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Abstract: Background/Objectives: The aim of this study is to investigate the effect on choroidal
parameters of drug withdrawal in patients taking α1 adrenergic receptor antagonist (ARA) inhibitors.
Methods: In total, 32 eyes of 32 patients under alpha-lytic therapy, and 32 eyes of 32 control subjects,
both scheduled for cataract surgery in the fellow eye, were included. EDI-OCT was performed in all
patients and subfoveal choroidal thickness (SFCT), luminal choroidal area (LCA), stromal choroidal
area (SCA), total choroidal area (TCA), and choroidal vascularity index (CVI) during the preoperative
visit were compared with data approximately 1 month after alpha-lytic withdrawal. The same
assessments were performed in the control group. Results: SFCT and LCA were significantly reduced
in the patients 1 month after alfa-lytic therapy withdrawal (p < 0.05), whereas in the control group,
no changes in choroidal parameters were observed. Conclusions: The data proved that α1ARA
inhibitors affected choroidal vessels, whereas no modification of choroidal stroma was observed.
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1. Introduction

Cataract surgery becomes very hard in patients with insufficient pupil dilation because
surgeons are forced to operate in closed spaces and an increase in complications is ob-
served. Several drugs, such as selective α1 adrenergic receptor antagonist (ARA) inhibitors,
could lead to miosis with iris stroma surging and billowing and, even if well-constructed
wounds are performed and normal intraocular fluid flows are used, the iris could prolapse
through surgical incisions, complicating cataract surgery. This phenomenon is known as
intraoperative floppy iris syndrome (IFIS) [1].

IFIS is associated with high rates of intraoperative complications, such as iris prolapse,
capsulorhexis tear, iris trauma, anterior chamber hemorrhage, zonula dehiscence, posterior
capsule rupture, and vitreous loss, as well as postoperative complications, including
intraocular pressure elevation and cystoid macular edema [2–5].

To avoid the onset of IFIS, selective α1ARA inhibitor withdrawal before surgery has
been suggested. Unfortunately, this recommendation is not always effective and, to date,
no predictive parameters can help to forecast the appropriate time for surgery.

However, in the past few years, it has been proven that α1ARA inhibitors induce not
only iris but also choroidal modifications [6,7]. Furthermore, changes related to α1ARA
inhibitor effect on the whole uvea have been shown [8–12], and choroidal thickness (ChT)
changes after drug withdrawal have been investigated [13]. Therefore, the aim of this
study is to better understand the role of stromal and luminal choroidal involvement in
the pathogenesis of this disease to precisely determine the withdrawal time needed to
minimize the surgical complications.
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2. Materials and Methods
2.1. Patient Selection

This study was consistent with the Tenets of the Declaration of Helsinki and Institu-
tional Review Board approval was obtained (CECS, Cometico Campania Sud prot. n◦16544,
3 October 2017). All participants were informed about the purpose of the study and a
written informed consent was acquired.

Patients affected by lens opacities, scheduled for cataract surgery in the Eye Depart-
ment of the University of Salerno, were recruited in this observational study.

All subjects were divided into two patient groups, one made up of patients on alpha-
lytic therapy, to control their urinary symptoms or high blood pressure, and the other a
control group, including subjects not on therapy.

Patients affected by corneal leukomas, diabetic retinopathy, hypertensive retinopathy
from grade II to IV, age-related macular degeneration, central serous chorioretinopathy,
glaucoma, macular hole, optic neuropathy, uveitis, hypertension not controlled by medica-
tions, diabetes, autoimmune disorders and ocular or systemic diseases, which could have
changed choroidal vasculature, and eyes with an axial length (AL) less than 21 mm or more
than 26.5 mm were excluded.

Thirty-two eyes of thirty-to consecutive patients, with a mean age of 75.59 ± 6.57 years,
ranging from 58 to 85 years, were appraised, of whom twenty-nine were male patients with
a previous diagnosis of benign prostatic hypertrophy (BPH), whose urinary symptoms were
under control with alpha-lytic therapy (seven patients took tamsulosin, fifteen alfuzosin,
and the other seven silodosin), and two females and one male with arterial hypertension
(AH), which was controlled by doxazosin. A control group of 32 patients, fourteen males
and eighteen females, with a mean age of 74.75 ± 6.63 years, ranging from 60 to 86 years,
and without alpha-lytic therapy, were also enrolled for comparison. No age difference was
observed between the groups (p = 0.564).

