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Retinal detachment (RD) is the separation of the neurosensory retina from the underlying retinal pigment
epithelium (RPE). Rhegmatogenous RD (RRD) is the most common type of RD, and it results from breaks in
the neurosensory retina, which leads to the leakage of liquefied vitreous into the sub-retinal space, resulting in
detachment [1]. The sub-retinal compartment is delineated by RPE cells in the outer part and the external limiting
membrane (ELM) in the inner part. There is no anatomical connection between the ELM and the RPE, but there is
nevertheless a strong adhesion between the two layers. This adhesion is mediated by several factors: compression
from the vitreous body, intraocular pressure, RPE water transport out of the sub-retinal space, interphotoreceptor
matrix (IPM) binding properties (which are dependent on hydration and location), the ionic environment (which
is controlled by RPE), and microvilli adhesion to the outer segments of the cone. The retinal tears and holes that
lead to a RRD are caused by vitreous traction (posterior vitreous detachment [PVD]). The retinal tear occurs in the
neuroretina, leaving the RPE untouched. Through the opening, liquefied vitreous can enter the sub-retinal space
and separate the neuroretina from the RPE [2]. PVD is the most common age-related condition among patients
aged 45 years and older. The main complications associated with PVD include retinal breaks and hemorrhage [1,
2]. Retinal breaks can cause retinal detachment.

For RRD repair, surgeons have several options; like scleral buckling surgery (SB), pneumatic retinopexy
(PR), or pars plana vitrectomy (PPV). Pneumatic retinopexy was first described by Dominguez and by Hilton and
Gizzard in 1911 [2]. This minimally invasive procedure was introduced as the intravitreal injection of a gas bubble
and post-operative positioning. In later years, the prospective studies of Tornambe compared PR to SB and found
comparable anatomic results, which shed further light on the issue [3, 4]. He also employed PR using expanded
inclusion criteria such as multiple breaks in upper multiple clock-hours, large tears, and the presence of mild
proliferative vitreoretinopathy (PVR), with favorable anatomical success [5]. In a case series studying PR in the
treatment of RDs on 302 eyes, Tornambe determined the single-operation success rate to be 61%, compared to a
95% final success rate [6]. The following were shown to negatively influence the final outcomes: pseudophakia or
aphakia, a larger number of retinal breaks, and a greater extent of detachment [6].

Advantages of PR include immediate access, reduced morbidity and complications owing to its minimal
invasiveness, no requirement for sedation or general anesthesia, the possibility of better visual outcomes, and
reduced costs. Disadvantages include the need for careful pre-operative examination to identify all breaks, post-
operative positioning for 5—7 days, and the increased possibility of requiring an additional procedure (laser
retinopexy, cryoretinopexy, or operating room surgery) [7]. The recent of study Chan et al. [8] included a total of
4138 eyes over a 21-year period; most complications were reported as new retinal breaks 484 (11.7%) and PVR
215 (5.2%) eyes. In their study, the authors also reported that the efficacy of repairing a RD depends on three crucial
steps: introduction of retinopexy around all retinal breaks with cryopexy or laser; intraocular gas injection; and
strict post-operative head positioning for an appropriate amount of time to allow the gas tamponade to achieve the
closure of retinal breaks [8]. The study of Fabian et al. [9], which included 258 eyes (93.5%), found no significant
difference in best corrected visual acuity (BCVA) outcomes between successful PR cases and those with only one
additional operation, but significantly worse outcomes in those cases requiring two or more additional operations.

Ideal candidate patients for PR are those with phakic eyes who are mentally and physically able to undergo
positioning; additionally, the ideal candidate has small tears in the 1 o’clock-hour or a single tear smaller than the
1 o’clock-hour located in the superior 8 o’clock-hour of the fundus, with clear media and no PVR [10]. PVR is
approximately 80% successful with a single injection and the appropriate choice of patient as sub-optimal anatomic
considerations have been reported by some surgeons, including inferior retinal breaks, the absence of an identifiable
break, lattice degeneration, pseudophakia, PVR, media opacity including vitreous hemorrhage, retinal breaks larger
than than the 1 o’clock-hour, retinal tears in both attached and detached retina, and very large retinal tears [11].

Aim — to describe anatomic and visual outcomes of pneumatic retinopexy in patients with rhegmatogenous
retinal detachment.
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Material and methods

In this retrospective, single-centered study; patients who underwent the pneumatic retinopexy operation with
rhegmatogenous retinal detachment in Ophthalmology Department of Afyonkarahisar Health Sciences University
Hospital between December 2013 and September 2017 were evaluated. All procedures were performed in
accordance with the tenets of the Declaration of Helsinki. Institutional review board approval was obtained from
the Ethics Committee of Afyonkarahisar Health Sciences University.

