, probable risk factors for PSCH, best-corrected visual acuity 

(BCVA), IOP and number of IOP lowering medications preoperatively and at various time 

points during the postoperative period, the severity of the PSCH, duration between AADI 

implantation and PSCH, treatment and outcomes of PSCH. All patients underwent AADI 

(350 mm
2
) surgery, and details of the surgical procedures for both adult and pediatric eyes 

has been described in detail previously.
2,3,16

 The tube was ligated in a watertight fashion in all 
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the eyes  near the tube-explant junction using 2 interrupted 6-0 polyglactin sutures (braided 

coated polyglactin 910 violet; Ethicon, Johnson & Johnson Ltd, Mumbai, India). One to 2 

fenestrations (resulting in 2 to 4 slits) were made in the tube anterior to the tube ligation 

sutures depending on the level of preoperative IOP using a TG 160-6, 5.5-mm length1 /2  

circle spatulated needle (Ethicon, Johnson & Johnson Ltd.). 

Statistical analysis 

All continuous variables were described as mean with standard deviation, and categorical 

variables were described as proportions (n, %). Group differences between continuous 

variables were assessed using the Student t-test or the Wilcoxon's rank-sum test in cases with 

non-parametric distribution, while differences in categorical variables were analysed using 

the chi-square or the Fisher’s exact test. Data were entered into Microsoft Excel (Redmond, 

WA) and analyzed using STATA (version 12.1, I/C, Forth Worth, TX) statistical analysis 

software package. P < 0.05 was considered statistically significant. 

RESULTS 

A total of 986 AADI implantations were performed during the 7-year study period, of 

which 698 (71%) were in adults and 288 (29%) were in pediatric patients (age <18 years). A 

PSCH was found in 7 eyes overall (0.7%, 95% CI=0.3-1.6%). The preoperative demographic 

and clinical characteristics of enrolled patients are summarized in Table 1. There were no 

differences in any of the preoperative parameters, except that controls had slightly more 

phakic eye and lesser optic disc cupping, though these were not statistically significant. 

Additional description of patients who experienced a PSCH is provided in Table 2 

(supplemental Digital Content 1, http://links.lww.com/IJG/A505). The types of glaucoma 

were primary congenital glaucoma (n =1, 14%), glaucoma following congenital cataract 

surgery (n=3, 43%), juvenile open-angle glaucoma (n=1, 14%) and pseudoexfoliation 

glaucoma (n= 2, 29%). All the seven subjects had undergone prior intraocular surgery which 

included cataract surgery (57%), pars plana vitrectomy (14%), trabeculectomy with MMC 

(71%), and diode cyclophotocoagulation in an eye following failed trabeculectomy. Three 

(43%) subjects were aphakic. Systemic risk factors like hypertension, use of preoperative 

anticoagulant therapy, ischaemic heart disease, respiratory disease, peri and postoperative 

Valsalva manoeuvres were not found. 

All the subjects had uncontrolled preoperative IOP ranging from 31 to 42 mm Hg on 

maximum medical therapy (ranging from 2-5 IOP lowering medications). Four eyes (57%) 

had PSCH in the immediate postoperative period (i.e. between 24 – 48 hours of AADI 

surgery), while the remaining 3 had onset ranging from 6-7 weeks after surgery. The 

presence of PSCH was confirmed by clinical symptoms and signs including intense pain, 

poor vision, a shallow or flat anterior chamber with tube corneal touch, and high IOP. (Figure 

1) The diagnosis was confirmed with B scan ultrasonography in all eyes. Two eyes with 

PSCH in the immediate postoperative period presented with hypotony (mean IOP 

3.5 0.7mmHg), two reported mean IOP of 39  1.4mmHg and had a more delayed onset 

after AADI surgery. Both these groups of patients presented with similar symptoms of 

intense ocular pain and acute reduction in vision. The 3 patients with onset after the ligature 

suture dissolution (6 weeks) presented with mean IOP of 7.3 4.1 mmHg (range 4-12 

mmHg). 

All patients with PSCH were initially managed conservatively with steroids and 

atropine eye drops. IOP lowering medications were stepped up or reduced according to the 

presenting IOP. Two subjects (29%) underwent surgical drainage; pars plana vitrectomy with 

gas tamponade on postoperative day 8 (case 5, Figure 2) and pars plana lensectomy , 

vitrectomy with fluid gas exchange and silicon oil injection on postoperative day 2 (case 4). 

