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Introduction:
Proliferative diabetic retinopathy (PDR) lead-
ing totractional retinal detachment is one of the 
feared ocular complications ofdiabetes melli-
tus1,2,3. Although studies such as the Early Treat-
ment of Diabetic Retinopathy Study have con-
vincingly shown the benefi t of pan retinal laser 
coagulation to reduce the risk of development of 
proliferative diabetic retinopathy and tractional 
retinal detachment,4,5 it has been completely un-
clear how to treat proliferative diabetic retinopa-
thy and tractional retinal detachment once it has 
developed. Th e idea that an endotamponade is 
not necessary in an eye with a tractional retinal 
detachment if the traction is relieved surgically 
without creating retinal breaks is not novel.

Th e issue of whether an endotamponade should 
be used during vitrectomy for PDR with TRD 
in which retinal breaks are not identifi ed during 
surgery is unclear.3,6-14 Going back to the early 
days of vitrectomy, several studies reported that 
ocular tamponade was not necessary if retinal 
breaks were not present. In 1980, the landmark 
study by Meredith et.al10 described the mem-
brane sectioning technique. For diabetic vitrec-
tomy and author stated that there was no need 
to drain subretinal fl uid if no holes are present, 
because relief of traction is suffi  cient to allow 
reatt achment of retina. In an investigation pub-
lished by Aaberg11 in 1981 intraocular tampon-
ade was used in only 18 of 125 eyes with diabetic 
macular tractional retinal detachment. In 1983, 
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Rice eta’l12 used ocular gas endotamponade only 
in eyes with retinal breaks among 197 patients 
of diabetic tractional retinal detachment.

In 1987, the Th ompson eta’l13 applied intra-
ocular gas in only 67 of 301 eyes with dia-
betic tractional retinal detachment. In 1989 
Williamseta’l14 in a group of eye with Advanced 
Diabetic Eye Diseases (A.D.E.D.) treated with 
the en bloc technique did not use Gas/Air in 
49% of the cases.Although the studies cited ear-
lier reported on the frequency of ocular endot-
amponade, they did not focus on the question 
of whether an endotamponade is necessary if 
retinal defects are not present aft er vitrectomy

If the therapeutic goal can be reached and be-
cause vitrectomy without endotamponade 
has less post operative complications (such as 
intraocular gas related intraocular pressure in-
crease or cataract) because the least invasive 
intervention or the intervention with the small-
est number of complications is the best surgery 
performed,

Methodology:
Th is retrospective, descriptive case series in-
cluded eyes with PDR that were consecutively 
treated by pars plana vitrectomy without ocular 
endotemponade from January  2006 to June 
2012 at Ophthalmology Department DUHS 
&Civi l Hospital Karachi. Before surgery and 
in regular intervals aft er surgery, the patients 
underwent complete ophthalmic examination, 
including best corrective visual acuity (BCVA), 
Applanation tonometery and detailed ophthal-
moscopy, of both eyes. B scan ultrasound was 
done in all those eyes having media opacities 
preventing ophthalmic assessment of the ocu-
lar fundus.Minimum follow up period was 6 
months. Th ose who lost follow up were dropped 
from the study.

Patients of all age groups with either were enrolled 
aft er gett ing writt en consent. Diabetic patients 
having vitreous hemorrhage or PDR along with 
TRD were the actual candidates of our study. Eyes 
having preexisting retinal holes and iatrogenic reti-
nal holes were not included in our study. 

All surgeries were performed under general an-
esthesia aft er good diabetic control in Type 2 Di-
abetes. All eyes underwent a standard three port 
pars plana vitrectomy with wide angle viewing 
system.Procedure included removal of posterior 
and peripheral vitreous, peeling, segmentation 
and delamination of neovascular and fi brous 
membrane from the retinal surface. Endocau-
tery was used as and when required during the 
procedure. Th e number of intra-operative endo-
loaser spots depends on the preoperative status 
and the amount of att ached retinal surface dur-
ing surgery. Intraocular silicone oil or intraocu-
lar gas temponade were not used at the end of 
the surgery. Intravitreal anti vascular endothelial 
growth factor (VEGF) or steroids were not in-
jected.Air fl uid exchange (AFX) was performed 
at the end of the surgery.

Follow up done on post operatively day one, 2 
weeks, 8 weeks and fi nally aft er 6 months. Data 
were entered in SPSS (version 17.0 Inc.) for sta-
tistical analysis.

Results:
Between January 2006 to June 2012, 73eyes 
underwent described procedure. Out of which 
33(45%) were male and 40(55%) were female. 
Mean age of patients was 44.64±20.83 years 
(range was 20-59 Years). Most common indi-
cation for vitrectomy was Proliferative diabetic 
retinopathy (PDR). Follow up period was 3 to 
132 months, mean was 48 months.  

