Volume - 13 | Issue - 07 | July - 2023 | PRINT ISSN No. 2249 - 555X | DOI : 10.36106/ijar

( Original Research Paper )

Ophthalmology )

RISK FACTORS OF MACULAR HOLE FORMATION

Dr. Jitendra M.S. Ophthalmology, Professor and Head of the Department, Department of

Kumar Ophthalmology, M.L.B. Medical College, Jhansi (U.P.)

Dr. Ruby Bala Junior Resident, Department of Ophthalmology, M.L.B. Medical College, Jhansi (U.P.)

Dr. Nistha Singh  Junior Resident, Department of Ophthalmology, M.L.B. Medical College, Jhansi (U.P.)
ABSTRACT ) Purpose-To study the risk factors of macular hole. Method-This was a retrospective observational study that involved 80

eyes of 40 patients with complaining of diminution of central vision. Complete ophthalmic examination was done in
diffuse light followed by indirect ophthalmoscopic examination. Results- A total of 40 patients were examined out of which 23 (57.5%) were
female and 17(42.5%) were male .Maximum number of patients were in the age group of 60-70 years 14(35%), followed by age group of 50-60
years 12(30%),followed by age group of 70-80 years 08(20%) and least number of patients were present in 40-50 year 06(15%). Most common
risk factor was the females 23(57.5%) out of which post menopausal females were at more risk. 2nd most common risk factor was the diabetes
mellitus 10(25%) in which diabetic males 06(15%) were at more risk as compare to the diabetic females 04(10%). Myopia was the 3rd common
risk factor 09(22.5%) in which female was at more risk 05(12.5%) as compare to male 04(10%). Trauma was the least common risk factor
04(10%) out of which males were more prone as compare to the females.
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INTRODUCTION- 1. Patients with ocular systemic diseases that could affect the
Macular hole (MH) is a vitreoretinal interface disease characterized by 2. Patients with other retinal disorders.

a partial or full-thickness neurosensory retinal defect in the center of 3. Patients with recent intraocular surgery.

the macula. The diagnosis and treatment plan has been dramatically 4. Patients with the history of trauma.

changed in the last two decades. A new classification system based on
morphology and vitreoretinal interface pathology has convincingly
revealed the pathways related to the formation of a macular hole.[1]
The diagnosis and follow-up after treatment, clinically as well as by
optical coherence tomography (OCT), has become definitive
nowadays.[2] Due to central foveal involvement, metamorphopsia and
visual deprivation are the common presenting symptoms that may be
reversible after successful anatomical closure following surgery.
A macular hole is mostly idiopathic or related to vitreomacular traction
syndrome. The macular hole may be associated with various forms of
macular pathology including: After laser treatment[3],Intraocular
surgical intervention[4], Epiretinal membrane, Polypoidal choroidal
vasculopathy (PCV)[5], Hypertensive retinopathy (HTNR), Diabetic
retinopathy (DR), Vitelliform dystrophy[6], Ruptured retinal arterial
macroaneurysm (RAM)[7].

Other rare associations are: Central retinal artery occlusion
(CRAO)[8],Retinitis pigmentosa(RP)[9],Alport syndrome [10],
Valsalvaretinopathy[11],Stargardt disease[12],Syphilis.

Apart from this, ocular pathology, which may predispose the eye to
develop a macular hole, is myopia with or without posterior
staphyloma.[13] Retinal detachment from the macular hole is not very
uncommon, and in these cases, different techniques of hole closure are
now being tried.[13][14] Trauma is another important cause,
specifically in the young age group.[15] A traumatic macular hole may
close spontaneously and, if not, may require surgery.[16] If it is not
associated with any other predisposing condition, it is called a primary
macular hole. Those associated with predisposing conditions
designated as secondary macular holes.

MATERIALAND METHOD

This was a retrospective study that involve 80 eyes of 40 patients of
macular hole complaining of metamorphopsia and central visual
deprivation . Patients were recruited from the OPD of MLB Medical
College Jhansi, Uttar Pradesh and followed from 1" April 2022 to31st
December 2022 . It was performed under the Helsinki Declaration of
1975, asrevised in 2000.The necessary from the Ethical and Research
Committee was obtained for the study.