The anatomic and visual outcome of patients with PSCH was poor. Visual acuity 

improved in only one (14%) of the 7 eyes (case 6) with conservative management. Three 
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(43%) eyes developed phthisis bulbi. Among the three eyes in which normal architecture was 

preserved on long term follow-up, one eye (14%) was filled with silicone oil and one eye 

(14%) experienced bullous keratopathy. 

A comparison of adult and pediatric patients with PSCH is shown in Table 3. A 

PSCH was seen in 4 pediatric patients (1.4%, 95% CI=1.2-2.6%) and in 3 adult patients 

(0.4%, 95% CI=0.1-0.6%). The incidence of PSCH in pediatric patients was significantly 

higher than adults (p<0.001). All adults with PSCH were men while only 1 out of the 4 

pediatric patients was male. A significantly higher number of pediatric eyes (n=3, 75%) went 

in for phthisis bulbi compared with none in the adult group. 

DISCUSSION 

Postoperative suprachoroidal hemorrhage is a rare but sight-threatening complication 

of GDD implantation and has been attributed to sudden postoperative hypotony and 

inflammatory reaction after glaucoma surgery. 
8,12

 Paysee et al reported an incidence of 6.1% 

after non-valved drainage device placement,
17

 while Ayyala et al reported PSCH in 4.7% 

cases after valved drainage device surgery.
18

 Balekudaru et al reported an incidence of 4.7% 

following AGV implantation in children.
11

 We report an incidence of 0.7% in our series with 

AADI surgeries. We also found a higher incidence in children compared to adult eyes. The 

lower incidence of PSCH in our study may relate to advances in surgical technique or 

differences in patient characteristics compared with prior studies. 

Measures to reduce the risk of suprachoroidal hemorrhage include pre-operative 

control of IOP to the maximum extent possible with medical therapy, control of hypertension, 

discontinuing anticoagulants and prevention of intraoperative and postoperative hypotony. 
8,13

 Early postoperative hypotony in AADI may also be avoidable if steps for occlusion with 

non-permanent ligature are meticulously performed, as evidenced by the relatively low 

incidence of PSCH in our series. We ligated the tube in a watertight fashion near the tube-

explant junction using 2 interrupted 6-0 polyglactin sutures. Other prophylactic measures 

described include gradual decompression of the globe during surgery and avoiding valsalva 

manoeuvres in the postoperative period since postoperative emesis is one of the risk factors 

associated with the development of PSCH.
11

 

Hypotony appears to be the major precipitating factor for PSCH, resulting in a rupture of the 

posterior ciliary artery. The Fluorouracil Filtering Surgery Study first described the 

association between suprachoroidal hemorrhage and high preoperative IOP and a large 

magnitude change between preoperative and postoperative IOP.
19

 In our study, all eyes that 

developed PSCH  did so  1-2 days and 1.5 months after AADI placement and demonstrated a 

bimodal distribution. This bimodal distribution likely related to the two times when the 

greatest changes in IOP occur and IOP is generally lowest, including immediately after 

surgery and following tube opening. Four eyes developed suprachoroidal hemorrhage during 

the immediate postoperative period (<48 hours), 2 of which had hypotony. It is unusual to 

measure an IOP of about 3 mm Hg in the immediate postoperative period .It is highly 

unlikely that the tube ligature sutures may have prematurely loosened since two 6-0 

polyglactin tube ligature  sutures were placed and  the absence of flow through the tube was 

confirmed by irrigation of balanced salt solution into the tube via a 27-gauge cannula. 

Peritubular leakage or venting slits could be the reason for the immediate postoperative 

hypotony in these 2 eyes. 

Other ocular risk factors for PSCH identified in prior studies include aphakia, myopia, 

early postoperative hypotony and prior intraocular surgery, including cataract surgery and 

pars plana vitrectomy. 
8,15

 Several of the patients who experienced a PSCH in the present 

study had these risk factors. 

