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Tractional detachments

Causes: diabetes, sickle cell, trauma,
von Hippel Lindau disease.

Key principles
Remove the posterior hyaloid.
Minimize iatrogenic breaks.




Rhegmatogenous detachment

Incidence 6 to 20 cases per 100,000 per
year

PVD and incidence of retinal

s.’ 1 breaks
Acute symptomatic PVD: 8 to 15% risk of
associated retinal breaks.

1-2% of patients may develop tears not seen

at original exam.
Role for

Pre-op

. Increased risk: vitreous hemorrhage,
Avastin

peripheral retinal hemorrhages, vitreous
pigment.




Retinal breaks




Retinal breaks without detachment:
laser retinopexy




Finding the breaks

Lincoff’s rules

Need for scleral depression during laser
for peripheral tears




Usually
not bullous

In latttice eyes, the tear may be
distant from the lattice itself.

Inferior

but bullous:
Look for a
gutter.

post
vitrectomy
RD
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Traction:
Buckle it

Operative principles

Traction—Relieve it!
Drainage

Retinopexy

Tamponade—buy time for your retinopexy.

Traction

Anteroposterior Circumferential Tangential




Traction: cut vitreous

Traction: retinectomy




Drainage—remove subretinal fluid

External drain
Internal drain with posterior retinotomy

Internal drain with perfluoron

Retinopexy

Cryopexy

Laser retinopexy




Tamponade

\[e]g[]

Air

SF6

C3F8

Silicone
1000 centistoke weight
5000 centistoke weight

Need a
good fill!

Basic operative methods

In office:
pneumatic retinopexy

Operating room:
Scleral buckle
Vitrectomy
Vitrectomy and buckle

Pre-operative evaluation and
considerations

Findings breaks Blood thinners

Macula on or off Anesthesia: general vs
local

Timing: 5-7 days
Silicone 10L
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Setting expectations for post-
operative course

* Vision * Airline travel

» Discomfort * Activity restrictions

* Positioning * Drops

» Gas bubble » Frequency of visits
» Refraction

Partnership with referring physician

Pneumatic retinopexy

Tamponade
Retinopexy

Do not relieve traction
No drainage

Simple breaks in superior half of fundus.

Scleral buckle
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Vitrectomy

e
=y
=

Tag-1s0=

: \ ... \k.
X 5‘*‘

>

In eye—every maneuver

Traction
Drainage

Retinopexy

Tampondade
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Post op findings, complications,
and management

Post op

Buckle: vision will be 20/200-20/400.
Vitrectomy-gas: expect hand motion.

Gas: watch for IOP spike in 1st 24-48 hours.

Buckle: less inflammation vs. vitrectomy.
Buckle: significant post op discomfort.

Buckle: one month of minimal activity but no
special positioning.

Post op

Vitrectomy: special positioning x 1 week. Minimal
activity x 4 weeks.

Gas bubble: 1-3 months. No air travel. Wear
bracelet.

Silicone: 2nd surgery.

Drops: topical antibiotics x 1 week.
Prednisolone: taper over 4-6 weeks.

Post op

Minimal followup: 1 day, 1 week, 1 month, 3
months.

Buckle: -0.50 to -2.00 shift, possible
cylinder.

Vitrectomy: increased cataract.

Slow resorbing fluid
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Using OCT to look at foveal
contour and submacular fluid

Why re-detach
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Proliferative Vitreoretinopathy
(PVR)
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Adjunctive surgery

Secondary IOL
Sulcus: Alcon MA60 or MA50
Sulcus suture fixated: Alcon CZ70
AC IOL

Never a silicone lens

Avoid small diameter lens

Other thoughts

25 and 23 gauge surgery

Multifocal IOL

Refractive lensectomy and
incidence of RD

Overall risk of RD after CE/IOL is 0.5t0 1% at 5
years (Erie et al.; Bhagwandien et al.)

For age less than 60 at time of CE/IOL and axial
length >26 mm, the four year RD risk is 3 to 4%
(Sheu et al.)

Younger age at CE IOL is associated with
increased risk of RD, independent of refraction
(Erie et al.).
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Thank you!

Sam S. Dahr, M.D.
Retina Center of Oklahoma

www.RetinaCenterOklahoma.com

samdahr@yahoo.com

Diagrams from Michels’ Retinal Detachment 2" edition and Ryan’s Retina

3 edition
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