All fifty-eight patients underwent complete ophthalmological examination including; measurement of the best
corrected visual acuities (BCVA) refraction using an automated refractometer, anterior segment examination using
slit lamp biomicroscopy, intraocular pressure measurement, and the posterior segment examination using slit lamp
biomicroscopy with a three-mirror contact lens. The patients were detailed informed of the technique and the
postoperative position and signed a consent form. Patients who met study criteria underwent PR using one of
the tamponade injection types of sulfur hexafluoride (SF6), perfluoropropane (C3F8), hexafluoropropane (C2F6).
Excluding criteria of patients in this study were inferior localized breaks, more than localization 5 and over,
patients with PVR.

The patients’ age, sex, the BCVA as the logarithm of the minimum angle of resolution (logMAR), intraocular
pressure, preoperative retinal tear location, macular involvement, tamponade type (C3F8, SF6, or C2F6), coexisting
complications, functional and anatomical success rates at preoperative, postoperative examinations were recorded.

The anesthetic was topical 0.5% proparacaine (Alcaine, Novartis, USA). The pupil was dilated preoperatively
using a mixture of 1% tropicamide and 2.5% phenylephrine eye drops. After the anesthetic procedure eye and the
surrounding area were cleaned with povidone-iodine 10%. After draped and lip speculum placed, gas was injected
through a needle intravitreally 3.5-4 mm posterior to the limbus through the inferotemporal quadrant. Patients
deferred in treatment criteria and gas selection. Injection included: 0.35-0.45 ml 100% SF6, 0.25-0.35 ml 100%
C3F8, or 0.25-0.50 ml 100% C2F6. After injection of gas if necessary high intraocular pressure was observed
anterior chamber paracentesis (ACP) was performed with 20-gauge MVR knife (Beaver and Edge Ahead Sideport
MVR knife, Beaver Visitec International Inc., MA, USA ). Postoperatively patients were warned to appropriate
position themselves so that the bubble completely above the break approximately 1st week.

Postoperatively 1st and 2nd day the laser photocoagulation with an argon laser (Laserex, Integre 532, Ellex
Corporate Inc., Adelaide, Australia) was performed around the break with contact lens (QuadrAspheric fundus
lens, Volk Optical Inc. Mentor, OH, USA). The laser included the duration of 0.1 seconds to 0.2 seconds and spot
size 250 nm to 350 nm. The laser was applied in 2 or 3 confluent 360° rings around the retinal hole under gas
bubble postoperatively.

If the retina around the hole was not sufficiently flat photocoagulation on the 7th day after gas injection, the
procedure was considered as failed. In failed patients, PR was repeated additionally, and if the second failure
occurred the PPV was applied as the operation in this patients.

Patients with less than one month of follow-up or coexisting neovascular macular degeneration, uveitis,
endophthalmitis, or prior posterior segment surgery were excluded.

Statistical analysis was performed using SPSS software (Version 18, SPSS Inc., Chicago, IL, USA) and
Microsoft Excel(Microsoft Corp., Redmond, Washington, USA). Statistical significance decided when p<0.05.

Results and discussion

Thirty-two patients 32(55.2%) were men and 26(44.8%) were women (Table 1). The average age of patients
was 59.5(24-83). Macula detachment was in 22 (37.9%) patients.

Table 1
Single operation success rates of pneumatic retinopexy

Sex Men (n=32) 20(62.5 %)
Women (n=26) 18 (69.23 %)
Lens status Phakic (n=55) 37 (67.27%)
Pseudophakic (n=3) 2(66.6%)
Macula status Attached (n=36) 21(58.33%)
Detached (n=22) 15 (68.18%)
Number of breaks Single (n=51) 38(74.50%)
Two (n=7) 2(28.57%)
Injected gas Perfluoropropane(C3F8) (n=40) 29(72.5%)

Sulfur hexafluoride (SF6) (n=14) | 8(57.14%)
Hexafluoroethane (C2F6) (n=4) 1(25%)
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Localization of breaks were: 51 patient (87.9%) at 1 o’clock, 4 patients (6.9%) were at 1 and 4 o’clock, and 3
patients (5.2%) at 1 and 3 o’clock; localization number of breaks were at 1 amount at 51 (88%) patient, 2 amount
at 7 (12%) patients. 14 patients underwent to pars plana vitrectomy surgery. 55 patients were phakic (94.8%), and
3 patients (5.2%) were pseudophakic.

