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membrane due to its liquefaction.[1,2] Although 
generally it is not dangerous, it can be complicated 
by tractional retinal breaks and retinal detachment. 
The most common symptoms of PVD are fl oaters 
and fl ashing. Nonetheless, multiple fl oaters, retinal 
hemorrhage, bridging vessels and pigment cells in 
the anterior vitreous (Schaefer’s sign) are found, 
which can be predictive for accompanying retinal 
breaks. Patients who are over the age of 45 with these 
complaints are very common in eye clinics. Because 
of its complications, it is of great importance for 
the clinician to take these complaints into consideration 
to prevent retinal detachments (RD).[2-8]

Symptomatic retinal breaks and la  ice degeneration 
are visible lesions that are risk factors for later RD. 
Retinal detachments occur when fl uid in the vitreous 
cavity passes through tears or holes in the retina 
and separates the retina from the underlying retinal 
pigment epithelium.[9] Creation of an adhesion 
surrounding retinal breaks and la  ice degeneration, 

INTRODUCTION

Retinal detachment is a serious and sight-treating 
disease. The only treatment is surgical and the results 
are not always successful. It develops on a base of 
retinal breaks. Therefore it is important to fi nd the 
breaks and tears before a detachment develops. The 
main reason for retinal breaks is a posterior vitreous 
detachment (PVD). Posterior vitreous detachments are 
a frequent, age-related problem in the ophthalmology 
clinic. The clinical event is described as the separation 
of the vitreous cortex from the internal limiting 
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ABSTRACT

Purpose: To evaluate the effects of laser retinopexy in retinal breaks and the recurrence cases. Materials and Methods: 45 eyes 
of 25 patients who underwent laser retinopexy in retinal breaks between the period of July 2009 and January 2013 are 
included. All the breaks and suspicious areas for possible breaks are treated with laser photocoagulation. The breaks were 
surrounded with three rows of laser spots. After the routine controls, the patients are called every 6 months and advised 
to come immediately to our clinic if new fl ashing or fl oaters occur. Results: The patients were followed-up for an average 
period of 29.65 ± 10.45 months. New breaks were treated again and evaluated for the possible reasons. We found in three 
patients new breaks after an average period of 27.33 ± 2.03 months. No specifi cations are observed in these subjects. 
Conclusion: Retinal breaks can occur even a long time after. It is not known why this process is progressing and new tears 
develop. For this reason, patients who underwent a laser therapy because of retinal breaks should followed-up for a lifetime. 
We advise that, unsymptomatic patients who underwent laser retinopexy, should be examined every 6 months and every new 
complaint of fl ashing and big fl oaters should be carefully taken into consideration to prevent retinal detachments.

Keywords: Laser retinopexy, posterior vitreous detachment, retinal breaks

Access this article online
Quick Response Code

Website:
www.nigerianjournalofophthalmology.com

DOI:
***

ORIGINAL ARTICLE



Baser, et al.: Long-term evaluation of laser retinopexy in retinal breaks: The importance of lifetime follow-up

Nigerian Journal of  Ophthalmology / Jan-Jun 2014 / Vol 1 | Issue 1 31

the patients were called for follow-ups for every 
6 months. It has been advised to the patients that they 
should refer to us if they have new fl ashing or fl oaters. 
The follow-up period of the patients was between 
16 and 55 months (av. 29.65 ± 10.45). The study protocol 
adhered to the declaration of Helsinki. The local ethical 
commi  ee has approved the study. Patients which had 
retinal breaks or la  ice degeneration were taken into 
the study. The exclusion criteria’s were as follows:
• History of a penetrating or blunt ocular trauma
• History of anterior or posterior uveitis
• History of intraocular surgery.

One patient had a retinal tear with hemorrhage. This 
patient was treated but could not be followed-up because 
of a hospitalization due to a congestive heart failure.

