


RESULTS AND DISCUSSION

To assess the potential benefits of prophylaxis,
two methods are available :

1. A comparison between the prognosis of the
untreated and prophylactically treated cases.
This requires a lengthy period of follow-up?,
which can not be applied to this retrospective
study.

2. The effectiveness of prophylactic treatment in
the fellow eye in cases where the patient has a
previous history of retinal detachment in the
other eye.

The latter method of assessment was successfully
applied in this study as evidenced by the fact that 22 %
of our patients were operated on to correct retinal
detachment in one of their eyes.

None of the patients prophylactically treated
developed retinal detachment or encountered any
change or reduction in their visual acuity during the
post-therapy follow up period. There was no differ-
ence between the results of different modalities of
therapy'.

In spite of effective diagnostic procedures and
prophylaxis there was no significant fall in the
number of retinal detachments which continued to
occur at the same annual rate. However, not a single
case of retinal detachment presented to us had ever
received any prophylactic therapy before. An expla-
nation comes from the fact that the prevalence of
retinal breaks and degenerations are 70 - 80 times
more frequent than retinal detachments, as evi-
denced by examining autopsy eyes®. Asit isimpracti-
cal to scan and treat almost the entire population, we
must be more selective in choosing and treating only
those lesions prone to cause retinal detachment.
Therefore, avoiding the treatment of innocent lesions
and stress to the patient.

Prophylactic management is best indicated in the
following cases :

Symptomatic lesions with persistant symptoms
of floaters or flashes of light or vitreous haemorrhage,
patients with history of detachment in the fellow eye,
patients with family history of detachment, young and
physically active patients, one-eyed patients, patients
with silent full thickness or large retinal breaks,
patients with small subclinical localised peripheral
retinal detachment when there is systemic contraindi-

cation to surgery, progressive peripheral retinoschisis
towards posterior pole showing breaks in the outer
layer, postoperative newly developed breaks and for
reinforcing existing demarcation line of an old stand-
ing retinal detachment.

The chance of retinal detachment increases in
the presence of additional risk factors such as,
absence of pigmentation around breaks, presence of
vitreous traction on the operculum or edges of the
breaks or degenerations, presence of acute posterior
vitreous detachment, presence of aphakia or moder-
ate to high myopia and superior location of the
breaks. The size of the break is not directly related to
its potential to produce detachment but detachments
which originate from large breaks usually progress
more rapidly.

CONCLUSION

The current trends of prophylactic treatment for
peripheral retinal breaks and degenerations without
retinal detachment were discussed. In this retrospec-
tive study, the overall success rate was 100 % irrespec-
tive of the method used as compared to the lower
success rate when surgical interference for retinal
detachment was performed. Since the majority of our
patients were from the young age group with longer
life expectancy and productivity, there is no doubt that
preventive therapy has its firm place. Each case has to
be considered individually in order to avoid unneces-
sary treatment. We strongly recommend Fundus
Scanning, prompt treatment and regular follow up for
cases at risk.
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