40 patients (69%) were injected perfluoropropane(C3F8), 14 patients (24.1%) — sulfur hexafluoride (SF6), and
4 patients (6.9%) hexafluoroethane (C2F6).

The anatomical success rate after a single injection was 65.5 %, after the second injection of 10.34 %.

Intraocular pressure average rate was 14.42 mmHg before application and 17.07 mmHg one day after application.
5 patients required antiglaucomatous drops to decrease intraocular pressure. 15.03 mmHg at postoperative 1 week.
15.30 mm Hg 1. month and 15.09 mmHg 6. months.

BCVA before application, postoperatively 1st day and 6th month were 0.20, 0.35 and 0.60 logM AR respectively.
In the subgroup analysis macula on patients BCVA was 0.52 logMAR preoperatively, 0.3 logMAR at 1st day
and 0.15 logMAR 6th month postoperatively, and in macula-off patients were 1.20 logMAR preoperatively, 0.7
logMAR at 1st day and 0.4 logMAR at 6th month postoperatively.

No endophthalmitis, vitreous hemorrhage, subretinal gas, proliferative vitreoretinopathy has noted in any eye
of patients. The average follow-up time was 16.8 months.

Figure 1. Fundus images (a,b) and Spectral-Domain Optic Coherence Tomography (SD-OCT) images (c,d) of patient
with retinal detachment at right eye, 58 year old men,preoperatively

Figure 2. Fundus images (a,b) and Spectral-Domain Optic Coherence Tomography (SD-OCT) images (c,d) of patient
with retinal detachment at right eye, 58 year old men, postoperatively 3rd and 5th days
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Discussion

Pneumatic retinopexy is an effective, minimally invasive, and cost-effective method to repair primary RRD.
Learning of PR procedure is relatively easy for this reason, younger surgeons are more interested to do PR as their
first approach to RRD than their older colleagues [8-11].

PR has, in general, a lower single surgery success rated with scleral buckling and vitrectomy, which primary
anatomic success rates that published before vary widely from 68.2% to 93% and 62.6% to 97%, respectively [12].
PR also sometimes requires more, postprocedural clinic visits than the surgical alternatives [8, 10].

As mentioned before, study Hilton et al3, which consists of 1.000 consecutive patients operated for retinal
detachment were studied prospectively to determine the incidence of complications, showed that PR has the
advantages of reduced tissue trauma, no hospitalization, minimal complications, and reduced expense. Recorded
success in this study with six months follow up was 90%. For the authors, the major disadvantage of the PR is the
need for postoperative positioning for five days. Also at the end of 1989s trials of Tornambe et al. [4-7] showed us
that PR had less morbidity and better postoperative visual acuity compared with SB and PPV. At the multicentre,
randomized, controlled, clinical trial with 198 patients, which were followed for at least 6 months and scleral buckling
was compared with PR [4] , authors recorded that the overall success of SB comparing with PR reattachment with
reoperations was 98 versus 99%. These outcomes showed that the anatomic results of two operations were not
significantly different but PR had less morbidity and better postoperative visual acuity. At another study of 2 years
follow-up [5] consisting 179 patients of 198 eyes enrolled in a previously published trial, comparing PR with SB,
authors recorded success PR as 99 %, and SB as 98%. The study of forty eyes which were treated with PR [6] the
overall success rate for PR was 75%. Also one of the largest case study Tornambe’s [7], the average single operation
success rate at 302 cases was 68% and 95% that were finally attached with additional surgery.

Chan et al. [8] recorded at surgical outcomes for the 4.318 eyes in the 21-year period, which included between
1986-2007 years, single operation successes 74.4% and final operation successes as 96.1% of rate. At the study of
Fabian et al. [9] from 258 eyes were included in the study from 2000 to 2011, final anatomical success reported as
99.2%. Also, Gilca et al. [13] had documented at 406 patients which having undergone 422 primary PRs, single
operation success rate as 60.7%, and final anatomical success as 99.5% of rate. A prospective study that was
performed by Ellakwa [14] in 75% of cases was reported success rates. A review study of 97 patients who had
undergone PR injection of sulfur hexafluoride, the single operation success rate was 82.5%. Case studies of Modi
et al. [16] which occurred between 2000 and 2012 years, which collected 63 eyes of 63 patients, single operation
success occurred in 40 eyes (63%), and the retina was successfully reattached in 21 of the other 23 eyes (91%)
with one additional surgery.

Recently published study of Dhami et al. [17] retrospectively analyzed 54 eyes who underwent PR for RRD
by injecting perfluoropropane (C3F8) a cryopexy to break in the same sitting, primary success rates with PR alone
were in 15 (60%) eyes, 29 eyes (52.7%) underwent to scleral buckle or PPV which success rate was 65.5%.