A means refractive error -4 to -1.5D, 9 (12.32%) 
patients were pseudophakic, other 64(87.67%) 
were Phakic, the patients in our study were type 
2 non insulin diabetes and 35 (47.94%) diabe-
tes mellitus was treated by oral medication with 
mean duration 12 ± 5 years (2-17years) pan 
retinal photocoagulation had been performed 
before surgery in 28 (38.35%) patients in 21 
(28.76%) patients severe vitreous hemorrhage 
prevented preoperative examination of the 
fundus and in 23 (31.50%) the optic media 
preoperatively allowed a examination of the 
ocular background. In 5 (6.84%) severe vitre-
ous hemorrhage was combined with macular 
tractional retinal detachment intra operatively 
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and 06 (8.21%) showed tractinal detachment of 
macula with clear media. Th e Pars Plana Vitrec-
tomy was combined with cataract surgery and 
IOL in 17 (23.28%) without additional surgery, 
retinal reatt ached in 70 (95.9%) patients and 
remain att ached until the end of follow up, on 
ophthalmoscopy and sonography, the SRF was 
completely absorbed two months aft er surgery, 
in 03 (4.1%) with remaining retinal detachment 
at the end of the follow up 02 (2.73%) showed 
iris neovascularization none of the eye devel-
oped raised IOP. 

Mean pre operative visual acuity was 1.80±1.097 
and mean post operative visual acuity was 
1.14±1.02. A signifi cant improvement was not-
ed in visual acuity recorded pre-operatively and 
post operatively (p=0.001).

Retina found fl at in 70(95.5%) cases and de-
tached in 3(4.1%). Two patients were treated 
with Silicone oil and retina was fl at till the last 
follow up. Two patient developed Iris neovas-
cularition post operatively and treated with one 
session of PRP and had three session of antivegf 
till the last follow up retina was stable. On fi nal 
follow up the retina was fl at in 71(97.26%) cas-
es. Two Patients lost Follow-up.

Discussion:
Th e results of our study suggest that ocular en-
dotamponade may not be mandatory for the 
treatment of tractional retinal detachment in 
eyes with PDR. Th is procedure avoids post 
operative complications of intravitreal gases 
such as post operative raised IOP induced due 
to gas bubble. Interestingly the rate of postop-
erative iris neovascularization was relatively low, 
although intraocular silicone oil had not been 
used. Intravitreal silicone oil has been consid-
ered to have an indirect antineovascularization 
eff ect on the structures in the anterior segment 
of the eye because so called compartmental-
ization of the eye preventing the diff usion of 
angiogenic substances from the retina to the 
iris. One may postulate that the intraoperative 
retinal ablative procedures, namely the retinal 
endolaser coagulation, prevented the develop-
ment iris neovascularization majority of eyes 

in this study. Advanced diabetic Eye disease 
(A.D.E.D.).73 eyes were operated out of which 
theretina was stable in 70(95.09%) aft er PPV 
(pars planaVitrecomy) without ocular endot-
amponade and remain stable until the last fol-
low up9.Th is procedure avoids post operative 
complications of intravitreal gases such as raised 
intraocular pressure and pressure related optic 
nerve damage, reduce vision due to the intra-
ocular gas bubble, and diffi  culties in observing 
the fundus for examination. It also avoids post 
operative complications of intraretinal Silicone 
oil, such as Silicone oil induced hyperopia and 
anisometropia, Silicone oil emulsifi cation and 
secondary open angle glaucoma, cataract de-
velopment and Silicone oil in the ant chamber 
one may elect not touse ocular endotampon-
ade1,3,6-14,16. It is partially in contrasted to some 
previous studies, in which intraocular Silicone 
oil or intraocular gases were almost routinely 
used aft er PPV (pars planaVitrecomy). For ad-
vanced diabetic eye disease (A.D.E.D.)1,17,18 with 
tractional retinal detachment it may suggest that 
intra operative transretinal drainage of subreti-
nal fl uid may not be necessary to reatt ach the 
retina in all eyes with an advanced diabetic eye 
disease (A.D.E.D.) with tractional retinal de-
tachment17,18. If the major epiretinaltractional 
membranes were removed or relieved during 
surgery, the sub retinal fl uid may absorb spon-
taneously. 

Conclusion:
In conclusion ocular endotamopnade may not 
be necessary in eyes undergoing pars plana 
vitrectomy for advanced diabetic Eye disease 
(A.D.E.D.) with or without traction on macula 
or with or without tractional retinal detachment, 
if there are no pre intra operative retinal breaks.
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