Three subjects in our series were aphakic, all in the pediatric age group. Ruderman and co-

authors have reported a 6.6% incidence of PSCH in aphakic cases. 
20

 The lack of intact 
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posterior capsule in pediatric surgical aphakia may decrease the eye's ability to tamponade 

against internal decompression, with likely development of PSCH when the IOP is decreased 

after glaucoma surgery.
10

 The association between axial myopia and PSCH has also been 

reported by several authors.
8,12,21

 In our series, two subjects had myopia with long axial 

lengths. Interestingly, three patients in our series had short axial lengths with microcornea 

with coexisting aphakia in two. Myopia, aphakia and vitrectomy, all of which are associated 

with lower ocular rigidity, may have predisposed these eyes to postoperative hypotony, 

which in turn may be associated with increased choroidal vascular fragility and thereby 

increased risk of suprachoroidal hemorrhage.
8
 

Three out of the 4 pediatric patients with suprachoroidal hemorrhage developed phthisis 

bulbi, while none of the adult patients developed phthisis following suprachoroidal 

hemorrhage. The major factors associated with the pathogenesis of phthisis are hypotony, 

deranged blood-ocular barriers, and inflammation.
 22

  Three of these pediatric patients had an 

IOP of 4 mm Hg or less at the onset of suprachoroidal hemorrhage. Also, perhaps patients 

with pediatric glaucoma have less scleral rigidity, so low IOP is more likely be associated 

with loss of volume of the eye and phthisis. The increased intraocular inflammation  seen in 

children compared to adult eyes could also be a reason for this discrepancy in the occurrence 

of phthisis bulbi. 

Therapies for PSCH include conservative management with systemic and topical steroids, 

atropine and surgical drainage. Sclerotomy is widely used to drain the blood from 

suprachoroidal space for such patients. 
8
 Sclerotomy combined with vitrectomy is also an 

option in some cases. It is still unclear if early surgical drainage or just conservative 

management improves the final outcome in cases of PSCH. Also, the timing of surgical 

drainage remains controversial. Clot lysis is said to occur within 7–14 days and appears to 

facilitate surgical drainage of the hemorrhage. 
8
 Several authors believe that early surgical 

drainage may be beneficial in patients with PSCH. 
17,20,23 

 Abrams et al reported the greatest 

success with early surgical drainage in patients with PSCH,
 23

 wherein three of seven patients 

maintained pre-hemorrhage visual acuity, and two of seven patients had a final visual acuity 

that was better than their pre-hemorrhage visual acuity. In contrast, Chu et al observed that 

good initial visual outcome can be attained without early surgical drainage in cases with 

PSCH. 
8
 In our series, one of the five eyes regained pre-hemorrhage visual acuity after 

conservative management, while two eyes which underwent pars plana vitrectomy and SCH 

drainage had poor visual outcomes. PSCH can lead to sight-threatening complications, 

including phthisis bulbi, retinal detachment and hypotony, as were encountered in our series. 
8,12, 23

 

The drawbacks of the study are its retrospective nature and inclusion of only a single 

academic centre with patients of Indian origin using only the AADI device, which may limit 

the generalizability of our results. Also, the low frequency of occurrence of PSCH limits the 

power of the study to identify significant associations. 

In summary, we found an incidence of 0.7% of PSCH in our large cohort of patients 

undergoing AADI surgeries for refractory glaucoma. Although a rare complication, the final 

outcomes after the occurrence of PSCH remains poor. Surgeons should remain vigilant to the 

possibility of development of PSCH, particularly in patients with associated ocular or 

systemic risk factors. 
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Figure Legends 

Figure 1: Slit-lamp image of an eye with postoperative suprachoroidal hemorrhage with 

shallow anterior chamber and tube abutting iris. 

Figure 2A shows ultrasonic evidence of hemorrhagic choroidal detachment with kissing 

choroidals that occurred 2 days after Aurolab Aqueous Drainage Implant (AADI) in patient 

number 5 (Table 2- supplemental Digital Content 1, http://links.lww.com/IJG/A505). Figure 

2B done 40 days after choroidal drainage, shows complete resolution of the choroidal 

detachment and near-normal anatomy. 
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Table 1: Preoperative Demographics and Clinical Characteristics of Patients 

 

 Eyes with SCH 

(N=7) 

Eyes without 

SCH 

(N=979) 

