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SUMMARY

Surgery for proliferative vitreoretinopathy (PVR) may
require prolonged procedures often with limited
improvement in visual function. Forty-seven consecutive
patients who had PVR surgery in one eye had a case note
review to assess anatomical re-attachment rate and
improvement in visual acuity. All patients had at least 3
clock-hours of grade C PVR membrane. Surgery com-
prised vitrectomy and membrane peel in all cases. There
was a mean follow-up period of 9 months (range 3-23
months). Thirty-two eyes (68%) had an attached retina
with the mean visual acuity being 0.089 (where
6/60 = 0.10). A mean of 2.15 PVR operations were per-
formed per eye. Seventeen patients chosen at random
were contacted by telephone and standardised questions
were asked regarding their surgery. Eleven (65%)
patients stated that, with the benefit of hindsight, they
would still have had surgery and 8 (47 %) patients stated
that the peripheral vision gained was of benefit.

Repair of rhegmatogenous retinal detachment is success-
ful in approximately 90% of cases. The most common
reason for eventual failure of surgery is the development
of proliferative vitreoretinopathy, accounting for the fail-
ure of 7-10% of primary repairs and an increased propor-
tion of secondary procedures.' * Proliferative vitreoretino-
pathy membrane peeling procedures are time-consuming,
resource-intensive, often require extensive periods of
post-operative posturing, and raise the question as to
whether they are worth the effort.

PATIENTS AND METHODS

A case note review was undertaken of 47 consecutive
patients having surgery for proliferative vitreoretinopathy
(PVR) on one eye. Information regarding the grade of
PVR, type of surgery, number of surgical procedures, ana-
tomical success, final visual acuity and presence of post-
operative hypotony was documented. All patients had at
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least 3 clock-hours of grade C PVR membrane either
anterior, posterior or combined. Grade C PVR is defined
as full-thickness rigid retinal folds.™®

All operations were performed by one surgeon. All
patients had a vitrectomy with membrane peel. Twenty-
five patients (53%) had an intracavity infusion of 7.5 mg/
litre of daunorubicin for 10 minutes.”® Twenty-one
patients (45%) had internal tamponade with silicone oil,
16 (34%) underwent lensectomy and 28 (60%) had exter-
nal tamponade usually with a broad inferior circumfer-
ential explant. The mean patient follow-up was 9 months
with a range of 3-23 months.

Seventeen patients were selected at random and con-
tacted by telephone by an independent observer. Patient
satisfaction’ was determined by asking three questions
regarding the surgery:

1. With the benefit of hindsight, would you still have had
the surgery?

2. Was the change in vision following surgery of any ben-
efit to you?

3. How well was the prognosis and post-operative
management explained to you prior to surgery?

RESULTS

Thirty-two eyes (68%) had an attached retina at the time of
their last follow-up visit. Twenty-one (45%) patients had a
re-attached retina after one surgical procedure. A mean of
2.15 surgical procedures were performed per eye. The
mean corrected decimal visual acuity following surgery
was 0.089 (6/60 = 0.10). Fig. 1 demonstrates the change
in visual acuity before and after PVR surgery. Twelve
(26%) eyes were hypotonous and 10 (22%) eyes still had
oil in situ during the follow-up period.

Eleven (65%) patients interviewed by telephone stated
that, with the benefit of hindsight, they would have the sur-
gery performed again. Eight patients (47%) stated that the
peripheral vision they gained was of benefit; however, 3
(18%) felt the vision from the operated eye confused the
vision from the unoperated eye. All patients stated that the
prognosis and post-operative management were
adequately explained to them prior to surgery but 10
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Fig. 1. Comparison of corrected decimal visual acuity before and after vitreoretinal surgery for proliferative vitreoretinopathy.

patients mentioned the difficulties they experienced with
post-operative posturing.

CONCLUSIONS

Although central visual acuity was poor following the
extensive surgery required to obtain anatomical success in
advanced PVR, preservation of the visual field was
achieved in many patients. The patient satisfaction survey
suggested that there was an overall benefit to the patients
following PVR surgery. However, this result was obtained
at the cost of many hours of surgical time and diligent pos-
turing by the patient, with the majority of patients requir-
ing more than one PVR procedure.

A recent study performed in Southampton'’ investi-
gated patient satisfaction following 149 vitreoretinal sur-
gical procedures. Of the 123 patients who responded, 116
(94%) stated that their operation had been worth while and
70 (60%) patients felt that their vision had improved fol-
lowing surgery. These figures compare with a 65% patient
satisfaction rate and 47% improvement in vision rate in
our study. Only 16 of the 149 vitreoretinal surgical pro-
cedures in the Southampton study required membrane
pecling. All patients in our study required vitrectomy and
membrane peel for grade C PVR. Our study represents
those patients with the most guarded prognosis for visual
rehabilitation following vitreoretinal surgery.

This study shows that this form of surgery, although
resource-intensive and time-consuming, may produce
moderate levels of patient satisfaction with its results. Pro-
vided surgical expertise and resources are available, this
form of treatment should be offered to patients in whom
there is a reasonable chance of improved visual function.
A detailed explanation of the type of surgery, post-oper-

)

ative management and the overall prognosis should be
given to the patient in all cases and the decision to proceed
with surgery made by a well-informed patient.

Key words: Daunorubicin, Patient satisfaction, Retinal detachment,
Silicone oils, Vitrectomy.

REFERENCES

1. The Retinal Society Terminology Committee. The classifi-
cation of retinal detachment with proliferative vitreoretino-
pathy. Ophthalmology 1983:90:121-5.

. Rachal WF, Burton TC. Changing concepts of failures after
retinal re-attachment surgery. Arch Ophthalmol 1979;97:
480-3.

3. Bonnet M. Clinical factors predisposing to massive proli-
ferative vitreoretinopathy in rhegmatogenous retinal detach-
ment. Ophthalmologica 1984;188:148-52.

4. Cowley M. Conway BP, Campochiaro P, Kaiser PH. Gaskin
H. Clinical risk factors for proliferative vitreoretinopathy.
Arch Ophthalmol 1989:107:1147-51.

5. Machemer R, Aaberg TM, Freeman HM, Irvine AR, Lean
JS. Michels RM. An updated classification of retinal detach-
ment with proliferative vitreoretinopathy. Am J Ophthalmol
1991:112:159-65.

6. Lean JS, Stern WA, Irvine AR, Azen SP and the Silicone
Study Group. Classification of proliferative vitreoretino-
pathy used in the silicone study. Ophthalmology 1989:96:
765.

7. Wiedemann P, Leinung C, Hilgers RD, Heimann K. Dauno-
mycin and silicone oil for the treatment of proliferative vit-
reoretinopathy. Graefes Arch Clin Exp Ophthalmol 1991;
229:150-2.

8. Wiedemann P, Heimann K. Toxicity of intraocular dauno-
mycin. Lens Eye Toxic Res 1990;7:305-10.

9. Hopkins A. Measuring the quality of medical care. London:
Royal College of Physicians, 1992:55-9.

10. Sullivan PM, Luff AJ, Julious SA, Canning CR. Patient sat-

isfaction following vitreoretinal surgery. Eye 1993;7:433-5.

[89]



	IS SURGERY FOR PROLIFERATIVE VITREORETINOPATHY JUSTIFIABLE?
	SUMMARY

	PATIENTS AND METHODS
	RESULTS
	CONCLUSIONS
	REFERENCES