In our study findings of anatomical success rate after a single injection was 65.5%, after the second injection of
10.34%. These results weren’t comparable with earlier studies in the 1980s and 2000s, but they were comparable
with recent studies such as Modies’[16] and Dhamis’[17].

One of the causes of the lower success rate of PR in pseudophakic or aphakic eyes as compared to phakic eyes
[6, 7,21, 22]. Davis et al. [21] reported success rate as 57.1% in pseudophakic eyes versus 67.5% in phakic eyes.
Rootman et al. [23], on multivariate analysis, found pseudophakic status to be significantly related with PR failure.
Ling et al. [20] described as pseudophakic eyes with a lower success rate, too. Authors related pseudophakic eyes
with poor localization of breaks, missed breaks, migration of gas bubble anteriorly. Retinal tears of aphakic or
pseudophakic eyes have a tendency to be smaller in size. In the study which was reported at 2007 by Heiman et
al. [12], to compare SB and PPV in RRD patients collected 416 phakic and 265 pseudophakic patients, results
of follow-up were in 93% at the phakic eyes and 89% at the pseudophakic eyes. At the study of Goldman et al.
[11] the comparison between phakic and pseudophakic eyes was similar (79.1% versus 78%). Dhami et al. [17]
reported success rates as 82.1% at phakic and 65.4% at pseudophakic eyes. The “classic’ aphakic/pseudophakic
retinal tears tend to be smaller in size. These challenges are further compounded by optical aberrations from the
intraocular lens (IOL) implant and posterior capsule opacity. Eyes with anterior chamber IOL and iris-fixated IOLs
have the worst success rate [20].

In our study cause of unequal arrangement of patients with phakic or pseudophakic eyes status, significantly
success difference between the two groups couldn’t be diagnosed (from 58 patients 55 were phakic (94.8%),
and 3 were pseudophakic (5.2%)). Anterior chamber paracentesis (ACP) could be performed before or after gas
injection. Each method has its advantages and disadvantages. With the technique of performing an ACP before
gas injection, the globe may become hypotonic, and the scleral wall may buckle during needle entry, making the
procedure more challenging. Besides, poor amount of aqueous withdrawal may prompt repeating the procedure.
However, with performing an ACP after gas injection, post-injection critical rise in the intraocular pressure (IOP)
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is more anticipated. In principle, the very hlgh IOP on needle withdrawal may induce gas egress or vitreous
incarceration through the needle tract [15].

In this study we performed ACP immediately after gas injection, if IOP was hypertonic. Routinely, in PR
procedure ACP is performed by a 27-gauge insulin syringe without the plunger while the pupil is dilated [3]. We
used in our study for ACP 20 gauge MVR, routinely. Some authors [14] reportedthat of using 30-gauge needle can
minimize leakage.

There were authors such as using sterilize air for intravitreal injection for PR [14, 15]. Air does not expand, but
SF6 doubles, C2F6, and C3F8 quadruple after 24 hours to 36 hours after injection. For these reasons, the volume of
injection for acceptable tamponade is maximum for air and minimum for C3F8. The more volume of initial injection,
as typically required for air, increase the possibility of dangerous IOP rise in the first 24 hours. In addition, most
of the injected air is usually absorbed within 3 days, a period that seems inadequate for retinopexy to take effect.
However, C3F8 can persist up to 6 weeks in the vitreous, considerably greater than the period that is required for
tamponade [15]. Unnecessary persistence of intravitreal gas may cause retinal breaks through mechanical forces
on the vitreous humor or induce cataract formation. Therefore, SF6, a gas with moderate expansion a persistence,
seems to be ideal for PR [19]. At the study of Fabian et al. [9] used 0.3-0.4 ml C3F8. These values were 0.35-0.45
ml of SF6 and 0.25-0.35 ml of C3F8 in Goldman et al. [11], 0.3-0.4 ml of C3F8 in Ellakwa et al. [14], 0.35-0.60 of
SF6 in Rahat et al. [15], 0.3 ml of C3F8 in Dhami et al. [17], 0.45 ml of SF6 and 0.4 ml C3F8 in Ling et al. [20].

In our study, we used SF6, C3F8§, and C2F6 as tamponades for PR. We used 0.35-0.45 ml of SF6, 0.25-0.35 ml
of C3F8, and 0.25-0.50 ml of C2F6.These values of tamponades were similar to recent studies.

