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ABSTRACT
A 42-year-old male patient treated with pneumatic retinopexy for rhegmatogenous retinal detachment in his left eye on anticoagulant 
therapy with phakic anterior chamber intraocular lens (IOL) is presented. The methods currently used in the treatment of rhegmatogenous 
retinal detachments are scleral buckling, pars plana vitrectomy (PPV), and pneumatic retinopexy. However, the development of cataracts 
after PPV may be difficult to treat in a patient with an anterior chamber lens. Also, intraoperative and postoperative hemorrhagic 
complications after PPV and scleral buckling surgery may negatively affect the surgical results. Pneumatic retinopexy should be 
considered as the first treatment method for patients with anterior chamber IOL on systemic anticoagulation or antiplatelet agents to 
protect them from surgical difficulties of cataract surgery and hemorrhagic complications of PPV and scleral buckling. 
Keywords: Pneumatic retinopexy, Rhegmatogenous retinal detachment, Systemic anticoagulation, Anterior chamber intraocular lens.
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In pneumatic retinopexy, retinal reattachment is provided 
by intravitreal gas injection, head position, and laser 
treatment. The success rate of pneumatic retinopexy in one 
operation is around 65-85%. The most important advantage 
of pneumatic retinopexy compared to the other two 
methods is that it does not require an incision.7 Therefore, 
the probability of hemorrhagic complications during the 
procedure is lower in patients on systemic anticoagulation 
or antiplatelet agents. In this case report, we presented a 
patient on warfarin therapy with rhegmatogenous retinal 
detachment with anteior chamber IOL whom treated with 
pneumatic retinopexy.

Case Report

A 42-year-old male patient presented with visual loss 
that occurred within the last 1 week in his left eye. At 
the initial visit, his best corrected visual acuity (BCVA) 
was 0.8 decimal in the right eye and 0.05 decimal in the 
left eye. There were anterior chamber IOLs with clear 
lenses in the anterior segment examination in both eyes. 

INTRODUCTION 

The methods currently used in the treatment of 
rhegmatogenous retinal detachments are scleral buckling, 
PPV, and pneumatic retinopexy.1 For many years, scleral 
buckling has been the first choice of treatment for retinal 
detachments. The success rate of scleral buckling in one 
operation varies between 75% and 88%.2 Subretinal 
hemorrhage was the most common and dangerous type 
of perioperative hemorrhagic complication after scleral 
buckling surgery, especially with subretinal drainage. Also, 
in scleral buckling surgery on systemic anticoagulation or 
antiplatelet agents; hemorrhage from extraocular tissues 
and tissue trauma is common which makes surgery 
difficult.3

Today, PPV has become the most commonly used method 
in the treatment of rhegmatogenous retinal detachments. 
The success rate of PPV in one operation is around 90%.4 
In many studies; in patients on systemic anticoagulation 
or antiplatelet agents, there are many hemorrhagic 
complications after PPV.5,6
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left eye at the highest point by turning the head 45 degrees 
from the break and bullous detachment in the opposite 
direction. When the injector was removed from the sclera, 
a cotton swab was pressed into the injection area and the 
patient's head was turned to a different side. After gas 
injection, central retinal arterial pulsation and whether the 
gas is in the vitreous cavity are checked with an indirect 
ophthalmoscope. Afterward, the patient was immediately 
placed in the prone position. Topical steroids and antibiotics 
were given. Steamroller maneuver was applied. After the 
gas injection, the patient was laid face down for 4 hours. 
Then, the patient was positioned by slowly moving his 
head 30 degrees every hour so that the break remained on 
the hill. On postoperative day 3, the retina was reattached 
and we performed laser around the break.

At postoperative month-6 BCVA was 0.8 in his left eye and 
retina was attached (Figure 2).

DISCUSSION

Warfarin is an anticoagulant used in the management of 
patients with cardiovascular diseases. The anticoagulant 
activity of warfarin is through inhibition of vitamin 
K-dependent gamma-carboxylation of coagulation factors 
II, VII, IX and X. The anticoagulant effect of warfarin can 
continue for 36 to 72 hours after ingestion until normal 
clotting factors have been cleared from the patient's 

Intraocular pressure was 11 mm Hg in the right eye and 12 
mm Hg in the left eye. In the right eye fundus examination, 
there was peripapillary atrophy and prominent choroidal 
vessels. In the left eye fundus examination, the patient had 
rhegmatogenous retinal detachment with a single break at 
the 10 o’clock meridian of the equatorial retina. The tear 
had a size of about 1 o’clock hour meridian of the retina. 
Retinal detachment involves the macula and the upper 
retina between 3 and 9 o'clock hours (Figure 1). The patient 
was on anticoagulant therapy warfarin for valvular heart 
disease for 3 years. The patient's international normalized 
ratio (INR) was 4.2. The patient had been treated with 
phakic IOL implantation for myopia (18.00 diopters right 
and 19.00 diopters left) in a different center 10 years ago. 
We treated the patient with pneumatic retinopexy.

Pneumatic retinopexy procedure

Before the procedure; a prophylactic laser was applied 
to the attached peripheral retina. All procedures were 
performed in the operating room under sterile conditions 
with topical anesthesia (%0.5 Proparacain, Alcaine, 
Alcon). A sterile lid speculum and drape are utilized. We 
used povidone-iodine for sterilization of the ocular surface 
and eyelashes. First, we performed 0.3 ml paracentesis 
with a 30 gauge needle. Then we injected intravitreal 0.5 
ml 100% SF6 gas at a distance from 4 mm of the limbus. 
The gas injection was made from the temporal side of the 

Figure 2: A-B- 6th month posterior segment photo and 
optical coherence tomography image of the same patient 
in figure-1 after pneumatic retinopexy treatment. Retina 
is attached with superonasal laser-induced chorioretinal 
scars.

Figure 1: A- Preoperative montage posterior segment 
photo of macula-off retinal detachment from a superonasal 
retinal tear (blue arrow) in a 42 years old male patient on 
warfarin therapy (INR 4.2) B- Macula is off in the optical 
coherence tomography image of the same patient. C- The 
same patient has a phakic intraocular lens in the anterior 
segment photo.
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success was 80.8% in the pneumatic retinopexy group and 
93.2% in the PPV group.

Pneumatic retinopexy should be considered as an alternative 
treatment method for selected patients on warfarin 
therapy. In this way, these patients can be protected from 
hemorrhagic complications of PPV and scleral buckling. 
At the same time; the patient is protected from systemic 
embolic events that may occur due to the discontinuation 
of the warfarin.
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