Although a sex difference between the groups was observed, to date, the influence of
sex on choroidal parameters is still not very clear and many papers have proven that there
was no correlation; therefore, we standardized for biometrical parameters [14–19].

In both groups, due to dense lens opacities that could have caused fictitious and inac-
curate results, or possible changes induced by the surgery, the fellow eyes were examined,
whereas the operated ones were excluded.

2.2. Clinical and Instrumental Examination

On the day of the preoperative visit, all patients underwent a complete eye evalu-
ation, including clinical history, Snellen uncorrected and best spectacle corrected visual
acuity, anterior segment assessment, intraocular pressure (IOP) measurement, fundus
examination, AL measurements with IOLMaster (Carl Zeiss Meditec AG, Jena, Germany;
version 5.4.4.0006), and spectral-domain (SD) OCT evaluation using EDI mode in 840 nm
(Spectralis; Heidelberg Engineering; Heidelberg, Germany; version 6.0). After urologic
or cardiovascular consultation, patients were asked to discontinue alpha-lytic therapy to
reduce the IFIS risk, and not to change their lifestyles or other medications.

On the day of the surgical procedure, performed approximately 1 month later (range
28–31 days), the OCT evaluation was repeated utilizing the follow-up mode of the device.

2.3. OCT Analysis: Choroidal Parameters

A horizontal 30◦ linear OCT B-scan passing through the fovea was acquired by an
expert examiner not aware of the patients’ distribution, with a scanning angle of 308
and with 36 frames per B-scan. Only EDI-OCT images with a high signal-to-noise ratio
(minimum of 20 dB) that permitted sufficient choroidal visualization were included [20].
All examinations were performed between 2:00 p.m. and 3:00 p.m., reducing the bias
related to diurnal ChT variations [21].

To obtain comparable results, the image brightness was adjusted. All measurements
were taken with the built-in software of the device (Heidelberg Eye Explorer HEYEX;
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Heidelberg Engineering, Heidelberg, Germany). Subfoveal choroidal thickness (SFCT)
was measured as the distance between the Retinal Pigment Epithelium (RPE)–Bruch’s
membrane complex and the sclera-choroidal junction under the fovea, and all lines were
drawn perpendicularly to the RPE–Bruch’s complex [22–29]. Moreover, total choroidal
area (TCA), luminal choroidal area (LCA), stromal choroidal area (SCA), and CVI were
evaluated in both groups. All collected and analyzed imaging data were reviewed by an
expert in OCT evaluation. Macular B-scan images were exported with a 1:1 pixel ratio
and processed with ImageJ 1.52q software (National Institutes of Health, Bethesda, ML,
USA), utilizing the set scale tool to convert pixels to microns. TCA, LCA, SCA, and CVI
were measured and calculated by an examiner who was blind to the patient’s status, as
previously suggested [30–32].

Briefly, the polygon tool was used to select the whole scanned choroidal area in the
OCT B-scan. After converting the image into 8 bit, Niblack’s auto-local threshold was
applied to binarize the image and demarcate LCA and SCA. TCA was highlighted by
applying the color threshold and then added to the region of interest (ROI) manager. TCA
and LCA were measured and CVI (defined as the ratio of LCA to TCA) was calculated
in each eye (Figure 1A–C). SCA was obtained by subtracting LCA from TCA. To obtain
comparable data, the AL assessment for both groups was performed and no statistically
significant difference was shown.
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2.4. Statistical Analysis

The statistical analysis was performed using SPSS Software (IBM SPSS Statistics
version 25). The normal distribution of data was assessed with a Kolmogorov–Smirnov
test, and all parameters of the patients and controls between the preoperative visit and
approximately one month later were compared using a paired two-tailed t-test for normally
distributed parameters and a Wilcoxon signed-rank test for non-normally distributed data.

The analysis was performed using G*Power3.1 software 7 [33]. A difference between
two dependent means (matched pairs) two-tailed t-test and a Wilcoxon rank test were
computed and results were considered statistically significant for p < 0.05.

The input data of the two-tailed t-test were the following: α was set at 0.05; 1-β was
set at 0.80; and effect size was set as medium at around 0.52. The results were the following:
non-centrality parameter δ = 2.941; critical t = 2.039; DF = 31; actual power = 0.81; total
sample size = 32.

The input data of the Wilcoxon rank test were the following: α was set at 0.05; 1-
β was set at 0.80; and the effect size was set as medium at around 0.53. The results
were the following: non-centrality parameter δ = 2.930; critical t = 2.043; DF = 29.558;
actual power = 0.81; total sample size = 32.

