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Abstract
Objective To determine the demographic profile, clinical features and surgical outcomes of giant retinal tear (GRT) related
retinal detachments (RD) in children.
Methods In this retrospective study, medical records of children aged 14 years and below, who underwent surgery for RD at
our centre in the last 5 years were reviewed. Among these, we selected medical records of children with RDs with GRT, and
examined the coloured retinal drawings, ultrawidefield photographs and/or surgical videos.
Results Out of 1536 medical records, 91 eyes of 87 children (5.6% of all RDs) were included. Mean age was 10.21 ± 3.08 years
with male:female ratio of 8.6:1. The most common aetiologies for GRTs were high myopia (28 cases—32.18%) and trauma (25
cases—28.73%). Bilateral RD were possibly present in 29/87 (33.3%) cases. Six months follow up data was available for 82/91
eyes. Overall retinal re-attachment was achieved in 52/82 (63.41%) eyes; in 33/82 (40.24%) eyes retinal attachment could be
achieved by a single surgery. Absence of proliferative vitreoretinopathy (PVR) (OR: 2.44, p-value:0.03, 95%CI: 1.21–5.08)
or PVR-A (OR: 3.62, p-value: 0.03, 95%CI: 1.52–12.26) and presence of preexisting posterior vitreous detachment (OR: 7.14,
p-value: 0.02, 95%CI: 1.31–38.73) were associated with successful retinal re-attachment after single surgery. Median time to
presentation of cases succeeding after 1 surgery was 10 days. Ambulatory vision (1/60 and better) at final followup could be
achieved in 45/82 (54.88%) eyes.
Conclusion GRT relatedRDs constitute a significant proportion of paediatric RDs. Anatomical success can currently be
achieved in a large number of cases. Early surgery, absence of PVR and presence of PVD are associated with higher surgical
success.

Introduction

Giant retinal tears (GRT) are defined as tears that extend
more than 90 degrees or 3 clock hours circumferentially [1].
GRT-related retinal detachment (RD) is an emergency
demanding prompt management. Delay in surgical inter-
vention can lead to accelerated proliferative vitreoretino-
pathy (PVR) and/or choroidal detachment jeopardizing
reattachment of the retina.

Most of the adult cases of GRT are idiopathic and have a
high male preponderance [2]. Other risk factors include

trauma, high myopia [3], Marfan’s syndrome [4], Stickler
syndrome, hereditary vitreoretinopathies [5], and acute ret-
inal necrosis [6]. Iatrogenic GRTs are also known to occur
following fishing for dislocated nucleus during complicated
cataract surgeries [7], large sclerotomies, foreign body
removal from the vitreous cavity, frequent exchange of
instruments during vitrectomy, jamming of instruments at
port site in cases of vitreous haemorrhage [8] and following
refractive surgeries [9]. Giant retinal dialysis (GRD) on the
other hand is pathognomonic of trauma unless proven
otherwise [10]. Other rare causes could be iatrogenic or
cases of bilateral inferotemporal dialysis of the young
(BIRDY) [11].

GRTs are usually classified on the basis of extent of the
break in degrees or clock hours and the orientation of flaps
as flat, rolled or inverted [12]. The incidence of proliferative
vitreoretinopathy (PVR) is higher in cases of GRT as a large
area of Retinal Pigment Epithelium is exposed to the
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vitreous cavity. Following the advent of perfluorocarbon
liquids (PFCL), the success rate of GRT surgeries has
increased tremendously [13]; nonetheless, paediatric GRT
related RDs pose a unique and challenging scenario [14].
Different reasons have been cited for poor prognosis of
paediatric RDs compared to adults [15, 16]. Most studies
have clubbed paediatric GRTs along with adult cases and
have studied both as a single cohort. No study yet has
elucidated the clinical and surgical profile of a large pae-
diatric cohort. A study by Mehdizadeh et al., divided cases
of GRT based on age (into less than or more than 30 years)
and found that younger age was a significant risk factor for
occurrence of GRT. However, this distinction is not a true
representation of the paediatric age group [17].

