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A B S T R A C T

Purpose: To report, with the aid of original imaging, an unusual differential diagnosis of an iris tumor.
Observations: A 60-year-old Caucasian man visited our clinic with a large amelanotic iris mass in the left eye in
the absence of concomitant extraocular inflammation or neoplastic evidence. The patient reported an ocular
trauma caused by a wire 5 years prior to his visit, which resolved after a short course of antibiotic eye drops.
Orbital magnetic resonance imaging with contrast enhancement was consistent with an iris tumor; ultrasound
biomicroscopy indicated a semi-solid, mid-stromal iris formation continuous with the lens. Surgical inspection
was performed. Surgery showed the presence of a hypermature cataract with a fine break in the anterior capsule
of the lens covered by the iris surface. The liquefied cortex infiltrated the iris without diffusing into the aqueous
humor.
Conclusions and Importance: A so-called morgagnian cataract developed, likely following a penetrating ocular
wound. The progressive, slow infiltration of the iris stroma by the crystalline matrix mimicked the appearance of
an amelanotic iris tumor.

1. Introduction

An amelanotic or slightly pigmented iris mass is an uncommon
finding, but usually indicates a benign or malignant tumor. In adult/
elderly patients, differential diagnosis chiefly involves an iris melanoma
versus rarer forms such as: secondary cysts (which may result from
anterior segment surgery, prolonged use of miotics, metastasis, or
parasites); leiomyoma, a benign smooth muscle tumor often located in
the pupillary margin; inflammatory granulomas.1–3 Iris melanoma is a
slow-growing tumor that typically presents during the fifth decade of
life. Regarding pigmentation, amelanotic forms have been widely re-
ported, although some residual pigmentation is usually present.4

A so-called morgagnian cataract, named after the Italian anatomist
Giovanni B. Morgagni, is a form of hypermature cataract in which the
brown sclerosed nucleus is present in a capsular bag filled by milky
white, liquefied cortex. Quite common in the past, it is presently ex-
ceptionally rare in developed countries. We report a case of morgagnian
cataract that involved clinical and instrumental differentiation from the
abovementioned iris lesions.

2. Case report

A 60-year-old Caucasian male was referred to the eye clinic of the
University Hospital of Parma for bilateral painless worsening of his
vision that lasted for several months. The patient denied any systemic
symptoms or disorders in his ocular history. He reported a wound in the
left eye (LE) caused by a wire, which occurred 5 years prior and re-
solved with a short course of local therapy. At the first examination, the
best-corrected visual acuity (BCVA) was 20/63 in the right eye (RE) and
counting fingers at 50 cm in the LE; the intraocular pressures were 13
and 20 mmHg, respectively. The anterior segment of the RE was regular
with slight lens cataract. A fundus examination showed an atrophic scar
of the macular pigment epithelium, while optical coherence tomo-
graphy (OCT), fluorescein, and indocyanine green angiography were
suggestive of chronic central serous chorioretinopathy. This evidence,
paired with the presence of an initial lens sclerosis, justified the limited
BCVA in the RE.

Fig. 1 shows a slit-lamp image of the LE (different angles), which
had two ovoid structures affecting about 180° of the inferior iris cir-
cumference. This mass pushed the iris surface forward to the corneal
endothelium. Using ultrasound with 20- and 50-MHz probes, the lesion
appeared to dissect the iris stroma with a mild/high echogenic outer
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layer, a fine “vacuolation” in the central part, and a hyporeflective
inner layer (Fig. 2A and B). The iris root and the ciliary body were not
significantly altered, and the lens showed a heterogeneous content but
did not manifest capsule breaks. The anterior segment OCT allowed the
visualization only of the cornea and of the anterior wall of the dilated
iris structure, which stopped any further penetration of the examining
infrared emission. The fundus was not directly observable. Magnetic
resonance imaging (MRI) confirmed the presence of an iris deformation
in the LE, with a size of 9 mm in width × 7 mm in height × 3 mm in
depth, characterized by mild contrast enhancement (Fig. 3). Com-
plementary blood tests and organ examinations to investigate possible
inflammatory or infectious etiologies (chiefly sarcoidosis, syphilis, or
tuberculosis), or to disclose possible systemic malignancies (i.e., chest
computed tomography and abdominal B-ultrasound) were negative.
Although the MRI was compatible with a nodular mass in the iris, the
ultrasound indicated a mixed solid and liquid content. We suspected a
morgagnian cataract as a potential diagnosis and planned surgical in-
spection/treatment with possible withdrawal for histological/cytolo-
gical examination. Surgery confirmed the presence of a hypermature
cataract with a fine anterior capsule break under the iris surface; the
liquefied cortex infiltrated the iris without extending to the anterior
chamber.

3. Discussion

Morgagnian cataracts were seen frequently in past centuries,
whereas today patients require surgery at much earlier stages.
However, this condition is still common in less-developed countries,
where surgical treatment is not available and cataract represents a
primary cause of blindness. In the present case, it is conceivable that the
affected eye (i.e. the LE) experienced a prior decrease in visual acuity
due to serous maculopathy. The ocular trauma was probably a peri-
corneal, self-sealing penetrating wound (actually, no leucomas were
observable on the overall corneal surface) without residual intraocular
foreign bodies. This event could have however damaged the lens

capsule and triggered cataract progression. Only when noticeable visual
loss was experienced also in the RE, the patient would have become
aware of the symptoms. Surprisingly, the cataract grew directly into the
iris stroma, thus distorting the appearance of the anterior segment but
not leading to the classical complications of a morgagnian cataract,
involving late evidence of a phacomorphic or phacolytic glaucoma and
uveitis.5 The confounding clinical presentation, paired with its MRI
appearance, compatible with that of an iris tumor, was challenging for
diagnosis.6 To the best of our knowledge, a morgagnian cataract has
never been included in the differential diagnosis of an iris mass.1,7,8 The
usefulness of this case also addresses the confirmation of the role of
ultrasound biomicroscopy (UBM) for the characterization of some
anterior segment lesions and masses, mostly those developing into and
behind the iris. In such cases optical coherence tomography of the
anterior segment is often not fully informative.
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