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C o m m e n t  o n :  S a n d w i c h 
technique using a combination of 
perfluoropropane and silicone oil for 
inferior retinal detachment

Sir,
We	 read	with	 interest	 the	 technique	 described	 by	 Singh	
et al.[1]	 for	 the	management	 of	 inferior	 retinal	 breaks	 in	
rhegmatogenous	 retinal	 detachment.	 They	 describe	 the	
combined	use	of	perfluoropropane	(C3F8)	gas	and	silicone	oil	
to	 support	 inferior	 retinal	breaks.	We	have	 a	 few	 concerns	
regarding	the	proposed	technique.

First, the role of preexisting proliferative vitreoretinopathy 
(PVR)	 changes	 at	 the	 time	 of	 presentation	 has	 not	 been	
considered	while	 describing	 the	 indication	 for	 using	 this	
technique.	 Inferior	 retinal	detachments	with	minimal	PVR	
have	been	shown	to	settle	well	with	just	the	use	of	short‑acting	
gases	 such	as	 sulfur	hexafluoride	 (SF6).[2] Second, the role of 
240	 style	 encircling	 silicone	band	has	not	 been	mentioned.	
Retinal	detachments	with	inferior	breaks	tend	to	have	superior	
outcomes	when	 supplemented	with	 an	 encircling	 silicone	
explant.[3] Third, with the proposed upright positioning in this 
technique,	the	silicone	oil	ceases	to	have	any	role	as	soon	as	the	
gas	starts	getting	absorbed.	This	can	lead	to	reopening	of	the	
inferior	break	and	promotes	the	formation	of	PVR.	An	underfill	
of	 silicone	oil	 further	 leads	 to	 complications	 such	 as	 early	
emulsification	(seen	in	representative	case	in	Fig.	2	at	2	months),	
raised	intraocular	pressure,	and	corneal	decompensation	which	
adversely	affect	the	visual	outcome.[4]	Two	out	of	the	four	cases	
reported	had	a	decline	in	visual	acuity	from	the	preoperative	
levels.	Last,	the	follow‑up	of	the	cases	described	is	very	short	
to	validate	the	technique.	PVR	formation	has	been	shown	to	
occur	at	a	median	interval	of	2	months	after	surgery.[5] Only 
one	case	out	of	the	four	has	a	follow‑up	longer	than	2	months	
and	that	case	developed	re‑detachment	due	to	PVR.	Given	the	
lack	of	 clinical	 evidence	and	 the	poor	 functional	outcomes,	
this	 technique	needs	a	 reappraisal	before	 it	 can	be	put	 to	a	
widespread	clinical	use.
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Response to comment on: Sandwich 
technique using a combination of 
perfluoropropane and silicone oil for 
inferior retinal detachment

Sir,
We would like to thank Singh et al.	for	their	interest	and	valuable	
comments	 related	 to	our	study.[1,2] Among the four patients, 
none	of	 the	patients	had	fixed	retinal	 folds	 i.e.,	proliferative	
vitreoretinopathy	 (PVR)	 grade	C	while	 two	patients	 had	

presence	of	PVR	grade	B.	The	study	by	Tan	et al.	which	has	been	
quoted	by	Singh et al.	had	excluded	the	patients	with	inferior	
retinal	breaks	between	4	o’clock	 to	 8	o’clock.[2,3]	 So	 a	direct	
extrapolation	of	their	results	to	our	series	may	not	be	accurate.	
In	our	series,	breaks	were	located	in	inferior	half	of	fundus	in	all	
the	patients	with	case	3	showing	multiple	inferior	breaks,	while	
case	4	was	a	recurrent	retinal	detachment	with	inferior	break.	
We	however,	agree	that	cases	with	primary	rhegmatogenous	
retinal	detachment	(RRD)	with	inferior	breaks	and	up	to	grade	B	
PVR	may	have	 a	good	anatomical	 outcome	even	with	gas	
tamponade.[4]	The	main	advantage	with	our	technique	is	that	
postoperative	prone	positioning	may	not	be	required.
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We	did	not	use	scleral	explants	in	any	of	the	eyes.	In	our	
study,	we	intended	to	study	the	effect	of	pars	plana	vitrectomy	
alone	without	the	use	of	any	additional	procedure	like	scleral	
explants.	Also,	 segmental	 explants	may	not	 be	 needed	 in	
all	inferior	breaks	related	RRD.	As	already	discussed	in	the	
paper,	the	chorioretinal	adhesions	start	forming	in	the	early	
postoperative	period	with	maximum	 strength	 at	 2	weeks.	
So,	we	hypothesize	that	by	the	time	of	significant	recession	
of	 the	gas	bubble,	 adequate	 chorioretinal	 adhesion	would	
have	formed	to	maintain	the	retina	in	position.	The	concern	
regarding	 early	 emulsification	 has	 already	 been	 listed	 as	
one	of	 the	 limitations	 in	our	study.	 In	order	 to	have	more	
detailed	 information	 about	 PVR	 changes	postoperatively,	
we	revisited	our	cases	since	a	significant	time	had	elapsed	
after	the	primary	surgery.	The	clinical	details	of	the	patient	
are	shown	in	Table	1.	Case	4	was	a	case	of	recurrent	retinal	
detachment	with	 inferior	 PVR	 changes.	 Post	 sandwich	
technique,	 retina	 remained	 attached,	 however,	 corneal	
decompensation	ensued.	During	silicone	oil	 removal,	pale	
disc	was	noted	and	thus	further	surgeries	were	deferred.	The	
corneal	decompensation	as	seen	in	case	4	may	not	be	directly	
related	to	silicone	oil	since	the	patient	already	had	multiple	
vitreoretinal	surgery	and	was	left	aphakic.	Therefore,	silicone	
oil	may	not	be	the	sole	reason	for	corneal	decompensation	
in	this	case.	The	present	report	is	a	“proof	of	concept”	pilot	
study	with	small	sample	size.	We	wish	to	plan	a	randomized	
study	with	larger	sample	size	and	longer	follow	up	for	further	
validation	of	this	surgical	approach.
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Table 1: The preoperative and postoperative details of the patients who underwent sandwich technique (14% C3F8) and 
silicone oil (1000 cs) injection

Age/gender BCVA (preop) Lens status Location of break BCVA (postoperative) Fundus Follow up

63/female 20/40 Pseudophakic ITQ 20/125 Retina attached† 6 months

69/female 20/80 Pseudophakic ITQ 20/50 Retina attached§ 8 months

51/male CFCF Phakic Multiple inferior breaks 20/40 Retina attached§ 8 months
46/male 20/80 Aphakic§ ITQ CFCF Retina attached§ 14 months
†Postsilicone oil removal developed reretinal detachment 4 months after the primary surgery. Subsequently, patient underwent revitrectomy with silicone oil 
injection and at 2 months post resurgery, retina remained stable, §Postsilicone oil removal. ITQ: Inferotemporal quadrant, CFCF: Counting fingers close to face, 
BCVA: Best-corrected visual acuity
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