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Using Vitreous as an Intraocular 
Tamponade for RRD

Introduction:
RRD  recurrences  are  challenging  complications  that 
need  to  be  appropriately  handled  by  the  surgeon. 
Particularly,  in some well-defined situations,  a second 
surgery can be avoid. 
Laser treatment is a good option on a limited amount of 
sub-retinal fluid (SRF), by activating the RPE pump to 
aspirate  the  SRF  and  reattaching  the  retina  through 
retinochoroidal scars.
However, when SRF is too important, performing laser 
can just aggravate the RD by creating new holes. 
Using an appropriate positioning in non-vitrectomised 
patients could allow to obtain a good reattachment by 
either reducing the SRF-related gravity onto the retina 
or  by  directly  repulsing  the  retina  toward  it  support 
through a direct vitreous compression.

Aim:
To  present  the  case  of  one  patient  who  developed  a 
RRD recurrence  after  a  pneumo-retinopexy  (cryogas) 
that  has  been  treated  with  Argon  laser  and  a  simple 
« gravity » positioning.

Case report: 
A  59  y.o.  woman  presented  for  a  RE  Macula  ON 
Rhegmatogenous  Retinal  Detachment  with  a  limited 
detachment extending from 9 to 11 o’clock and a unique 
retinal tear at 10 o’clock. She was thus treated with a 
pneumo-retinopexy procedure including the application 
of  a  cryocoagulation  on  the  break  and  an 
endotamponnade with SF6 0.5cc associated to an IOP 
normalisation. The patient was then asked to remain in 
position to allow a good support of the break during the 
first postoperative days and she was examined at day 1, 
7, and 21 to confirm the disappearance of the SRF and a 
good coagulation of the break.

However,  6  weeks  later,  the  patient  presented  at  a 
scheduled follow-up with a recurrence in the extreme 
periphery of a thin wave of SRF extending from 8 to the 
margin of the cryocoagulation at 10 o’clock. No break 
was visible but the inferior margin of the cryo seemed to 
be zatrophic, probably hiding a little hole secondary to 
the  cryocoagulation procedure  itself  in  this  area.  One 
week later, the SRF extended from 7 to 10 o’clock, thus 
demonstrating a progression of this RD.
Since a very thin wave of SRF was present associated to 
a thick vitreous, it was proposed to the patient to simply 
“play” with RPE pumps and the gravity to try to avoid a 
second surgery.

Thus,  a  session  of  Argon  laser  was  performed  in 
consultation and the patient was asked to lie on her right 
side for 7 days.
One week later, the patient presented at a new follow-up 
and  SRF was  totally  absorbed  whereas  laser  impacts 
had disappeared. At day 21, the patient had evident laser 
burns in the desired area with a fully attached retina. 5 
years later, the situation is still stabilized.
=> Such a procedure have been successfully repeated on 
two other patients in similar conditions. 

Limitation criterions:
-  Limited recurrence with a thin SRF RD and vitreous 
preservation.

-Avoiding  any  form  of  vitreous  traction  (including 
retinal tuft, snailtrack degeneration, …)

-  Avoiding pseudophakic patients where vitreous gel is 
more  frequently  liquified  or  associated  to  multiple 
retinal tractions.

Discussion:
The reattachment effect could either be secondary to:
-the RPE pump stimulation by laser spots onto a limited 
RD recurrence with a thin SRF.

-the compressive effect from the vitreous gel.

These  procedure  need  to  be  further  investigated  in 
clinical studies including vitrectomised patients to better 
understand the circumstances of retinal re-attachment.

In conclusion:
Playing  with  RPE pump associated  to  an  appropriate 
positioning using vitreous gravity allowed to obtain a 
retinal reattachment without further surgery in selected 
cases.

Before laser treatment: please note the 
presence on the peripheral part of a thin SRF.

4 weeks after laser treatment with an appropriate 
positioning. The SRF disappeared.