A previous study from our centre on surgical outcomes
of microincision vitrectomy surgery (MIVS) in GRT, has
shown that 53% of cases are of the paediatric age group.
The present study aims to detail the demographic profile,
common aetiologies, clinical features and surgical outcomes
of GRT related RDs in a larger paediatric population over a
5-year period [18].

Materials and methods

The study was conducted at tertiary eye centre in North
India. The study was approved by the Institutional Ethics
Board (IEB) and was done in accordance with the tenets of
the Declaration of Helsinki. In this retrospective study,
medical records of consecutive children aged 14 years and
below who underwent surgical management for rhegmato-
genous RD between January 2015 and December 2019
were reviewed, and those with GRT as a cause for RD were
included for the final analysis. A total of 1536 medical
records of children with detailed examination and surgical
findings, inclusive of Modified Amsler-Dubois scheme
based retinal charts which met the consensus of 2 authors
(R.C. and N.H.) were included. Cases with retinal tears less
than three clock hours, those with tractional, exudative
retinal detachment and combined RDs were excluded.

Data including demographic profile, intraocular pressure
(IOP), corrected for distance visual acuity (CDVA), anterior
segment and posterior examination was examined. We
extracted data on extent of RD, retinal breaks with location,
retinal lattice degenerations, status of PVR, presence of
posterior vitreous detachment (PVD) and choroidal
detachment (CD). Presence of myopia, hypotony, lens sta-
tus, and associated aetiology was also noted. Out of 1536
medical records, 91 eyes of 87 children met the final
screening criteria and were included for analysis.

PVR was graded as per Updated Retina Society Classi-
fication [19] system while traumatic RDs were identified as
per pre-existing criteria defining traumatic RD [20]. Patients

with a refractive error >−6 dioptres were considered as
having high myopia. Visual acuity was recorded using
Snellen’s visual acuity chart and converted to LogMAR
scale for statistical analysis. Children with more than
6 month follow up after the last surgery were considered for
the second part of the study (surgical outcomes). Surgical
details of every surgery including silicon oil removal were
analysed. Data were entered in Microsoft excel spreadsheet
and analysed using STATA Statistical Software, Version 12
(Statacorp, College Station, Texas, USA). Multivariate
logistic regression analyses were used to study risk factors
of retinal detachment and potential factors for retinal
attachment following single primary vitreo-retinal surgery.
P-value of less than 0.05 was considered significant.

Results

A total of 1536 medical records of children with rhegma-
togenous RDs over a 5-year period were reviewed, and 91
eyes of 87 children with GRT were included for final ana-
lysis (5.6% of all paediatric RDs). Demographic profile of
the sample is presented in Table 1. There was a high male
preponderance of 8.6:1 (78 boys and 9 girls). The median
time of presentation in cases of GRTs (n= 91) was 15 days
(1–365 days).

Table 1 Baseline characteristics.

Mean (SD) age 10.13 (3.12) years

Median (range) 10 (4 months-14 years) years

Male (%) 78 (89.66%)

Female (%) 9 (10.34%)

Right eye (%) 51 (49.45%)

Left eye (%) 52 (50.54%)