P-value 

Age (years), mean SD (Adults) 52.1+18.3 45.1 + 17.3 0.34 

Age (years), pediatric eyes 11.5+4.2 10.1 + 4.7 0.76 

Sex (N, % males) 4 (57%) 395 (40%) 0.22 

Eye (N, % right eye) 4 (57%) 536 (55%) 0.83 

Axial length (mm) 24.4+5.6 24.3 + 2.2 0.91 

Lens status (N, %) 

Phakic 

Aphakic 

Pseudophakic 

 

2 (29%) 

3 (43%) 

2 (29%) 

 

495 (51%) 

168 (17%) 

316 (32%) 

0.09 

Myopia (N, %) 3 (43%) 539 (55%) 0.31 

Type of glaucoma (N, %) 

POAG 

PACG 

SOAG 

SACG 

JOAG 

PCG 

Glaucoma following congenital 

cataract surgery 

Glaucoma associated with congenital 

eye anomalies alone 

Glaucoma associated with congenital 

eye and systemic anomalies 

Glaucoma associated with acquired 

conditions 

 

0 

0 

2 (29%) 

0 

1 (14%) 

1(14%) 

3 (43%) 

 

0 

 

0 

 

 

0 

 

 

149 (15%) 

45 (5%) 

182 (18%) 

204 (21%) 

72 (7%) 

107 (11%) 

90 (9%) 

 

26 (3%) 

 

37 (4%) 

 

 

67 (7%) 

0.08 

Prior ocular surgeries 

N, % 

Mean SD 

 

7 (100%) 

2.1+1.1 

 

810 (83%) 

3+1.2 

 

0.11 

0.32 

Snellen VA, LogMAR mean SD 0.97+0.49 0.56 + 0.57 0.10 

IOP (mmHg), mean SD 37.8 + 4.7 32.9 + 10.1 0.16 

Number of IOP lowering meds, 

mean SD 

3.3 + 1.1 3.2 + 0.9 0.65 

CDR, mean SD 0.87 + 0.04 0.80+0.16 0.07 

 

SCH= suprachoroidal hemorrhage; IOP=intraocular pressure; JOAG=juvenile open-angle 

glaucoma; logMAR=logarithm of the minimum angle of resolution; meds= medications; N= 

number of eyes/patients; PACG=primary angle-closure glaucoma;PCG=primary congenital 

glaucoma; POAG=primary open-angle glaucoma; SACG=secondary angle-closure glaucoma; 

SD=standard deviation; SOAG=secondary open-angle glaucoma; VA=visual acuity; 

%=percentage 
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Table 3.  Comparison of Adult and Paediatric Eyes with Suprachoroidal Hemorrhage 

 
 Adult Eyes 

(N=3) 

Paediatric Eyes 

(N=4) 

P-value 

Age (years), mean SD 52  18.4 11.8     0.03 

Sex (N, % males) 3 (100) 1 (25) 0.04 

Eye (N, % right eye) 2 (66.7) 2 (50) 0.65 

Axial length (mm), mean SD 28.13       21.61 3.65 0.16 

Lens status (N, %) 

Phakic 

Aphakic 

Pseudophakic 

 

1 (33.3) 

0 

2 (66.7) 

 

1 (25) 

3 (75) 

0 

0.57 

Myopia (N, %) 2 (66.7) 1 (25) 0.48 

Type of glaucoma (N, %) 

SOAG 

PCG 

Glaucoma after cataract surgery 

JOAG 

 

2 (66.7) 

1 (33.3) 

- 

- 

 

- 

- 

3 (75) 

1 (25) 

 

 

NA 

Prior ocular surgeries 

N, % 

Mean SD 

 

3 (100) 

        

 

4 (100) 

1   

 

0.95 

Preoperative Snellen VA, LogMAR mean SD 1.0 + 0.80 0.92 + 0.21 0.77 

Preoperative IOP (mmHg), mean SD      5.7 39.5       0.32 

Preoperative number of IOP lowering meds, mean SD 
3 1     1.3 0.61 

Preoperative CDR, mean SD 0.9 + 0 0.86 + 0.04 0.24 

Onset after surgery (days), mean SD 31 + 25 22 + 23 0.47 

Snellen VA at the onset of SCH (LogMAR), mean SD 1.73 0.98 2.43      0.33 

IOP (mmHg) at the onset of SCH, mean SD 19.3      15 19.9 0.62 

IOP lowering medications at the onset, mean SD 1.3     2.3     0.21 

Severity (N, %) 