Goldman et al. [11] detected visual outcomes as similar between the phakic versus pseudophakic groups (logMAR
0.23 versus 0.28), and overall visual acuity improved significantly from baseline to 6 months (logMAR 0.48-0.25).
Gilca et al. [13] found the mean visual acuity at the end of follow-up for single operation success patients as 0.2
logMAR, compared 0.5 LogMAR with for failure patients. At the study of Ellakwa et al. [14] BCVA was 0.40+0.21
logMAR after 3 years applied PR. Rahat and colleagues in their study [15], which the mean follow-up was 8.2 months,
for all eyes, mean logMAR BCVA was improved from 2.26 baseline to 0.70 after PR and 0.49 at the last follow-up
examination. Dhami et al. [17] reported as 0.84+0.74 logMAR units, comparing phakic with pseudophakic eyes, there
was superiority in phakic eyes (preoperative BCVA logMAR were in phakic eyes 0.9940.788 versus in pseudophakic
1.638+0.929, postoperative BCVA were in phakic eyes 0.677+0.643 versus in pseudophakic 1.034+0.821). At their
retrospective study of Anaya et al. [24] including repeat PR, PPV, and combined SB plus PPV(SB+PPV), visual
acuities at initial presentation at the time of PR failure, and at the 1-year follow-up, the overall mean BCVA 1 year
after surgery for failed PR improved, with statistical significance, from the BCVA at the time of PR failure 1-year
follow-up, 0.43 logMAR versus time of PR failure, 0.60 logMAR. But the final BCVA did not improve compared
with the BCVA at initial presentation 0.52 logMAR versus 1-year follow-up, 0.43 logMAR.

In our study, we reported BCVA before application, postoperatively 1st day and 6th month as 0.20, 0.35 and
0.60 logMAR respectively (p<0.05). These final visual outcomes were comparable with earlier studies. Cause of
unequal arrangement in patients with phakic or pseudophakic status, significantly success difference between the
two groups couldn’t be diagnosed.

In conclusion, pneumatic retinopexy is a cost-effective, secure and effective procedure for selective retinal
detachment cases, which described as an office-based procedure. Despite this procedure may elevate intraocular
pressure for a while, topical drops helps to control this elevation.
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AHATOMUYECKUE BU3VYAJILHBIE PE3VJIBTATEI IEPBUYHOM
[THEBMATHUYECKOU PETUHOIIEKI[MU ITPU PETMATOT'EHHOM
OTCJIOMKE CETUYATKHU

Kagheopa ogpmanvmonoeuu, Meouyunckas wixona npu Yuueepcumeme 30pasooxpanenus 2.Apvonxapaxucap,
Typyus

KiiroueBble CJI0Ba: peemamo2enHas OMcioUKa Cemyuamrul, RHeMAMu4eckasi pemuHONeKCUsl, 6HYMpU2ia3Hoe
oaesnenue

PE3IOME

Lexs — O1lcHUTh AaHATOMUYESCKUI AIPPEKT 1 BU3yaTbHBIC PE3yIIbTaThl THEBMATHUCCKON PETUHOIICKCHUH Y TAIH-
€HTOB C PErMAaTOT€HHOM OTCIIOMKOM CETUaTKH.

MarepuaJ ¥ MeTOAbI

B 3TOM peTpocreKTHBHOM HCCIIeIOBaHUN OBLIH IPOAHATN3UPOBAHEI 3aITHCH 58 11a3 58 MarMeHToB, Y KOTOPBIX
ObLTa MHEBMAaTHYCCKAsl PETHHOIIEKCHSI BCIICICTBIE PErMATOICHHON OTCIONKHU CETYaTKU B OTICIICHHH OPTaIbMO-
JIOTHH YHHBEpCUTETa MEIUIMHCKIX Hayk AdpoHkapaxucap B mepuof ¢ aexadbps 2013 romga mo centsops 2017
roma. beumm 3aperucTpupoBaHbl BO3PACT, ITOJ MAMEHTa, KOPPEKITHSI OCTPOTHI 3PEHUS, BHYTPUIIIA3HOE JaBIICHNE,
npeonepaoHHas JOKaIu3aus pa3pblBOB CETYATKH, MAKYJISIPHOE BOBJICUEHHUE, THIT TAMIIOHA/IbI, COITyTCTBYIO-
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M€ OCJIOXKHEHNUS, a TaKkKe (PYHKIMOHAIBHBIE 1 AHATOMHUYECKHE TTOKa3aTeIN B TPEJONEPAMOHHOM H ITOCIIEOTIe-
parmorHoM niepuoze (1 nens, Hemens, 1-i, 6-1 ¥ MOCICTHII MECSIIIBI).