3. Results

The AL measurements in the patients ranged from 22.07 to 26.42 mm (23.61 ± 0.94 mm).
In the control group, they ranged from 21.69 to 25.60 mm (23.37 mm ± 0.93 mm), with no
significant difference (p = 0.996).

The SFCT, TCA, LCA, SCA, and CVI data are shown in Table 1(a,b) and Figure 2A–D
and Figure 3A–D. One month after alfa-lytic therapy withdrawal, SFCT and LCA were sig-
nificantly reduced (p = 0.007 and p = 0.045, respectively), whereas no significant difference
in TCA, SCA, and CVI was found (p = 0.181, p = 0.806, and p = 0.248, respectively). In the
control group, SFCT, TCA, LCA, SCA, and CVI measured at 1 month of distance showed
no significant differences for all the evaluated parameters (p = 0.875, p = 0.654, p = 0.359,
p = 0.424, and p = 0.545, respectively).

Table 1. (a,b) Choroidal vascularization parameters before and after alpha-lytic suspension in patients
and healthy controls, respectively. SFCT: Subfoveal choroidal thickness; TCA: Total choroidal area;
LCA: Luminal choroidal area; SCA: Stromal choroidal area; CVI: Choroidal vascularity index.

(a)

Before
SFCT TCA LCA SCA CVI

Mean 213.84 µm 6.49 mm2 4.16 mm2 2.35 mm2 63.92%
SD 79.65 µm 2.34 mm2 1.51 mm2 0.88 mm2 2.77%

Median 220.00 µm 6.25 mm2 4.10 mm2 2.25 mm2 64.00%
Min 62.00 µm 2.50 mm2 1.50 mm2 0.80 mm2 59.80%
Max 387.00 µm 11.10 mm2 7.20 mm2 4.30 mm2 69.50%

After
SFCT TCA LCA SCA CVI

Mean 205.91 µm 6.39 mm2 4.04 mm2 2.34 mm2 63.47%
SD 80.24 µm 2.19 mm2 1.37 mm2 0.87 mm2 2.55%

Median 214.50 µm 6.20 mm2 4.00 mm2 2.15 mm2 63.35%
Min 53.00 µm 2.40 mm2 1.70 mm2 0.70 mm2 57.30%
Max 392.00 µm 11.20 mm2 7.00 mm2 4.20 mm2 69.80%

p 0.007 0.181 0.045 0.806 0.248
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Table 1. Cont.

(b)

Before
SFCT TCA LCA SCA CVI

Mean 187.94 µm 6.09 mm2 3.92 mm2 2.18 mm2 64.23%
SD 57.10 µm 2.02 mm2 1.33 mm2 0.71 mm2 1.97%

Median 196.50 µm 5.80 mm2 3.75 mm2 2.15 mm2 64.70%
Min 62.00 µm 3.30 mm2 2.10 mm2 1.20 mm2 59.50%
Max 298.00 µm 12.70 mm2 8.00 mm2 4.70 mm2 69.00%

After
SFCT TCA LCA SCA CVI

Mean 188.00 µm 6.06 mm2 3.87 mm2 2.20 mm2 63.94%
SD 57.50 µm 1.92 mm2 1.23 mm2 0.74 mm2 3.27%

Median 196.50 µm 6.00 mm2 3.90 mm2 2.10 mm2 64.00%
Min 63.00 µm 3.10 mm2 2.00 mm2 1.10 mm2 56.30%
Max 299.00 µm 12.30 mm2 7.70 mm2 4.60 mm2 71.50%

p 0.875 0.654 0.359 0.424 0.545
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4. Discussion

Selective α1ARA inhibitors are the most common treatment in case of BPH and
hypertension, and it is well known that the risk of IFIS during cataract surgery is increased
in patients taking this kind of drug.

To avoid IFIS, Chang et al. [1] suggested α1ARA inhibitor discontinuation 1–2 weeks
before surgery; however, the benefit and the time of discontinuation before surgery has not
yet been established. A case report showed that a patient had IFIS during cataract surgery
7 weeks after taking a single dose of tamsulosin; therefore, the safe time to treat it is not
clear and no predictive parameter to avoid IFIS is known [7].

In the past few years, several authors studied the α1ARA inhibitors’ effects to avoid
IFIS and to discover predictive parameters [34–37].

In 74 patients treated with silodosin for six months compared to 30 healthy subjects,
Karaca et al. [34] found higher values of amplitude and velocity of pupil contraction and
lower values of both pupil contraction duration and latency, and duration and velocity of
pupil dilation [34].