Inclusion Criteria

All patients who presented to the OPD of MLB Medical College Jhansi
with the complaint of metamorphopsia and central visual deprivation
were included.

Exclusion Criteria

All patients were subjected to a detailed history taking, refraction
using Topcon Autorefractometer and best corrected visual acuity (VA)
measurement. All patients had complete ophthalmic examination
including Biomicroscopic slit lamp examination, Fundus examination
with 90D lens and Fundus photography and Spectral Domain Optical
Coherence Tomography.

RESULT
A total of 80 eyes of 40 patients were studied. We included eyes with
complain of metamorphopsia and central visual deprivation were
included.

Table- Age distribution and risk factor distribution among 40
patients of macular hole.
Total Idiopathic Diabetic Mellitus High Myopia Trauma

YEARS FEM [MAL|FEM|MAL |[FEM |[MAL FEMA|MAL
ALE |E ALE|E ALE |E LE E
40-50 |06 |01 |00 |00 |00 01 02 100 02
51-60 |12 |04 |01 |01 |01 02 01 01 01
61-70 |14 |05 |02 |02 |03 01 01 00 00
71-80 |08 |03 |01 |01 |02 01 00 00 00
Total |40 |13 |04 |04 |06 05 04 |01 03

Image: Showing Full Thickness Macular Hole Of Left Eye In 68
Years Old Female.

DISCUSSION-
Stage 1 MH:
It can be observed as chances of spontaneous resolution is near 50%.
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Surgical intervention has a negligible role in prevention in macular
hole formation and it has its own complications whereas it has a high
anatomical success rate if done in stage 2. In the case of significantly
reduced visual acuity, the patient is symptomatic in stage 1 and persists
foralong duration, surgery is usually advised.

Stage2/3 MH:

Spontaneous closure of FTMH may take place in 4 to 11.5% of
cases.[17] Usually, local anesthesia is preferred for surgery unless
contraindicated otherwise. Pars-plana vitrectomy (PPV) is the
mainstay of surgery following which the subsequent steps are
performed. A standard 20/23/25/27-gauge core vitrectomy is
performed initially. The posterior cortical vitreous is separated from
the optic disc by using suction mode disabling cutter or by an extrusion
cannula or bent needle which is a very important step. As posterior
cortical vitreous is seen only after elevating it from the underlying
retina triamcinolone acetonide assistance may be needed.
Ocriplasmin, a serine protease, can also be used to separate
vitreoretinal adhesion or to induce posterior vitreous detachment
(PVD).[18] Induction and completion of PVD either surgically or by
the pharmacologic agent are mandatory to remove all vitreoretinal
interactions which can complicate the postoperative outcomes. After
completing the vitrectomy of the cortical vitreous up to the equator, the
peripheral vitreous is trimmed. The majority of MH cases no longer
have any vertical vitreomacular traction because the posterior cortical
vitreous is already separated from the macula. Specifically, vitreous
around the ports should be removed meticulously to prevent traction
from the insertion of the instruments and resulting retinal break or
dialysis. Peeling of the internal liming membrane (ILM) is an
important step, which has improved the rates of closure of macular
holes.[19]

However, the induction of PVD remains the most crucial step in the
management of stage 2 or 3 macular holes. Only pharmacologic
separation of vitreous from the retina by ocriplasmin intravitreal
injection in a dose of 0.125 mg in 0.1 ml, is another way of treatment
for a macular hole with a success rate of 40.6 - 67%.[20][21] Phakic
eyes of less than 65-year-old patients with no ocular comorbidity, less
than 250-micron diameter holes, vitreomacular adhesion of less than
1500 micron are most suitable for pharmacologic vitreolysis.[22]

Stage 4 MH:
Apart from the induction of PVD all the steps are the same because in
stage 4 MH PVD has already taken place.

RESULTS-

Most common risk factor for macular hole formation is female itself of
age group of 60-70 years followed by age group of 50-60 years,
followed by age group of 70-80 years, least common by age group of
40-50 years. In male diabetes mellitus and trauma was the most
common risk factor for macular hole formation . High Myopia was also
associated with macular hole formation in male and female both.
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