Mean IOP (SD) 11.30 (6.96) mmHg

Median IOP (range) 16.96 (2-42) mmHg

IOP > 25 mmHg (%) 19 eyes

IOP < 5 mmHg (%) 10 eyes

Corrected for distance Vvisual acuity 2.11 ± 0.41 logMAR

>6/24 2 eyes

<6/24–6/60 0 eyes

5/60–1/60 9 eyes

<1/60-counting fingers 4 eyes

Hand motions 42 eyes

Light perception 32 eyes

No light perception 2 eyes

Time of presentation

Within 1 week 29 eyes

1 week to 2 weeks 14 eyes

2 weeks to 1 month 29 eyes

More than 1 month 19 eyes
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The most common aetiologies were high myopia (28/87
—32.18%) and trauma (25/87—28.73%). Five cases had
high myopia as well as history of trauma. Two out of these
five had other signs of ocular trauma and were grouped
under traumatic aetiology, while the other three not having
evidence of ocular trauma were included under high myopia.
Iatrogenic causes included 2 cases of previous vitreoretinal
surgery, one case of buckling surgery with inadvertent globe
perforation and one case following removal of an iris cyst.
Out of four cases with concurrent bilateral disease, two were
high myopes, one had undergone bilateral cataract surgery
for congenital cataract and one was idiopathic (Table 2). In
cases of high myopia with GRT, the axial length of the
fellow eye was available for 11 out of 28 cases and the mean
was 28.18± 2.61 mm and the spherical equivalent of the
fellow eye was available for 18 out of 28 cases and it was
−11.72 ± 4.48 D. In cases of hereditary vitreo-retinopathy
(5/13) the mean axial length was 28.38± 2.15mm and
spherical equivalent of the fellow eye was −8.86 ± 4.99 D.

On evaluating the posterior segment, 83/91 (90.3%) eyes
had a total RD, 4 eyes had subtotal detachment (attached
retina less than 3 clock hours), 2 eyes had nasal detachment,
1 each temporal detachment and superior detachment. In 2
eyes, the macula was attached. Breaks were classified into
four groups according to their extent. The average extent of
breaks was 6.39 ± 3.05 clock hours, with 60 eyes having an
extent of less than 180°. Out of these, the break was found
in the temporal quadrant in 35 eyes (58.33%), nasal in 12
(20%), superior in 11 (18.33%) and inferior in 2 (3.33%)

eyes. Five eyes with GRTs had a radial rip. Thirteen eyes
had a choroidal detachment (CD) associated with the retinal
detachment (14.28%). 54 eyes (59.34%) had some form of
PVR of which 28 eyes (30.76%) had PVR C and above.
Extent of break, classification of PVR and orientation of the
flap were recorded (Table 3).

Sixteen children had some form of retinal detachment in
the fellow eye (Table 3). In four patients the retinal
detachment in both the eyes was visibly due to a GRT. Two

Table 2 Aetiology of cases.

Aetiology (n= 87)

Trauma 25 (28.73%)

Closed globe 20/25

Open globe 5/25

Corneal perforation 3/5

Scleral perforation 2/5

High myopia 28 (32.18%)

Hereditary vitreoretinopathy 11

Sticklers syndrome 5/11

FEVR 3/11

Marfan’s syndrome 2/11

Wagner syndrome 1/11

Post cataract surgery 9

Osteogenesis imperfecta 1

Spondyloepiphyseal dysplasia 1

Oculocutaneous albinism (history of trauma) 1

Megalophthalmos 1

Retinopathy of prematurity 1

Iatrogenic 4

Idiopathic 6 (6.9%)

Table 3 Clinical features of GRT related retinal detachments.

Anterior segment

Phakic (n= 73) Clear crystalline lens 43

Cataract 30

Lens subluxation (n= 5) Clear lens subluxation 3

Cataract subluxation 2

Aphakia 4

Posterior dislocated lens 3

Pseudophakia 14

ACIOL 1

Posterior segment

Extent of break (n= 91)

90–179 degrees 36 (39.56%)

180–269 degrees 33 (36.26%)

270–359 degrees 11 (12.08%)

360 degrees 11 (12.08%)

Grade of PVR (n= 91)

No PVR 37 (40.65%)

PVR-A 8 (8.79%)

PVR-B 19 (20.88%)

PVR C (less than one quadrant) 27 (29.67%)

FLAP (n= 91)

Flat 23 (25.25%)

Inverted 38 (41.76%)

Rolled 24(26.37%)

360 GRT with PVR C 6 (6.59%)

Fellow eye features n= 87

Vision less than 1/60 in fellow eye 23 (26.44%)