Safir et al. [35] found pupil diameter to be significantly lower among patients who
developed IFIS compared with those who did not. Moreover, their results showed shallower
ACD and larger lens thickness (LT) in the IFIS group [35].

Vural et al. [36] evaluated pupil size with infrared pupillometry under photopic (40 lx),
mesopic (4 lx), and scotopic (0.04 lx) conditions, and found no statistically significant
difference between treated and non-treated patients [36].

Casuccio et al. [37] examined the pupil size of patients taking tamsulosin for at least
1 year, patients taking another a1-ARA for at least 1 year, and control patients taking no a1-
ARA. Pupil measurements were obtained using a computerized infrared pupillometer one
month before surgery, under mesopic low (0.4 lx) and mesopic high (4.0 lx) illumination,
and after mydriatic dilatation under mesopic high (4.0 lx) conditions. Preoperatively
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mydriasis was less in the tamsulosin group than in the other a1-ARA group, which was
less than in the no-a1-ARA group.

Postoperatively, there were significant differences in pupil size between the three
groups; the pupil size was smaller in the tamsulosin and in the other a1-ARA group than
in the no-a1-ARA group. No difference was found between the tamsulosin group and the
other a1-ARA group [37].

Despite the efforts of the authors, no conclusion results were obtained; in fact, three
articles proved a correlation between pupil size and the risk of IFIS, whereas one article did
not. Only one article showed a correlation between preoperative ACD and LT with risk
of IFIS.

In the attempt to find a method that could be able to predict the risk of IFIS, two
papers evaluated the presence of eventual choroidal changes. Unfortunately, they showed
different results [6,7].

In the first study, Sari et al. [6] utilized an EDI-OCT (ZEISS Cirrus HDOCT 4000) in
29 eyes of 29 patients with new BPH diagnosis before and 3 months after tamsulosin intake,
and attempted to check for any drug-induced choroidal change. ChT at the subfoveal level
and at 750 µm nasally and temporally from the fovea was measured. All three observed
points showed a significant ChT increase, and a vasomotor effect was suggested [6].

Dogan et al. [7] evaluated 63 right eyes of 63 patients diagnosed with BPH (32 taking
alfuzosin and 31 tamsulosin) with EDI-OCT (ZEISS Cirrus HD-OCT 4000). The measure-
ments were performed at the subfoveal level and at 3 mm nasally and temporally from the
fovea. Contrary to the first study, a statistically significant choroidal thickening was only
observed in patients treated with alfuzosin and not with tamsulosin [7].

De Bernardo et al. [13] were the first to look for changes after alpha lytic-withdrawal.
They found a decrease in both SFCT and ChT, 1.5 mm nasally and temporally from the
fovea, and suggested these findings as a marker to look for in the attempt to avoid IFIS, as
the decrease in ChT could be related to a decrease in the effect of such medications on the
uvea [13].

EDI-OCT, introduced in 2008, allows precise in vivo ChT measurements and represents
the most used method for choroidal imaging evaluation [20]. The OCT software shifts
the zero-delay line below, rather than above, obtaining inverted images. Therefore, the
operator captures EDI-OCT images more easily because the image is direct, rather than
inverted. However, ChT measurements are not automatic, so the operators manually draw
the line perpendicular to RPE to measure it and obtain comparable data. This methodology
may allow the operators to distinguish the stromal from the luminal choroidal structure.

Utilizing the EDI-OCT foveal scan, Sonoda et al. [30] firstly described an automatic
technique to assess choroidal vascularization through an image binarization process using
the free software ImageJ. The OCT image was opened in ImageJ to establish LCA and SCA
from TCA and to calculate CVI [30].

To the best of our knowledge, this is the first and only paper where not only SFCT but
also TCA, LCA, SCA, and CVI have been evaluated after α1ARA inhibitor withdrawal.

This study has several limitations. First, the size of the sample is not very large;
however, we used G*Power3.1 software 7 to assess the right sample size to avoid bias [33].

Second, although many papers proved no correlation between sex and ChT, the
different number of males and females of the groups could be a bias. Unfortunately, alpha-
lytic therapy is especially widespread in the male population, and therefore matching
samples without sex differences is very difficult.

All statistical tests and the assessment of the power of the test were run utilizing a
p-value of 5%; however, the decrease in LCA in patients that discontinued α1ARA inhibitors
produced a significance of 0.045, and therefore a false positive rate of 4.5%.