Pesynbrarsl

W3 58 marmmentoB 32 (55,2%) Obuti MyX9uHBI 1 26 keHIMHBL. CpeHMI BO3pacT MaleHTOB cOCTaBHI 59,5
(24-83) ner. Y 22 (37,9%) nanuenToB ObL1a MakyisipHas oTcioika. 40 naruenTtam (69%) BBoaum nepuryponpornat,
14 nmarenTos (24,1%) nomy4amu rekcadropuz cepsl, u 4 marmenTa (6,9%) momyganu rekcagropatan. CpenHee BHY-
TpUIVIa3HOE JIaBieHne cocTaBuiio 14,42 M pT.cT. 10 npuMeHeHus u 17,07 MM pT.CT. yepes JeHb [ocie NPUMEHEHusI. 5
nanueHTam (8,6%) moTpeGoBaIiCh AHTUIIIAyKOMATO3HbIE KAaIUTH [T CHIDKEHHS BHYTPUITIA3HOTO AaBiaeHus. Yactora
AHATOMHYECKOTO yCIeXa MOocie OJHOW MHBEKIMHU cocTaBmia 38 (65,5%), a mocie Bropoit nHbekmuu — 6 (10,34%)
naueHToB. 14 (24,1%) nanyeHToB NepeHecit oneparyo BUTpIKToMuH pars plana. Haumyumias KoppeKuus ocTpOThI
3peHus 10 MPUMEHEHHS U TIoclie orniepanuu B 1-i u 6-it nens coctasuna 0,20, 0,35 u 0,60 logMAR cooTBeTCTBEHHO.
OHI0(TAIBMUT, KPOBOU3IHUSHNE B CTEKIOBHIHOE TEIIO, CyOpETHHANBHBIN a3 WK MponudepaTuBHAas BUTPEOPETHHO-
naTtys He ObUIM OTMEYEHHI B IIa3ax manueHToB. CpeqHee BpeMs HaOMoAeHHs coCTaBUIo 16,8 Mecsna.

3akiiouenne

[THeBMaTHyecKasi pETHHOIEKCHSI — 3TO peHTabenbHas1, 0e3onacHas 1 d3pdexTHBHas TpoLeypa isi BBIOOpOU-
HBIX CITy4aeB OTCIOWKM CETYaTKH, KOTOpasi OMHCHIBAETCS KaK KaOMHEeTHas mporeaypa. HecmoTps Ha To, 4TO 3Ta
TIpoLelypa Ha HEKOTOPOE BPEMSI TOBBIIIACT BHYTPUIIIA3HOE JABICHNE, MECTHBIC KaIlJIM TOMOTAIOT KOHTPOIHPO-
BaTh ATO MTOBHIIICHHE.

Olizado A., Dogan M., Yozgat Z., Akdogan M.

TOR QISANIN REQMATOGEN QOPMASI ZAMANI ILKIN PNEVMATIK
RETINOPEKSIYANIN ANATOMIK VIZUAL NOTICOLORI

Afyonkarahisar Tibb Elmlori Universitetinin Tibb Fakiiltasi, Oftalmologiya Boliimii, Tiirkiya

Acgar sozlor: for gisamin reqmatogen qopmasi, pnevmatik retinopeksiya, gézdaxili tazyiq

XULASOS

Maqsad — tor gisanin reqmatogen qopmasi olan pasiyentlordo pnevmatik retinopeksiyanin anatomik effektini
va vizual naticalarini qiymatlondirmak.

Material vo metodlar

Hazirki retrospektiv tadqgiqata 2013-cii ilin dekabr aymdan 2017-ci ilin sentyabr ayina qader miiddotds
Afyonkarahisar Tibb Elmlari Universiteti Tibb Fakiiltosinin Oftalmologiya Boliimiindon ke¢mis tor gisanin reqmatogen
gopmasi noticasindo yaranmis pnevmatik retinopeksiya ilo 58 pasiyent (58 goz) daxil edilmis vo alinan naticolor
tohlil edilmigdir. Pasiyentin yasi, cinsi, gérma itiliyi, gozdaxili tozyiq, emaliyyatdan dncs tor gisa qopmalarinin
lokalizasiyasi, makulada olan doyisikliklor, tompanada tipi, yanasi gedon fosadlar, homginin omoliyyatdan ovval vo
sonra (1-ci glin 1-ci hofto, 1-ci ay, 6-c1 ay vo son aylar) funksional vo anatomik gostaricilor geydo alinmigdir.

