
Synopsis for talk on surgery for ARMD , Sheffield June 2008 
  
The treatment of ARMD is principally medical …… 
However several categories of ARMD remain a problem including - 

 Submacular haemorrhage  

 Dry ARMD  

 RPE rips  

 ‘Lucentis fails’  

 Late presentations  

 Disciform scars 

 
  
Surgery may provide potential treatments for some of these  

 

Several areas could be addressed in a talk on surgery for ARMD including the 

following: 
 RPE and retinal cell replacement with stem cells  

 Retinal prostheses  

 IOL-Vip procedure for central scotomas  

 ARMD and VMT……  

 ‘internal’ brachytherapy  

 Gene therapy possibilities 

  
Unfortunately all these possibilities cannot be covered in the time available and the 

treatment options for submacular haemorrhage(SMH) will be concentrated upon. 

  
SMH is thought to be detrimental to vision because of: 
  

•         Physical separation of RPE from retina 

  
•         Shear stress on photoreceptors from fibrin retraction 

  
•         Iron toxicity to RPE and choriocapillaris 

  
•         The underlying cause ie CNVM, continues untreated 

  
Futhermore because the major recent studies on VEGF inhibitors excluded patients 

with subfoveal haemorrhage and patients with haemorrhage >50% of the total lesion 

size, the results of treatment for these scenarios is unknown and  these patients are 

excluded from funded NHS Lucentis treatment. 

  
SMH can be divided into three ‘types’: 

 Small/thin and eccentric  

 ‘Medium’ involving fovea  

 Massive involving most of temporal retina 

  
For Small haems- treatment with Anti VEGFs only may be best option (although 

funding issues may preclude this) 
  



For Medium haemorrhages- treatment with air/gas displacement techniques (either 

pneumatic type  techniques with expansile gas  +/- intravitreal rTPA  or vitrectomy 

with subretinal rTPA and air)followed by anti VEGFs are probably the best option 
  
For massive haemorrhages treatment with MT360 or 180 retinotomy and RPE patch 

(both forms of ‘maculoplasty’), may be best current options if displacement is 

unsuccesful. 
  
Patients presenting with vitreous haemorrhage should be evaluated with urgent u/s – if 

there is a submacular haemorrhage then consideration should be given to vitrectomy 

with either displacement or ‘maculoplasty’ 
  
There is little definitive evidence for any of these approaches and RCTs are needed. 

However the field is also rapidly evolving and new treatments are likely to evolve 

soon. 
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