Perhaps, if the significance of the tests had been set at a p-value of 0.01, LCA changes
would not have been significant, and this could be considered a limitation.

In future studies, it would be interesting to investigate the influence of the period
intake of α1ARA inhibitors on choroidal parameters
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This study has several strengths. First, we had strict exclusion criteria, and we used
only high-quality images for analysis.

Second, only one operator took the SFCT measurements and another operator ana-
lyzed choroidal parameters with ImageJ 1.52q software, to avoid the risk of obtaining bias
of measure technique.

Third, all data were analyzed by a different operator with SPSS Software to avoid the
risk of bias.

This study showed a significative reduction in SFCT and LCA, whereas TCA, SCA,
and CVI were not modified in patients who discontinued alpha-lytic therapy.

The decrease in SFCT and LCA supports the results of a previous paper which reported
an increase in SFCT with α1ARA inhibitor intake [13] but, more notably, the decrease in
LCA suggests that most of the increase with the α1ARA inhibitor intake is due to a choroidal
vasodilation and not to stromal changes.

If confirmed, this finding could be very important in IFIS management because, if the
alpha-lytic therapy does not affect the choroidal stroma, probably the same happens in the
iris [38,39].

In support of this idea, another paper examined 51 cadaveric eyes of 27 patients (14
with a history of tamsulosin use and 13 control patients) and highlighted that vessel coiling
during pupillary dilation may be impaired with α1ARA down-regulation, and this loss
of dynamic function could contribute to iris floppiness. Moreover, the authors showed no
difference in iris stromal thickness [40].

In conclusion, after the discontinuation of α1ARA inhibitors, considering the non-
significant changes in TCA, there was no statistically significant CVI change, despite a
significant LCA decrease. These unexpected results could be explained by the absence
of brightness standardization in CVI measurements. In fact, regardless of the attempt to
adjust brightness, to date, a standardized brightness level has not been established [41].

Further studies in a larger number of patients are required to determine the amount
of changes needed to avoid IFIS. In addition, to perform an OCT exam before α1ARA
inhibitor administration in all patients would be helpful to establish the values that must
be obtained with drug withdrawal before cataract surgery.

Author Contributions: Conceptualization, methodology, software, data curation, and writing—original
draft preparation: M.G.; validation, formal analysis, investigation, and resources: N.R. and M.D.B.;
writing—review and editing, and visualization: M.D.L.; supervision and project administration:
M.D.B. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Cometico,
protocol code 16544, 3 October 2017.

Informed Consent Statement: Informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: No new data were created.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Chang, D.F.; Campbell, J.R. Intraoperative floppy iris syndrome associated with tamsulosin. J. Cataract. Refract. Surg. 2005, 31,

664–673. [CrossRef] [PubMed]
2. Kahn, T.; Bosch, J.; Levitt, M.F.; Goldstein, M.H. Effect of sodium nitrate loading on electrolyte transport by the renal tubule. Am.

J. Physiol. 1975, 229, 746–753. [CrossRef] [PubMed]
3. Haridas, A.; Syrimi, M.; Al-Ahmar, B.; Hingorani, M. Intraoperative floppy iris syndrome (IFIS) in patients receiving tamsulosin

or doxazosin—A UK-based comparison of incidence and complication rates. Graefe’s Arch. Clin. Exp. Ophthalmol. 2013, 251,
1541–1545. [CrossRef] [PubMed]

4. Taben, R.; Thakuria, P.; Jones, M.; Lohman, L.E. Intraoperative Floppy-Iris Syndrome After One Day of Tamsulosin Therapy.
Aktuelle Urol. 2022, 53, 246–253.

https://doi.org/10.1016/j.jcrs.2005.02.027
https://www.ncbi.nlm.nih.gov/pubmed/15899440
https://doi.org/10.1152/ajplegacy.1975.229.3.746
https://www.ncbi.nlm.nih.gov/pubmed/2016
https://doi.org/10.1007/s00417-013-2260-4
https://www.ncbi.nlm.nih.gov/pubmed/23420297


J. Clin. Med. 2024, 13, 7543 12 of 13

5. Shah, N.; Tendulkar, M.; Brown, R. Should we anticipate intraoperative floppy iris syndrome (IFIS) even with very short history
of tamsulosin? Eye 2009, 23, 740. [CrossRef]