Atrophic bulbi 6

Phthisis bulbi 6

Artificial eye 1

Bilateral visible GRT 4

Visible peripheral vitreoretinal degenerations in the
fellow eye

25

White without pressure 16

Lattice degeneration 10

Retinal holes 4

Paving stone degeneration, cases with concurrent
bilateral disease

1
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of these children had concurrent bilateral GRT related RD
on the first presentation itself, one of them had WWOP
areas in the fellow eye that were not lasered and developed
GRT related RD after 3 years. The fourth child had GRT
related RD in one eye and an operculated hole in the fellow
eye at presentation. Although the hole was lasered, the
patient presented after 6 months with a GRT related RD in
the fellow eye (GRT in the quadrant opposite to the lasered
hole). Thirteen cases had either atrophic bulbi (6 eyes) or
phthisis bulbi (6 eyes) or had an artificial eye (1 eye). If we
presume that the loss in vision in these eyes was also sec-
ondary to a retinal detachment, then the incidence of
bilateral retinal detachment in our series is 33.3% (29/87).
This is a presumed figure. However, considering the young
age of our cohort it is highly likely that both eyes suffered a
similar pathology.

The peripheral retina of the fellow eyes of 13 children
could not be examined (phthisis bulbi, atrophic bulbi and
artificial eye). Out of the remaining children, 25 had some
lesion in the retinal periphery (Table 3). Prophylactic laser
treatment was done in 18 out of these 25 children. However,
the nature of treatment (extent and configuration) was not
uniform and was performed at the discretion of the treating
ophthalmologist.

Surgical data

Of the 91 eyes of 87 children with GRT, 6 eyes were
deemed inoperable on examination under anaesthesia and 3
children were lost to follow up and were excluded from this
analysis. Thus, finally a total of 82 eyes underwent surgery
and were followed up for more than 6 months after surgery.
The retina was attached in 33/82 eyes (40.24%) eyes fol-
lowing a single vitreo-retinal surgery. These eyes had suc-
cessfully undergone silicon oil removal. Further 19 eyes
were attached following more than one vitreo-retinal sur-
gery. BCVA improved from 2.13 ± 0.37 logMAR to 1.22 ±
1.88 logMAR (p-value-0) in the patients with attached
retina (52 eyes). The overall average number of vitreo-
retinal surgeries done was 1.57 ± 0.65.

Lens management

Twenty-seven patients underwent some form of lens
management. Ten eyes underwent lens aspiration with
PCIOL (posterior chamber intraocular lens) of which 8
eyes had cataract and 2 eyes had lens subluxation. Fourteen
eyes underwent pars plana lensectomy during the surgery
of which 3 eyes had intraoperative lens touch, 4 patients
had subluxated cataractous lens and rest 7 eyes had catar-
act. Three eyes underwent IOL explant of which 2 eyes
had de-centred PCIOL and one eye had intraoperative
IOL drop.

Intraoperative data

All children underwent primary vitreo-retinal surgery using
MIVS with or without encirclage (number 240 band) and
silicon oil endotamponade. An encirclage was placed in 28
eyes in the primary surgery itself and in 5 eyes, the
encirclage was put during the second vitreo-retinal surgery.
Triamcinolone assisted posterior vitreous detachment (PVD)
induction was done in 29/82 (35.36%) eyes whereas 53 eyes
had preexisting complete PVD. Internal limiting membrane
peeling at the posterior pole was done in 16 eyes during the
primary surgery and in 15 eyes during the second surgery.
PFCL was not used in 6 eyes. Of the remaining 76 eyes in
which PFCL was used, 61 eyes underwent direct PFCL-oil
exchange and 14 eyes underwent PFCL air exchange fol-
lowed by silicon oil injection. In one eye with extensive
PVR and inferior GRT, PFCL was kept as a short term
tamponade for 10 days followed by PFCL-oil exchange.

