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IINNTTRROODDUUCCTTIIOONN  

  
Rhegmatogenous retinal detachment (RRD) is a 

serious cause of visual impairment, and it is not relatively 

uncommon. Despite the marked surgical and technical 

improvement noticed in the reattachment surgeries, post-

operative visual outcome leaves a lot to be desired. Many 

studies have been designed to analyze the discrepancy 

between successful anatomical retina reattachment and 

incomplete visual recovery. (1) 

The introduction of the Ocular Coherence 

Tomography (OCT) to our daily practice had extended our 

horizons to understand the histological changes occurs at the 

different layers of a detached retina (2) and monitor the 

recovery process effect on the ultrastructural level after 

successful reattachment (3) and analyze the correlation 

between these changes and the visual recovery. 

Ocular Coherence Tomography Angiography 

(OCTA) is a new noninvasive imaging modality that is 

considered as a breakthrough in ophthalmology. Based on the 

principle of motion detection, it is capable of providing high 
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resolution imaging of retinal and choroidal blood flow. (4) 

Furthermore, it enables the visualization of the vascular tree 

of the retina and the choroid in different planes and 

angiographic slabs. Among the slabs which can be visualized 

are the superficial capillary plexus (SCP) present in the 

superficial part of the inner retinal layer extending from the 

internal limiting membrane (ILM) to the outer boundary of 

inner plexiform layer (IPL), and deep capillary plexus (DCP) 

present in the deeper part of the inner retinal layer extending 

from the outer boundary of (IPL) to the outer boundary of the 

outer plexiform layer (OPL). (5) 

Fovea avascular zone (FAZ) is an area devoid of 

capillaries at the center of the fovea that can be assessed and 

measured by various techniques. OCTA is a unique 

technology that enables the visualization and measurement of 

FAZ in different vascular planes as in SCP and DCP. (7) 

Different studies have reported that the FAZ area is 

correlated with central retinal thickness (CRT) and visual 

acuity in normal healthy population. (7) 

Many studies have been designed to analyze the 

correlation between the anatomic healing after retinal 

reattachment and visual recovery. It has been reported that 
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incomplete visual recovery is not relatively uncommon post-

operative in spite of clinically apparent successful 

reattachment. (8) 

By using OCT to study this issue we become 

able to recognize that residual sub-foveal fluid which is 

not visible by clinical ophthalmoscopy is a common 

cause for delayed and incomplete visual recovery (9) 

Distortion of outer retinal layers post-operative and its 

healing process have been also studied and correlated 

with visual acuity. (3) The emergence of the new OCTA 

technology gave us the opportunity to address this 

critical topic from another point of view and to detect 

the healing process effect after successful reattachment 

of different retinal layers and specifically the vascular 

component, and to correlate this with post-operative 

visual recovery. 
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AAIIMM  OOFF  TTHHEE  WWOORRKK  

The aim of this work is to correlate anatomical and 

functional changes that occur at the macular area and 

evaluate retinal vasculature precisely at the FAZ area at SCP 

& DCP after successful retinal reattachment surgery, using 

optical coherence tomography angiography, and correlate 

this data with visual recovery post-operative.    
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RREEVVIIEEWW  OOFF  LLIITTEERRAATTUURREE  
  

PPAARRSS  PPLLAANNAA  VVIITTRREECCTTOOMMYY  IINN  TTHHEE  

MMAANNAAGGEEMMEENNTT  OOFF  RRHHEEGGMMAATTOOGGEENNOOUUSS  

RREETTIINNAALL  DDEETTAACCHHMMEENNTT 

 

Currently the most two frequent surgical techniques are 

scleral buckling and Pars Plana Vitrectomy (PPV) with 

pneumatic retinopexy being reserved for selected cases. (10) 

 

This technique has gained popularity over scleral 

surgery in recent years, mainly for primary rhegmatogenous 

retinal detachment. (11) Intra-surgery visualization and 

identification of retinal tears is broadly regarded as being 

superior to pre-surgery visualization and identification. 

Probably this is one of the main reasons for the tendency to 

use this technique as the first choice for treating primary 

RRD. 

 