6. Sari, E.; Sogutlu Sari, E.; Yazici, A.; Koç, A.; Bulbul, E.; Koytak, A.; Ermis, S.S.; Erol, M.K. The Effect of Systemic Tamsulosin
Hydrochloride on Choroidal Thickness Measured by Enhanced Depth Imaging Spectral Domain Optical Coherence Tomography.
Curr. Eye Res. 2015, 40, 1068–1072. [CrossRef]

7. Dogan, M.; Kutluksaman, B.; Keles, I.; Karalar, M.; Halat, A.O. The Effects of Systemic Alfuzosin and Tamsulosin Hydrochloride
on Choroidal Thickness and Pupil Diameter Sizes in Cases with Benign Prostatic Hyperplasia. Curr. Eye Res. 2017, 42, 1638–1643.
[CrossRef]

8. Michel, M.C.; Okutsu, H.; Noguchi, Y.; Suzuki, M.; Ohtake, A.; Yuyama, H.; Yanai-Inamura, H.; Ukai, M.; Watanabe, M.;
Someya, A.; et al. In vivo studies on the effects of α1-adrenoceptor antagonists on pupil diameter and urethral tone in rabbits.
Naunyn-Schmiedeberg’s Arch. Pharmacol. 2006, 372, 346–353. [CrossRef]

9. Schwinn, D.A.; Afshari, N.A. α1-Adrenergic Antagonists and Floppy Iris Syndrome: Tip of the Iceberg? Ophthalmology 2005, 112,
2059–2060. [CrossRef]

10. Libíková, H.; Pogády, J.; Wiedermann, V.; Breier, S. Search for herpetic antibodies in the cerebrospinal fluid in senile dementia
and mental retardation. Acta Virol. 1975, 19, 493–495.

11. Kerimoglu, H.; Zengin, N.; Ozturk, B.; Gunduz, K. Unilateral chemosis, acute onset myopia and choroidal detachment following
the use of tamsulosin. Acta Ophthalmol. 2010, 88, e20–e21. [CrossRef] [PubMed]

12. Shapiro, B.L.; Petrovic, V.; Lee, S.E.; Flach, A.; McCaffery, S.; O’Brien, J.M. Choroidal Detachment Following the Use of Tamsulosin
(Flomax). Am. J. Ophthalmol. 2007, 143, 351–353. [CrossRef] [PubMed]

13. De Bernardo, M.; Altieri, V.; Coppola, A.; Gioia, M.; Rosa, N. Choroidal evaluation in patients under alpha-lytic therapy. Graefe’s
Arch. Clin. Exp. Ophthalmol. 2020, 258, 2729–2736. [CrossRef] [PubMed]

14. Park, K.-A.; Oh, S.Y. Choroidal thickness in healthy children. Retina 2013, 33, 1971–1976. [CrossRef]
15. Bidaut-Garnier, M.; Schwartz, C.; Puyraveau, M.; Montard, M.; Delbosc, B.; Saleh, M. Choroidal thickness measurement in

children using optical coherence tomography. Retina 2014, 34, 768–774. [CrossRef]
16. He, X.; Jin, P.; Zou, H.; Li, Q.; Jin, J.; Lu, L.; Zhao, H.; He, J.; Xu, X.; Wang, M.; et al. Choroidal thickness in healthy chinese

children aged 6 to 12: The Shanghai Children Eye Study. Retina 2017, 37, 368–375. [CrossRef]
17. Entezari, M.; Karimi, S.; Ramezani, A.; Nikkhah, H.; Fekri, Y.; Kheiri, B. Choroidal thickness in healthy subjects. J. Ophthalmic Vis.

Res. 2018, 13, 39.
18. Tuncer, I.; Karahan, E.; Zengin, M.O.; Atalay, E.; Polat, N. Choroidal thickness in relation to sex, age, refractive error, and axial

length in healthy Turkish subjects. Int. Ophthalmol. 2015, 35, 403–410. [CrossRef]
19. Wang, W.; He, M.; Zhong, X. Sex-Dependent Choroidal Thickness Differences in Healthy Adults: A Study Based on Original and

Synthesized Data. Curr. Eye Res. 2018, 43, 796–803. [CrossRef]
20. Spaide, R.F.; Koizumi, H.; Pozonni, M.C. Enhanced Depth Imaging Spectral-Domain Optical Coherence Tomography. Am. J.