Postoperative data

Thirty-three eyes had undergone silicon oil removal and
were attached at final follow-up following the first surgery
whereas 49 developed a re-detachment. Forty children out
of this group of cases with re-detachment were taken up
again for a second vitreo-retinal surgery. Successful retinal
re-attachment was possible only in 17 (42.5%) of these
eyes. The retina of two more eyes could be attached after a
third vitreo-retinal surgery. Thus, in all retinal re-attachment
could be achieved in 52/82 (63.41%) eyes. (Table 4) At
6 months follow up silicon oil removal had been done for
40 out of the 52 eyes with attached retina.

The potential factors for retinal attachment following a
single surgery and risk factors for failure to achieve retinal

Table 4 Postoperative data.

Attached retina at last follow up (6 months) 52/82 (63.41%)

Attached retina after one surgery 33 (40.24%)

Attached retina after two surgeries 17

Attached retina after three surgeries 2

Attached retina with silicon oil still in situ at
6 months

12

Detached retina at final follow up (6 months) 30/82 (36.59%)

Raised IOP ( > 20mmhg) 5

Ambulatory vision at final follow up (1/60 and
better)

45/82 (54.88%)

Visual acuity of patients with attached retina at 6 months (n= 52)

>6/18 8

6/24–6/60 19

1/60–5/60 18

<1/60 5

PL, No PL 2
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re-attachment at 6 months of follow up were assessed
(Table 5). Absence of PVR (OR: 2.44, p-value: 0.033, 95%
CI:1.21–5.083), PVR-A (OR: 3.62, p-value: 0.029, 95%CI:
1.52–12.26) and presence of pre-existing PVD (OR: 7.14,
p-value:0.023, 95%CI: 1.31–38.73) favoured successful
reattachment following a single surgery. The median dura-
tion between onset of symptoms to surgery for cases that
required only one surgery for retinal attachment was
10 days and for those who underwent more than one sur-
gery was 18 days. This difference was also statistically
significant (p −0.026).

Only 360 degree GRT with PVR C or greater could be
considered as risk factor for failure to achieve retinal
attachment. (OR:4.32, p-value: 0.024, 95%CI: 1.11–7.53).

Complications

Intraoperative complications included subretinal PFCL in 5
patients, intraoperative choroidal detachment in 1 patient,

suprachoroidal cannulas in 1 patient and the need for
extensive retinectomy in 4 patients. Postoperative compli-
cations included hyperoleon in 21 patients, buckle infection
in one patient, secondary glaucoma in 8 patients, band
shaped keratopathy in 5 patients and postoperative
endophthalmitis in one patient. Out of the 8 patients with
glaucoma, 5 were controlled with medication, 2 patients
underwent diode laser cyclophotocoagulation (DLCP) and
in one patient Ahmed Glaucoma Valve was put. Of these 8
eyes, 2 eyes had uncontrolled IOP and developed total
glaucomatous cupping.

Discussion

The incidence of rhegmatogenous RD in the paediatric age
group is far less than that of adults (0.38–0.69 versus 12.4
cases per 100,000 population which makes only 0.5–8% of
all RDs) [21]. The percentage of GRT related RD among

Table 5 Multivariate analysis of
parameters for success following
a single vitreo-retinal surgery
and persistent detachment at
6 months.

Parameters assessed (n= 82) Successful retinal re-attachment after
first surgery odds ratio, P-value,
(95% CI)

Persisting retinal detachment at
6 months odds ratio, P-value,
(95% CI)

Closed globe trauma Ref* Ref

Open globe trauma 0.54, 0.76, (0.01–27.39) 1.63, 0.827, (0.02–132.38)

Myopia 5.21, 0.118, (0.65–41.33) 0.13, 0.103(0.12–1.49)

Post cataract surgery 0.74, 0.82, (0.05–10.77) 2.82, 0.46, (0.17–157.18)

Idiopathic 0.41, 0.6, 0.14–11.42 2.65, 0.6, (0.069–100.85)

One eyed status 3.2, 0.26, (0.42–24.22) 0.51, 0.405 (0.1– 2.47)

PVD induced Ref 1.012, 0.98, (0.17–6.04)

