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Case report

A -year-old male presented with complaints of floaters in the right eye for several days.
On the day of his visit, he noted loss of vision in the inferior visual field of the right eye.
His ocular history was notable for laser retinopexy in the right eye for a retinal tear  years earlier.
His medical history and family history was noncontributory.

Examination

Visual acuity with correction was /  OD and /  OS. Pressures were  OU. 
Slit-lamp examination showed trace nuclear sclerosis OU. Dilated fundus exam revealed a bullous 
retinal detachment in the right eye from  o'clock to  o'clock extending posteriorly to just 
above the superotemporal arcade. A superior horseshoe tear approaching one clock hour in size 
with significant vitreous traction on the flap was noted at  o'clock, anterior to the equator. 
Pigmentary change consistent with previous laser was noted in the right temporal  periphery. 
Fundus examination of the left eye was unremarkable.

Treatment Course

The patient was treated initially with pneumatic retinopexy. A paracentesis was performed, 
yielding . cc of aqueous fluid. 
Cryopexy was applied to the retinal breaks, and . cc of % perfluoropropane 
(CF) was injected  mm posterior to the limbus at the :  meridian using a  gauge needle. 
The gas injection was complicated by the formation of multiple small gas bubbles, 
many of which migrated subretinally. Most of the bubbles dislodged with supine positioning. 
The patient was then instructed to maintain strict face-down positioning. 
However, fundus examination  hours after the procedure revealed increased subretinal gas 
with large bubbles extending from  o'clock to  o'clock. 



DISCUSSION 

Development of subretinal gas 
This case demonstrates successful management of subretinal gas following pneumatic 
retinopexy. Subretinal gas is an established but rare complication of pneumatic retinopexy, 
occurring in about -% of cases(-). McDonald et al. suggest that subretinal gas is usually 
a preventable complication, directly related to the presence of small bubbles or "fish eggs" in 
the vitreous following injection. They emphasize the importance of a careful injection 
technique to insure formation of a single gas bubble(). If multiple bubbles are present, they 
advocate trying to create a single bubble by a "swab-snap" technique, described as bending 
and releasing a flexible swab against the sclera above the location of the bubbles. McDonald 
et al. argue that careful injection, followed by the swab-snap technique when needed, should 
prevent many cases of subretinal gas. 

Subretinal gas was removed into vitreous cavity with the aid of scleral depression and position. 
A small bubble (approximately  um in diameter) of subretinal gas remained. 
On the first postoperative day, fundus examination revealed an attached retina with a small 
subretinalgas bubble and  % gas fill. One week after surgery, fundus examination revealed 
an attached retina with  % gas fill and no subretinal gas remaining. Slit lamp examination 
revealed + posterior subcapsular cataract. At  weeks, the visual acuity in the operated eye 
was /  improving to /  with pinhole. Slit-lamp examination revealed + nuclear 
sclerosis and + posterior subcapsular cataract. Fundus examination revealed an attached 
retina. Six months after his initial presentation the operated eye underwent 
phacoemulsification with placement of PCIOL. One month later, his visual acuity without 
glasses  was /  improving to /  with pinhole.. 

Management of subretinal gas

Many options for the management of subretinal gas have been described, including scleral 
depression, positioning, scleral buckling, vitrectomy, and perfluorocarbon liquid injection. In 
many cases, the subretinal gas bubble can be maneuvered back through the retinal break 
using scleral depression and indirect ophthalmoscopy(). If the subretinal gas persists despite 
these maneuvers, McDonald et.al suggest attempting scleral buckling first, reserving 
vitrectomy and air-fluid exchange for cases with large amounts of subretinal gas(). 

In our patient, maneuvered scleral depression following positioning, was successful in 
reattaching the retina without the use of scleral buckling or vitrectomy. 

Conclusion

With the increasing use of pneumatic retinopexy to treat retinal detachments, complications 
such as subretinal gas will be encountered more frequently. Proper management of these 
complications is essential to achieving good visual outcomes. Our patient provides an 
example of the successful management of scleral depression following positioning, was 
successful in reattaching the retina. 
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