Ophthalmol. 2008, 146, 496–500. [CrossRef]
21. Tan, C.S.; Ouyang, Y.; Ruiz, H.; Sadda, S.R. Diurnal Variation of Choroidal Thickness in Normal, Healthy Subjects Measured by

Spectral Domain Optical Coherence Tomography. Invest. Ophthalmol. Vis. Sci. 2012, 53, 261. [CrossRef] [PubMed]
22. Gioia, M.; De Bernardo, M.; Capasso, L.; Rosa, N. Correspondence. Retina 2021, 41, e70. [CrossRef] [PubMed]
23. De Bernardo, M.; Vitiello, L.; Battipaglia, M.; Mascolo, F.; Iovino, C.; Capasso, L.; Ciacci, C.; Rosa, N. Choroidal structural

evaluation in celiac disease. Sci. Rep. 2021, 11, 16398. [CrossRef] [PubMed]
24. Gioia, M.; De Bernardo, M.; Capasso, L.; Rosa, N. Correspondence. Retina 2021, 41, e59–e60. [CrossRef]
25. Gioia, M.; De Bernardo, M.; Rosa, N.; Capasso, L. Comment on: Evolution of Dome-Shaped Macula Is due to Differential

Elongation of the Eye Predominant in the Peri-dome Region. Am. J. Ophthalmol. 2021, 226, 270–275. [CrossRef]
26. Gioia, M.; De Bernardo, M.; Rosa, N.; Capasso, L. Comment on: Choroidal Structural Analysis in Alzheimer Disease, Mild

Cognitive Impairment, and Cognitively Healthy Controls. Am. J. Ophthalmol. 2021, 225, 207–208. [CrossRef]
27. Capasso, L.; Gioia, M.; De Bernardo, M.; Rosa, N. Choroidal Thickness and microRNA146 in Lupus Nephritis Patients [Letter].

Clin. Ophthalmol. 2020, 14, 2773–2774. [CrossRef]
28. De Bernardo, M.; Salerno, G.; Gioia, M.; Capasso, L.; Russillo, M.C.; Picillo, M.; Erro, R.; Amboni, M.; Barone, P.; Rosa, N.; et al.

Intraocular pressure and choroidal thickness postural changes in multiple system atrophy and Parkinson’s disease. Sci. Rep. 2021,
11, 8936. [CrossRef]

29. Gioia, M.; De Bernardo, M.; Luigi, C.; Rosa, N. Correspondence. Retina 2021, 41, e3. [CrossRef]
30. Sonoda, S.; Sakamoto, T.; Yamashita, T.; Uchino, E.; Kawano, H.; Yoshihara, N.; Terasaki, H.; Shirasawa, M.; Tomita, M.; Ishibashi,

T. Luminal and Stromal Areas of Choroid Determined by Binarization Method of Optical Coherence Tomographic Images. Am. J.
Ophthalmol. 2015, 159, 1123–1131. [CrossRef]

31. Agrawal, R.; Gupta, P.; Tan, K.-A.; Cheung, C.M.G.; Wong, T.-Y.; Cheng, C.-Y. Choroidal vascularity index as a measure of
vascular status of the choroid: Measurements in healthy eyes from a population-based study. Sci. Rep. 2016, 6, 21090. [CrossRef]
[PubMed]

32. Agrawal, R.; Salman, M.; Tan, K.A.; Karampelas, M.; Sim, D.A.; Keane, P.A.; Pavesio, C. Choroidal Vascularity Index (CVI)—A
Novel Optical Coherence Tomography Parameter for Monitoring Patients with Panuveitis? PLoS ONE 2016, 11, e0146344.
[CrossRef] [PubMed]

https://doi.org/10.1038/eye.2008.95
https://doi.org/10.3109/02713683.2014.971935
https://doi.org/10.1080/02713683.2017.1359306
https://doi.org/10.1007/s00210-006-0034-9
https://doi.org/10.1016/j.ophtha.2005.06.040
https://doi.org/10.1111/j.1755-3768.2008.01503.x
https://www.ncbi.nlm.nih.gov/pubmed/19302075
https://doi.org/10.1016/j.ajo.2006.09.032
https://www.ncbi.nlm.nih.gov/pubmed/17258532
https://doi.org/10.1007/s00417-020-04907-1
https://www.ncbi.nlm.nih.gov/pubmed/32875394
https://doi.org/10.1097/IAE.0b013e3182923477
https://doi.org/10.1097/IAE.0b013e3182a487a4
https://doi.org/10.1097/IAE.0000000000001168
https://doi.org/10.1007/s10792-014-9962-4
https://doi.org/10.1080/02713683.2018.1428995
https://doi.org/10.1016/j.ajo.2008.05.032
https://doi.org/10.1167/iovs.11-8782
https://www.ncbi.nlm.nih.gov/pubmed/22167095
https://doi.org/10.1097/IAE.0000000000003257
https://www.ncbi.nlm.nih.gov/pubmed/34255762
https://doi.org/10.1038/s41598-021-95812-y
https://www.ncbi.nlm.nih.gov/pubmed/34385516
https://doi.org/10.1097/IAE.0000000000003188
https://doi.org/10.1016/j.ajo.2021.01.013
https://doi.org/10.1016/j.ajo.2020.11.025
https://doi.org/10.2147/OPTH.S279039
https://doi.org/10.1038/s41598-021-88250-3
https://doi.org/10.1097/IAE.0000000000003020
https://doi.org/10.1016/j.ajo.2015.03.005
https://doi.org/10.1038/srep21090
https://www.ncbi.nlm.nih.gov/pubmed/26868048
https://doi.org/10.1371/journal.pone.0146344
https://www.ncbi.nlm.nih.gov/pubmed/26751702