RESULTS

The mean age of the patients was 53.32 ± 13.04. 
14 were males (56%) and 11 were females (44%). We 
found in 45 eyes retinal tears, la  ice degenerations 
with or without holes. 25 of them located in superior 
temporal (55.55%), 9 in the inferior temporal (20%), 
5 in the inferior nasal (11.11%) and 6 in the superior 
nasal (13.33%) quadrant [Figure 1]. All were treated 
with laser photocoagulation in a spot size of 200-
300 μ and energy of 200-300 mW. The spots were 
placed circumferentially on the tears in three rows. 
No complications occurred during or after the laser 
procedure.

In three of the cases, we detected new retinal breaks 
25-28 months after the initial visit in the opposite eye. 
One of the patients underwent a retinal detachment 
surgery 1 year ago in another clinic. The tear that we 
treated was in the non-operated eye. Another patient 
underwent a laser retinopexy for the same eye that we 
treated because of a recurrent retinal break in another 

with laser photocoagulation or cryotherapy, has been 
recommended as an eff ective means of preventing 
RD. This therapy is of value in the management of 
retinal tears associated with the symptoms of fl ashes 
and fl oaters and persistent vitreous traction upon 
the retina in the region of the retinal break, because 
such symptomatic retinal tears are associated with 
a high rate of progression to retinal detachment 
Retinal breaks, unassociated with acute symptoms 
and la  ice degeneration, are signifi cantly less likely 
to be the sites of retinal breaks that are responsible 
for later retinal detachment. Nevertheless, treatment 
of these problems is frequently recommended,[10] in 
spite of the fact that the eff ectiveness of this therapy is 
controversial.[11,12]

The early diagnosis of retinal breaks is very important. 
Thus, this dramatic disease can be prevented by laser 
photocoagulation before the onset of RD.[9] But after the 
treatment, new breaks can occur in the same, as well as the 
opposite eye. There is no evidence that la  ice degeneration 
without holes requires treatment, and prophylactic 
therapy is of li  le value.[13,14] However, a study showed 
that prophylactic treatment of la  ice degeneration in the 
phakic fellow eye of patients with retinal detachment 
reduces the risk of subsequent detachment from 
5.1 to 1.8.[14,15] Our clinical experiences showed us that the 
timing of the onset of a new break is unknown.

This study was undertaken to evaluate the presence 
of retinal tears discovered on long-term follow-up 
examination. This information may be helpful for 
ophthalmologists when evaluating patients who 
underwent laser surgery for retinal tears. Every 
complaint of fl ashing and fl oaters, which are sometimes 
overlooked in overcrowded ophthalmology clinics, 
should be taken seriously by the physician because 
retinal tears can occur, even after a long period of time.

MATERIALS AND METHODS

45 eyes of 25 patients who came to our clinic in the period 
of November 2009 and January 2013 with fl ashing and 
fl oating complaints and accompanying retinal breaks 
are taken into the study. The patients underwent a 
complete ocular examination with a careful retinal 
examination with a Goldmann 3 mirror lens. After the 
visual examination, the anterior segment was inspected 
and IOPs were measured. We treated all retinal breaks 
within 1 week and detected the la  ice degeneration areas 
which we found risky for an upcoming break formation 
with laser photocoagulation. The breaks and la  ice areas 
were encircled with three rows of laser spots.

The patients were called 2 weeks, 6 weeks and 3 months 
later for controls and if there was not any new break, 
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Figure 1: The distribution of the location of the retinal breaks
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Goldmann 3 mirror lens and indirect ophthalmoscope. 
Because of its dramatic consequences, it is of high 
importance to do this in patients, which come to the 
clinic with symptoms of fl ashing and fl oaters. But this 
is a time-consuming examination, demands experience 
and manpower. Therefore, these symptoms could 
be categorized in a selective manner as described by 
Schwei  er et al.[1] or Overdam et al.[5,6]

The main treatment of retinal tears and holes without 
a RD is argon laser photocoagulation, where the tears 
are surrounded by laser spots.[7,10] In general, the tears 
are surrounded by two or more rows of laser spots. The 
main problem here is, a new tear can develop in the 
treated eye or in the fellow eye.