Peripheral SCH <4 quadrants 

Peripheral SCH in all 4 quadrants 

Kissing SCH 

SCH with VH 

 

1 (33.3) 

1 (33.3) 

1 (33.3) 

0 

 

0 

2 (50) 

1 (25) 

1 (25) 

0.42 

Surgical intervention (N, %) 1 (33.3) 1 (25) 0.75 

Final outcomes 

Snellen VA, LogMAR mean SD 

IOP (mmHg), mean SD 

Number of IOP lowering meds,mean SD 

 

Phthisis bulbi (N, %) 

 

1.6+0.3 

13.6+5.5 

1.1+1.7 

 

0 

 

2.8+1.1 

2.5+3.8 

0 

 

3 (75) 

 

0.10 

0.02 

0.28 

 

<0.001 

 
CDR=cup:disc ratio; IOP=intraocular pressure; JOAG=juvenile open-angle glaucoma; logMAR=logarithm of 

the minimum angle of resolution;meds=medications; N= number of eyes/patients; PCG=primary congenital 

glaucoma; SCH=suprachoroidal hemorrhage SD=standard deviation; SOAG=secondary open-angle glaucoma; 

VA=visual acuity; %=percentage 
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Table 2 (Supplemental).  Description of Patients with Suprachoroidal Hemorrhage after 

AADI Implantation 

 

Ca

se 

Age 

(yea

rs)/ 

Gen

der 

Diagn

osis 

Risk 

Factors 

AL 

(m

m) 

On

set 

(da

ys) 

Preoperative IOP 
at 

onset 

of 

SCH 

(mm

Hg) 

Postoperative* 

Treatment 
Snel

len 

VA 

IOP 

(mm

Hg) 

Me

ds 

Snelle

n VA 

IOP 

(mm

Hg) 

Me

ds 

1 7/F 

Glauc

oma 

follo

wing 

catara

ct 

surger
y 

High IOP 

Myopia 

Aphakia 

Post Trab 

MMC 

Post 
DLCP 

26.

70 
42 

20/2

00 
34 3 

 

 

3 

NLP 0 0 Medical 

2 
10/

M 

Glauc

oma 

follo

wing 

catara

ct 

surger

y 

 

High IOP 

Aphakia 

Micropht

halmos 

Microcor

nea 

Post-

vitrectom

y 

18.

02 
1 

20/2

00 
40 2 

 

 

4 
LP+ 

Inacc

urate 

PR 

2 0 Medical 

3 12/F 

Glauc

oma 

follo
wing 

catara

ct 

surger

y 

High IOP, 
Aphakia 

Microcor

nea 

 

20.

72 
44 

20/2

40 
42 5 

 

 

4 LP+ 
Inacc

urate 

PR 

0 0 Medical 

4 17/F JOAG 

High IOP 

Spheroph

akia 

Post Trab 

MMC 

Superior 

and 
medial 

ciliary 

staphylo

ma 

21.

00 
2 

20/8

0 
42 4 

 

 

 

38 

HM 8 0 
Medical+S

urgical 

5 
31/

M 
PCG 

High IOP 

Megaloco

rnea 

Myopia 

Post Trab 

MMC 

35.

11 
2 

20/3

00 
31 3 

 

 

40 
CF 11 0 

Medical+S

urgical 

6 
60/

M 
PXFG 

High IOP 

Post Trab 

MMC 

22.

66 
42 

20/3

2 
34 2 

 

6 20/40 10 0 Medical 
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7 
65/

M 
PXFG 

High IOP 

Myopia 

Post Trab 

MMC 

26.

61 
49 

20/1

200 
42 4 

 

12 20/24

00 
20 3 Medical 

 
AADI=Aurolab  Aqueous Drainage Implant; AL=axial length; CF=counting fingers; DLCP= diode laser 

cyclophotocoagulation; HM=hand motion; IOP=intraocular pressure;  JOAG=juvenile open-angle glaucoma; 

LP+= light perception present; meds=IOP lowering medications; NLP=no light perception; PR=projection of 

rays; PCG=primary congenital glaucoma; PXFG=pseudoexfoliation glaucoma; Trab mmc=trabeculectomy with 

mitomycin-C; VA=visual acuity 

 

*post-operative parameters at 1 year; case 4 and 5 only 6 months follow-up. 
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