J. Clin. Med. 2024, 13, 7543 13 of 13

33. Faul, F.; Erdfelder, E.; Lang, A.G.; Buchner, A. G*Power 3: A flexible statistical power analysis program for the social, behavioral,
and biomedical sciences. Behav. Res. Methods 2007, 39, 175–191. [CrossRef] [PubMed]

34. Karaca, U.; Kaya, E.; Ayyildiz, O.; Ozge, G.; Kucukevcilioglu, M.; Usta, G.; Mutlu, F.M. Evaluation of static and dynamic
Pupillometry changes in men using Silodosin for benign prostatic hypertrophy. BMC Ophthalmol. 2021, 21, 125. [CrossRef]

35. Safir, M.; Hecht, I.; Hartstein, M.E.; Mahler, O.; Einan-Lifshitz, A.; Pras, E. Preoperative ocular characteristics predicting the
development of intraoperative floppy iris syndrome regardless of alpha-antagonist exposure status. Graefe’s Arch. Clin. Exp.
Ophthalmol. 2021, 259, 1209–1214. [CrossRef]

36. Vural, G.S.; Vural, M. Predictive value of pupillography on intraoperative floppy iris syndrome in preoperative period. Int. J.
Ophthalmol. 2021, 14, 1018–1024. [CrossRef]

37. Casuccio, A.; Cillino, G.; Pavone, C.; Spitale, E.; Cillino, S. Pharmacologic pupil dilation as a predictive test for the risk for
intraoperative floppy-iris syndrome. J. Cataract. Refract. Surg. 2011, 8, 1447–1454. [CrossRef]

38. Enright, J.M.; Karacal, H.; Tsai, L.M. Floppy iris syndrome and cataract surgery. Curr. Opin. Ophthalmol. 2017, 28, 29–34.
[CrossRef]

39. Shtein, R.M.; Hussain, M.T.; Cooney, T.M.; Elner, V.M.; Hood, C.T. Effect of tamsulosin on iris vasculature and morphology. J.
Cataract. Refract. Surg. 2014, 40, 793–798. [CrossRef]

40. Santaella, R.M.; Destafeno, J.J.; Stinnett, S.S.; Proia, A.D.; Chang, D.F.; Kim, T. The Effect of α1-Adrenergic Receptor Antagonist
Tamsulosin (Flomax) on Iris Dilator Smooth Muscle Anatomy. Ophthalmology 2010, 117, 1743–1749. [CrossRef]

41. Rosa, N.; Gioia, M.; Orlando, R.; De Luca, M.; D’Aniello, E.; Fioretto, I.; Sannino, C.; De Bernardo, M. Impact of Brightness on
Choroidal Vascularity Index. J. Clin. Med. 2024, 13, 1020. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3758/BF03193146
https://www.ncbi.nlm.nih.gov/pubmed/17695343
https://doi.org/10.1186/s12886-021-01894-7
https://doi.org/10.1007/s00417-020-05060-5
https://doi.org/10.18240/ijo.2021.07.09
https://doi.org/10.1016/j.jcrs.2011.02.030
https://doi.org/10.1097/ICU.0000000000000322
https://doi.org/10.1016/j.jcrs.2013.10.031
https://doi.org/10.1016/j.ophtha.2010.01.022
https://doi.org/10.3390/jcm13041020

	Introduction 
	Materials and Methods 
	Patient Selection 
	Clinical and Instrumental Examination 
	OCT Analysis: Choroidal Parameters 
	Statistical Analysis 

	Results 
	Discussion 
	References