Preexisting PVD 7.14, 0.023, (1.31–38.73) Ref

Degree of GRT (180 or less) Ref Ref

Degree of GRT (more
than 180)

1.67, 0.48, (0.39–6.97) 3.78, 0.411, (0.16–90.59)

Degree of GRT (360) 1.5, 1.37, (0.25–8.98) 0.45, 0.189, (0.137–1.47)

Flap (flat) Ref Ref

Flap (rolled) 1.27, 0.82, (0.14–11.45) 0.08, 0.069, (0.005–1.22)

Flap (inverted) 0.24, 0.69, (−4.98–3.29) 2.16, 0.82, (0.34–13.6)

360 GRT with PVR C or
greater

3.31, 0.292, 0.35–30.75 4.32, 0.024,(1.11–7.53)

No PVR 2.44, 0.033, (1.21–5.083) Ref

PVR A 3.62, 0.029, (1.52–12.26) 0.15, 0.094, (0.017–1.373)

PVR B 3.31, 0.292, (0.35–30.75) 0.17, 0.263 (0.008–3.68)

PVR C or greater Ref 0.12, 0.095 (0.01–1.45)

Choroidal detachment 0.08, 0.06, (0.005–1.14) 3.87, 0.28, (0.32–46.4)

Use of encircling band 1.09, 0.91, (0.21–5.72) 1.22, 0.83, (0.19–7.55)

ILM peeling 5.43, 0.12, (0.64–45.59) 0.04, 0.06, (0.0019–1.25)

Lens management along with
RD surgery

1.43, 0.53, (0.46–4.47) 1.21, 0.75, (0.38–3.84)

*Ref reference.

Bold - Parameters that had statistically significant association with the outcome.
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paediatric RDs (5.6% in our study) was found comparable
to other studies (6.3–12.8%) [21–24]. The gender ratio was
similar to those of adult population [25]. The percentage of
GRT related RD in adults is much less at around 1.5% [26].
A high percentage of GRTs seen in the paediatric RDs in
our study could possibly be due to a referral bias. Ours is a
tertiary care referral institute with good access to an
experienced anaesthetic team and facilities for pre and post
anaesthesia care, which could have resulted in a larger
number of complex paediatric cases being referred to this
institution. Cases of adult GRT’s may be taken care of
elsewhere where surgery can be done under local anaes-
thesia. A previous study from our centre on surgical out-
comes of MIVS in GRT showed that 53% of cases of GRT
were of paediatric age groups.

Trauma and high myopia were the most common causes
of GRT in our study which differs from the adult population
(mostly idiopathic—54.8%) [25]. Only 6 of our cases were
idiopathic with other cases having some form of systemic or
ocular association. This data suggests the need for thorough
systemic and ocular examination in the paediatric age
group. Incidence of trauma in our study (28.73%) was
similar to those reported previously (16.2–35.3%) [18, 27].
Similarly, high myopia (32.18%) was also within the range
of previous studies (24–35.3%) [17, 18, 25, 28].

Pre-operative visual acuity was found to be counting
fingers or less due to early macular involvement and rapid
progression to a total RD in most of these cases. Intraocular
pressure can be low in RDs and lower still in giant breaks
due to the large break providing an alternate pathway for
aqueous drainage leading to hypotony and choroidal
detachment [27]. However, in our series there were 19 eyes
(20.65%) that had raised intraocular pressure which could
be due to the trabecular meshwork insult following trauma
or severe inflammation that may occur in children.

The time at presentation with GRT was 15 days, which
was similar when compared to the normal distribution
(13.5–20 days) [18, 25]. Interestingly, even though children
with GRT presented within 15 days, 33% of them had lost
vision in the fellow eye previously. In all probability, this
could be due to a RD going unnoticed in those eyes.

