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A 37-year-old male presented with visual loss in the left eye (LE) of more than four months’ 

 duration. A complete ocular examination, including determination of Visual Acuity (VA), anterior  

and posterior biomicroscopy, and optical coherence tomography (OCT), was performed. 
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INTRODUCTION 

METHODS 

Anatomical and Functional Evolution After Surgery 

 in Chronic RD.  

The Value of the OCT 

 

To report the anatomical and functional evolution in a case of (persistent subretinal 

fluid) chronic retinal detachment after vitrectomy and scleral buckling (for 

longstanding retinal detachment repair). We emphasize the value of the OCT to 

confirm the disappearance of the subretinal fluid. 

 

 

                                                                               

At first visit, clinical examination revealed that visual acuity was 0.3 (decimal notation) in 

his LE, and 1.0 in his RE. Fundus examination showed an inferior chronic 

rhegmatogenous retinal detachment sparing the fovea that was caused by a large 

horseshoe tear located in the infratemporal quadrant. The patient underwent uneventful 

20-gauge pars plana vitrectomy with fluid-air exchange and sulfur hexafluoride (SF6) 15% 

gas tamponade and laser, with postoperative face-down positioning. 

Four weeks postoperatively when the gas had completely resolved, VA was 0.8 (decimal 

notation) in LE. On fundus examination, the retina was flat, but OCT showed shallow 

subretinal fluid sequestered between the retinal pigment epithelium and neurosensory 

layer. Three months postoperatively, VA remained stable, and OCT showed persistence of 

subretinal fluid. Seven months later since vitrectomy, retina continues to be attached, and 

OCT showed diminished subretinal fluid. At last examination (one year after surgery), VA 

continues to remain stable, but OCT demonstrated complete resolution of subretinal fluid. 

So, as discussion, it is interesting to remark that shallow subretinal fluid may persist after 

surgery in chronic rhegmatogenous retinal detachment, even though the retina may 

appear fully attached on ophthalmoscopy. Persistent subretinal fluid may decrease visual 

recovery, causing poor central vision, metamorphopsia, and loss of depth perception. 

However, the effect on the final outcome remains unclear. The pathophysiology of 

persistent subretinal fluid remains poorly understood. Further, in longstanding 

detachments, the higher oncotic pressure of the fluid remnants may act against fluid 

absorption. The oncotic pressure of the shallow subretinal fluid increases with duration of 

detachment. 

 

 

 

 

Persistent subretinal fluid (PSRF) affecting the macula may be a source of 

vision loss following repair of rhegmatogenous retinal detachment (RRD), 

regardless of the preoperative status of the macula or the type of surgery used 

to repair the detachment. Optical coherence tomography has been used to visualize 

PSRF following retina detachment repair, and the amount of PSRF often correlates 

with the postoperative visual acuity.The management of PSRF following repair of 

RRD has typically been observation because PSRF often resolves. 

In conclusion, it is interesting to say that patients suffering from persistent foveal 

detachment may have significant complaints about poor central vision. 

Metamorphopsia and loss of depth perception can persist for several months after 

“successful” retinal detachment surgery (such as happened in our patient) and 

irreversible retinal pigment epithelium damage could occur when fluid persists under 

the macula. This is why a serious follow-up including OCT examination is mandatory 

in these cases. 

Optical Coherence Tomography (OCT) (A) and Fundus examination 

(B) at  first examination (1), four weeks (2), 3 months (3), and seven 

months (4),  postoperatively. 
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CONCLUSION 

Shallow subretinal fluid may persist after rhegmatogenous retinal detachment surgery, even 

though the retina may appear fully attached on ophthalmoscopy. 

Persistent subretinal fluid may decrease visual recovery, causing poor central vision, 

metamorphopsia, and loss of depth perception. However, the effect on the final outcome 

remains unclear. There are several possible causes for persistent subretinal fluid, but there is 

little conclusive evidence for either vitrectomy versus buckling surgery, cryotherapy, use of 

tamponade, or complete drainage of subretinal fluid.  
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