The incidence of retinal tears in acute symptomatic 
PVD varies from 10% to 14%.[18,19] Approximately, 
30-50% of symptomatic retinal breaks with persistent 
vitreoretinal traction will cause a clinical RD if left 
untreated.[20] There is an increased risk in incomplete 
PVD’s.[16] The highest risk period for a developing break 
after an acute PVD is the fi rst 2-6 weeks.[5,6] But they can 
also develop in a much longer period.[16,17] The presence 
of a vitreous hemorrhage and numerous fl oaters looks 
to be a sign of new breaks.[7,20]

When we reviewed our cases, no retinal detachment 
developed in any case. Even so, a new tear or a RD can 
develop years after. For this reason, the long period for 
these patients is of high importance. In our opinion, as 
mentioned before, repeating or persistent fl ashing and 
numerous fl oaters are the most important signs for a 
possible break. The patient information in the case and 
every history of these complaints should be careful 
taken into consideration. If examined and treated 
under great care, the laser retinopexy is a rapid and 
very eff ective method to prevent RD.[10,21-23]

There are some limitations in our study. Samples in 
which new breaks were present are not high. This 
makes it diffi  cult to give a detailed determination of 
the recurrent breaks. We found no specifi cations or 
obvious diff erence between the other samples. The 
major result of our study is that new breaks can occur, 
even after a long time in new locations. Although it has 
been reported in some studies that in acute PVDs, the 
patients should be asked for re-examination, only if 

clinic. Two of them were moderate myopic. None of 
them had an untreated degenerating predisposing area. 
During the follow-ups, we took every complaint of 
fl ashing into consideration and examined every patient 
even his or her periodic control date has not come. We 
did not found any new breaks and still have most of 
these patients under control.

DISCUSSION

Rhegmatoghenous retinal detachments are a relatively 
frequent, serious and sight treating problem in the 
ophthalmology clinics. First when a detachment occurs, 
the only treatment is an expensive and diffi  cult surgery, 
which in generally performed only by vitreoretinal 
surgeons. The main aim to prevent this disease is to 
detect symptomatic or non-symptomatic retinal breaks 
and holes and treat them before a RD onset.

Retinal tears and holes are basically formed in 
degenerative areas of the retina periphery. Degenerative 
lesions of the peripheral retina are sometimes present 
from teenage years onwards and increase with the 
age. These abnormalities are frequent, some of them 
being benign while others predispose to retinal tears 
and detachment. In the la  er case, the lesions are 
rhegmatogenous and may justify prophylactic treatment 
by laser photocoagulation. The holes and tears observed 
in 2% of the population consist of round atrophic holes, 
“horseshoe” tears, oral dialysis and giant tears.[3]

Posterior vitreous detachment (PVD) plays an important 
role by converting degenerative areas to a retinal hole 
and RD. The main symptoms are fl ashing and fl oaters 
which are accompanied by retinal hemorrhages, 
bridging vessels and pigment cells in the anterior 
vitreous.[1-8] The diagnosis can be established by the 
“Weiss ring” found, the clinical examination and by 
the B-Scan USG.[9,16] The posterior vitreous cortex exerts 
dynamic traction over areas of persistent vitreoretinal 
adherence, which would contribute to the development 
of macular holes and retinal tears. Retinal detachments 
occur when fl uid in the vitreous cavity passes through 
tears or holes in the retina and separates the retina from 
the underlying retinal pigment epithelium.[9,16,17]

The golden standard of the diagnosis of retinal tears 
is the examination of the peripheral retina with a 

Table 1: The specifications of these patients are summarized below
Patient 
no

Age Gender First detection 
of tears

Follw-up period 
(months)

Time of new 
tears (months)

Refractive specifications PVD

1 48 Male 2009 54 28 Moderate myopia and astigmatism Incomplete
2 79 Male 2009 36 25 Moderate myopia (−3.00-6.00) Complete
3 61 Male 2011 38 29 Light myopia (<1.00) Complete
PVD: Posterior vitreous detachment
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they experience an increase in the number of fl oaters.[5]

We believe that each patient, who had a retinal break 
diagnosis and with an acute PVD or not, should 
be followed-up every 6 months for his lifetime and 
alarmed to be examined as soon as possible when new 
fl ashings and fl oaters appear.
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