The incidence of bilateral RD (if we attribute the cause of
loss of vision in the fellow atrophic/phthisical eyes to RD as
hypothesized above) in our series is 33%. This is more than
that in the adult population (16.1%) [29]. Loss of vision in
one eye in children goes unrecognized or is not reported due
to fear or anxiety. Only when a subsequent loss of vision in
the only seeing eye incapacitates their daily functioning that
an eye problem is acknowledged by their parents or teachers
and medical attention is sought. A previous study has also
shown that the incidence of bilateral GRT was high (14%)
as well as the presence of a break in the fellow eye was 36%
[30]. In our study, most patients with peripheral treatable

lesions in the fellow eyes underwent prophylactic laser.
However, the number of such eyes in our study and the
follow up period is small to determine the utility of these
interventions. Laser retinopexy and cryopexy in the fellow
eye have been suggested in literature but there is no con-
sensus regarding the benefit of fellow eye prophylaxis [31].
A meta analysis on fellow eye intervention by Ang G S et al
did not find any strong evidence to support or refute pro-
phylactic treatment [32]. However, a recent retrospective
study by Verhoekx et al. have found significantly lower
rates of retinal detachment in the fellow eye of idiopathic
GRT’s who underwent 360° prophylactic laser [33].

Most cases in our study had a total RD with macular
involvement. This highlights rapid progression of RD in
cases of GRT. This is in contrast to the study by Rodriguez
et al. in the adult population where 35% GRTs had macula
on RD [28]. The extent of GRT and location of break were
similar to other studies and we similarly observed that the
extent of break did not affect the final outcome [28]. Still,
PVR is known to be severe as breaks get larger, ultimately
affecting retinal reattachment.

30 eyes (29.1%) had significant PVR (PVR C or worse)
which was significantly higher compared to the adult
population. The British Giant Retinal Tear Epidemiology
Eye Study (BGEES) [25] have found only 11.3% of their
study population to have significant PVR. PVR depends on
a lot of factors like age of the patient, time of presentation,
aetiology, other ocular inflammatory disease, presence of
choroidal detachment or vitreous haemorrhage, extent and
site of the break [34]. It is known that children have greater
risk of severe PVR [35]. Thus perhaps the paediatric age
group in our cases itself contributed to the higher incidence
of PVR. GRTs are also a risk factor for hypotony and CD.
In our study 11 (10.6%) children had an associated chor-
oidal detachment. There are no studies in the literature that
have recorded the incidence of CD in GRTs. In a study by
Azad et al. [36], 4% of all rhegmatogenous RDs had an
associated CD. Higher incidence of CD in GRT related RDs
may also be responsible for greater PVR in such cases.

Retinal reattachment was achieved in around 63.4% and
ambulatory vision (1/60 and better) was achieved in 54.8%
of eyes which is similar (68% and 58%) to a clinical trial
done by Scott et al. [37] which included 34 eyes with GRT
(age less than 16 years). However, these percentages are
low when compared to results seen in the adult population
[27, 28]. Secondary glaucoma was the most common
postoperative complication and two eyes developed near
total cupping despite maximal medications and surgery.

To conclude, GRT associated RDs constitute a sig-
nificant proportion of paediatric detachments. High myopia
& trauma are the most common risk factors for giant tears in
children. A significant number of cases may also have other
associated ocular or systemic disorders. About one-third of
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children may develop retinal detachment in both eyes.
Delay in availing treatment for the first eye leads to irre-
versible loss of vision in this eye. There is lack of consensus
regarding prophylactic treatment of the fellow eye. Early
diagnosis and surgery within 10 days of symptoms, lack of
PVR and presence of PVD improve chances of retinal re-
attachment.

Summary

What was known before

● Most studies on giant retinal tears have been either done
in adults or have clubbed paediatric GRTs with adults.

● Surgical outcomes are becoming better with the advent
of MIVS, widefield view system during surgery and
perfluorocarbons.

What this study adds

● Paediatric GRTs are different than adult GRTs in terms
of aetiology, clinical features and surgical outcomes.

● Surgical success and functional outcomes is lower
compared to those of adult GRTs.
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