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The incidence of unexplained central vision loss immedi-
ately following removal of silicone oil (ROSO) has been
reported at between 3.3% [1] and 5.9% [2], but may be
considerably higher in certain retinal detachment sub-
groups. For example, the rate of ROSO maculopathy after
macula-on giant retinal tear (GRT) repair was reported as
high as 50% [1] in this journal, perhaps suggesting macula-
on GRTs (Fig 1), or indeed any macula-on retinal detach-
ment, are uniquely susceptible to ROSO maculopathy.

Perfluorocarbon heavy liquid (PFCL) as a short-term
post-operative tamponade agent in GRT repair is a safe and
effective alternative to silicone oil (SiO) or gas. This tech-
nique, first described by Bottoni [3] and subsequently by
others [4–7], is used to manage all GRT detachments at the
Royal Victorian Eye and Ear Hospital. PFCL remains in the
eye for approximately 14 days, before exchange with fluid,
air or gas. To investigate whether removal of short-term
PFCL tamponade resulted in a lower rate of unexplained
vision loss than ROSO in macula-on GRT detachments, we
performed a consecutive retrospective review of all macula-
on GRT repairs between 19 August 2007 and 12 December
2016. Best-corrected visual acuity (VA) was recorded at
initial presentation, and 3 months following PFCL removal.
The outcome of the procedure was determined at 3 months.

Statistical analysis was performed using a paired student’s t-
test assuming equal variance (alpha= 0.05).

A total of 25 eyes in 24 patients (mean age 57 years; range
39–79 years) comprising 4 female patients (16.7%) and 20
male patients (83.3%) were included in the study cohort
(Table 1). The mean (range) duration of PFCL tamponade
was 14.6 days, (10–28 days) before removal and exchange
either with 20 or 25% SF6 gas (n= 13, 52%), air (n= 7,
28%) or balanced salt solution (n= 5, 20%). The mean
baseline VA was 76 letters. The mean VA 3 months post-

Fig. 1 Wide-field fundus photograph of the left eye showing a
superotemporal giant retinal tear (GRT). A characteristic feature of this
type of retinal detachment is posterior folding of the detached retina.
Repositioning of the fold is facilitated by intra-operative per-
fluorocarbon liquid (PFCL) tamponade. Intra- or post-operative slip-
page can occur when the PFCL is exchanged for gas or, more rarely,
silicone oil. An effective alternative is short-term post-operative tam-
ponade with PFCL, which minimises the risk of retinal slippage
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GRT repair was 76 letters, improving to 80 letters after a total
of seven patients underwent cataract surgery following a
median interval of 6 months (range 4–21 months). This was
significantly better than the baseline VA (p < 0.001). The
prevalence of visual loss ≥10 letters at 3 months was 4
(16%), which improved to baseline or better in all four fol-
lowing subsequent cataract surgery. Redetachment (macula-
on) occurred in two out of 25 patients (8%) following
removal of PFCL due to smaller missed breaks. Both were
successfully repaired with cryotherapy and gas tamponade.

In keeping with other reports [5–7], short-term use of
post-operative PFCL in this study was associated with good
primary and final anatomical success rates. Notably, in
contrast to the reported high rate of vision loss after ROSO
in the same patient group i.e. macula-on detachments [1, 8,
9] there were no unexplained visual acuity losses in our
series. PFCL may thus mitigate the high incidence of
unexplained vision loss after ROSO in those eyes where a
good visual outcome is expected. Vitreoretinal surgeons
should consider PFCL as an alternative to SiO or gas as a
post-operative tamponade agent in macula-on GRT repair.
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Morris et al. [1], showed a reduction in serious cases of
ocular trauma between 1992 and 2009 by fourfold and there
is a real risk that repairing ocular trauma is now so

* Amy-lee Shirodkar
a-l.s@gmx.com

1 Cardiff Eye unit, UHW, Cardiff, UK
2 Ophthalmology, Singleton Hospital, Swansea, UK

Correspondence 691

http://orcid.org/0000-0002-8601-7000
http://orcid.org/0000-0002-8601-7000
http://orcid.org/0000-0002-8601-7000
http://orcid.org/0000-0002-8601-7000
http://orcid.org/0000-0002-8601-7000
mailto:a-l.s@gmx.com



