


EYES

The same theory of gas expansion within the globe also
precludes the patient from air-travel for the duration that
gas remains in the eye. Silicone oil is generally used in more
complex cases requiring longer term vitreous replacement to
attain retinal stability. Unlike gas, it requires a second surgery
for removal, but the advantage is its non-expansile nature
which means it is not subjected to the same risk of volumetric
changes as gas.

Severely ischemic diabetic eyes risk developing anterior
segment neovascularisation after vitrectomy. This is reduced
with adequate panretinal photocoagulation, but higher risks
have been reported in cases in which cataracts had been
removed at the same sitting. It is postulated that the lens of the
eye forms a natural barrier against the egress of growth factors
into the anterior segment, and its removal predisposes the
eye to neovascularisation of the iris and angles, and therefore
neovascular glaucoma. Optimising glycaemic control in the run-
up to and for a period after surgery will reduce this risk.

Newer adjuncts to vitrectomy

Recently, intravitreal anti-vascular endothelial growth factor (anti-
VEGF) agents have gained popularity in the treatment of diabetic
eye diseases. While originally used in the treatment of age-related
macular degeneration, anti-VEGF agents have shown benefit in
the array of VEGF-driven diabetic eye complications ranging from
retinopathy and maculopathy, to neovascular glaucoma.

Its benefit as a preoperative adjunct is in laying the groundwork
for diabetic vitrectomy. It has been shown to cause regression
of neovascular complexes and reduce their vascularity so that
their removal during vitrectomy is easier, more complete and
associated with less bleeding. Anti-VEGF agents are generally
injected into the vitreous cavity a week or two prior to
vitrectomy.

Due to the dramatic effects of intravitreal anti-VEGF agents, their
use in various stages of diabetic retinopathy and maculopathy
has surged. Unfortunately, as with any intraocular procedure, one
must keep in mind the attendant risk of endophthalmitis with any
intraocular procedure.

In trials for use of anti-VEGF agents in age-related macular
degeneration, some cases of systemic complications like

thromboembolic events were reported. These were later deemed
to be unlikely to be related to the intravitreal administration
of anti-VEGF agents. However, the fear remains in many
ophthalmologists that these systemic risks may be amplified
in diabetics and especially in those with multiple ischemic
comorbidities. The other issue still being investigated is the
long term effects of VEGF inhibition in diabetic eyes which are
already ischemic to begin with.

Conclusion

Vitrectomy is reserved for advanced cases of diabetic retinopathy
and serves to evacuate non-clearing vitreous haemorrhage,
remove tractional membranes and repair detached retina.

With the advancement in vitreous microsurgery, vitrectomy
has become safer and more successful. The interplay of
perioperative issues and their management play a large part
in the success of the surgery. In diabetes patients, many with
multiple comorbidities, the general practitioner can play a vital

role in their wholistic management.
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It is estimated that 70,000 children under 15 develop type 1 diabetes each year (almost 200 children a day).
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