Noticad

58 pasiyentdo 32 nofor (55,2%) kisi, 26-s1 — gadin olmusdur. Orta yag haddi 59,5 (24-83) toskil etmisdir. Makulyar
yirtiq 22 (37,9%) askar edilmisdir. 40 pasiyenta (69%) perfluropropan, 14 pasiyents (24,1%) kiikiird heksafluorid vo
4 pasiyenta (6,9%) hexafluoroetane yeridilmisdir. Inyeksiyanin totbiqindon ovvel orta gézdaxili tozyiq 14,42 mm c.s.,
sonra 17,07 mm c.s. taskil etmisdir. 5 pasiyenta (8,6%) gozdaxili tazyiqin endirilmasi iigiin antiqlaukomatoz damcilar
tolor olunmusdur. Anatomik miivoffoqiyyato birinci inyeksiyadan sonra 38 (65,5%), ikinci inyeksiyadan sonra — 6
(1034%) pasiyentds nail olunmusdur. Vitrektomiya pars plana amsliyyati 14 (24,1%) pasiyentdos aparilmigdir. Gérmo
itiliyinin daha yaxs1 korreksiyasi amaliyyatdan avval, amaliyyatdan 1 va 6 giin sonra miivafiq olaraq 0,20, 0,35 va
0,60 logMAR togkil etmisdir. Heg bir xastodo endoftalmit, slisovari cismo qansizma, subretinal doyisikliklor vo ya
proliferativ vitreoretinopaya qeyd edilmomisdir. Orta miisahide dovrii 16,8 ay toskil etmisdir.

Yekun

Pnevmatik retinopeksiya — kabinet soraitindo aparila bilocok segilmis tor qisa qopmalari hallarinin somorali,
tohliikasiz va effektiv proseduru sayilir. Baxmayaraq ki, bu prosedur qisa miiddstli gdzdaxili tozyiqin artmasina
sobab olur, lakin yerli damcilar bunu nozarat altinda saxlamaga imkan verir.
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Aslanova V.O.

XRONIKI BLEFARIT FONUNDA “QURU GOZ SINDROMU” OLAN
XOSTOLORIN MUALICOSININ BiR SIRA ASPEKTLORI

B.8liyev adina Azorbaycan Doviat Hokimlori Tokmillosdirma Institutu, oftalmologiya kafedrasi, Bak: soh.
Acar sozlor: xroniki blefarit, quru goz sindromu, kortikosteroid, 0,05% siklosporin

Quru goz sindromu (QGS) diinyada genis yayilib vo miiasir oftalmologiyanin aktual problemlorindon hesab
olunur. Rus todqiqatcilarina gors, 40 yasa qader oftalmoloji profilli xastolerin 12%-o qadori, 50 yasdan yuxari
olanlarm 67%-don ¢ox hissasi bu xostolikdon oziyyat ¢okir. Son 30 ildo“quru gbz” sindromuna rastgolinmo tezliyi
4,5 dofo artmisdir [1-5].

ikincili quru géz sindromunun formalasmasinda géz sothinin xroniki iltihabi xastoliklorinin (6n vo arxa
blefaritlor, xroniki residivveran xalazionlar, rozasea, sapvari keratit, buynuz gisanin herpetik mongali residivveran
eroziyalari, meybomi vozi disfunksiyasi, adenovirus keratokonyunktivitlorinin gec fazalari) rolu siibut olunmusdur.
Ikincili quru gdz sindromu xroniki blefariti olan xastolorin 73,7-79,4%-indo askarlanib [5-8]. Digor torofdon
xroniki blefarit, 6z névbasindo QGS-nun sabablari arasinda kifayat qodar boyiik vo xiisusi yer tutur. MaygukY.F.
va basqalarina gore QGS slamatlari olan xastalorin 35%-65%-inds meybomi vazi disfunksiyasi ilo olan blefarit
olamatlori agkar olunmugdur [5,8]. Q.S.Polunin hommiisllifiorlo QGS-nun blefarokonyunktival formasini ayirmagi
toklif etmisdir. Miiallifo goro bu forma QGS olan xastalorin imumi sayinin 65%-ni togkil edir [7].

Blefaritlordo meybomi vazin disfunksiyast (MVD) miisahids olunur ki, bu da sekretin qatilagmasina, voz
axarlariin ¢apiqlagmasi ilo hiper- vo ya hiposekresiyaya gotirib ¢ixarir [9]. Gozyast pardasinin xarici qatinin
torkibino daxil olan lipid sekretini hazirlayan meybomi vozinin axarlart qapagin arxa kenarinda intramarginal
sahayo agilir [10]. MVD-da g6zyas: pardesinin lipid qatinin qalinligi azalir vo gbz yasgimin buxarlanmasi artir ki,
gdzyast pardosinin stabilliyinin uzunmiiddatli pozulmasi naticesinds “quru géz”’sindromu meydana ¢ixir [11,12].

Buynuz qgisada, konyunktivada vo gdzyast pordesinin komponentlorini sekresiya edon vozilordoki iltihabla
miibarizo quru géz sindromu ilo olan xostolorin konservativ miialicosinin osas istiqamotlorinden biridir. fltihab
sleyhino miialico dedikdo, qliikokortikoidlorin, iltihab sleyhino qeyri-steroid preparatlarin yerli istifadosi vo sistem
soklindo tetrasiklin, doksisiklin vo minosiklinin gobulu aiddir. Kataraktanin omolo golmosini siiratlondirdiyi vo
gozdaxili tozyiqi yiiksoltdiyi ticlin kortikosteroidlorin uzun miiddetli istifadesi arzuolunmazdir. Hazirda miiasir
milalico metodlarindan heg¢ biri QGS-nun formalagmasinda asas amil olan g6z sothinin iltihabina istiqgamatlonon
patogenetik xarakter dasimir. Bu fonda spesifik iltihab oleyhina (T-limfositlorin aktivliyinin azalmasi va pro-
iltihab sitokinlorinin ekspressiyasi) vo g6z sothi hiiceyralorinin apoptozunun aktivliyini azaltma effekti ilo
saciyyalonon preparatin islonmasi biitiinliiklo QGS-nun miialicasinin tokmillogsmosindo vacib vo prinsipial hesab
olunur [13,14,15]. Ancaq buna oxsar voziyyatlorin miialico metodlarinda iltihabi proseso uzunmiiddstli nazarato
istigamotlonmo amili yoxdur. Bels amil kimi 0,05% siklosporin gz damcisinin istifadasi 6n plana ¢ixir. Siklosporin
uzun miiddat davam edan iltihab1 aradan qaldirmagq tigiin istifads olunur. Siklosporin kalsinevrin inhibitoru olub,
T-hiiceyrolorin tosirini blokada edorok iltihab sitokinlorinin ¢ixmasini azaldaraq qodshebenzor hiiceyrolorin
apoptozunun qarsisini alir va bu yolla QGS-nun simptom va slamatlorini azaldir [16,17].

Blefaritlorin anonovi miialica sxemina iliq kompresslorle géz qapaginin gigiyenasi, asagi dozada tetrasiklinin
peroral gobulu, yerli antibiotiklor, lazim goldikdo steroidlor aiddir. Agir gedisli blefaritlorin miialicosindo
siklosporinin miisbat rolu tosdiglonmisdir [18].

Mogsad — kliniki va laborator tadqiqatlarin naticalori asasinda xroniki blefarit fonunda inkisaf edon QGS olan
xostolords blefaritin klinik gedis xiisusiyyotine asason onun somarsli miialicosini miioyyon etmok.

Material vo metodlar

Tadqiqata 2018-ci ilde akad. Zarifo Oliyeva adima Milli Oftalmologiya Markazina miiraciot etmis xroniki blefarit
fonunda inkisaf edon QGS olan 48 xasto daxil edilmisdir. Yas hoddi 25-65 arasinda olmusdur. Toyin olunan miialicodon
astl1 olaraq xastolor 2 qrupa ayrilmigdir ki, 1-ci qrupa 25 xosto (onlardan 7 kisi vo 18 gadin) (50 g6z) ve 2-ci qrupa
23 xosto (onlardan 7 kisi vo 16 qadin) (46 g6z) daxil edilmisdir. 1-ci qrup xostolorin miialicosing lubrikantlarin vo
kortikosteroidlerin azalan sxemlo instillyasiyas: daxil edilmisdir. Tkinci qrup xostolor géstorilon terapiyadan slavo
gdzloring 3-4 ay miiddetinds giindo 2 dofs olmagla 0,05% siklosporin mohlulu (Depores, Vefa flag) damizdirmislar.
Miisahido miiddati 6 aydan 12 aya qodor olmusdur. Standart oftalmoloji miiayine —anamnezin toplanmasi, vizometriya,
pnevmotonometriya, biomikroskopiya, oftalmoskopiya aparilmisdir. ©lave metodlarin kdmoyilo gbzyasinin hasili
(Sirmer I), qapaq kenarmim ve meybomi vazilarinin vaziyyati (biomikroskopiya), gbzyast pardesinin stabilliyi (Norn
smag1), gdzyas1 meniskinin 6l¢iilmasi, gdz sathinin voziyyaeti (sitoloji miiayine) qiymotlondirilmisdir.
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