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e 1942- Terry fi as ‘ retrolental
fibroplasia’ in 6 month premature infant

e 1951- Heath suggested term “Retinopathy of
JEINE A

Am J Ophthalmol 1942; 25:203-204



* Nearly di
between 16
when oxygen use
severely restricted.

e But now, has returned,
secondary to improved
neonatal practice of
VLBW infants.

e Est. 400 infants blinded
each yr; 4300 with
serious retinal scars.
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v
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Survival of low birth weight babies

Birth weight of babies blind from ROP
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Incidence: number of cases’
number of noew babies/ year
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Retinal vascu
starts at optic ne
at 16 weeks gestation

Proceed outward to the
periphery

Vascularization is almost
complete by term



* Primitive en ndle cells”)
from cords that canulize into capillaries and
further differentiate into arterioles and

venules.
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Int

— /one

— Stage

— Extent

— Presence or absence of plus disease
* ICROP revisited (2005)

— APROP

— Pre plus

Committee for the classification of retinopathy of prematurity
An international classification of retinopathy of prematurity
Arch ophthalmology 1984 102: 1130-1134



* Zone |: inner zone,
radius is twice the
distance from the disc Zone Il
to macula.

e Zone ll: concentric circle
tangential to the nasal

Macular

ora serrata center

Optic nerve

* Zone lll: remaining
temporal crescent



ROP stages

Description

Demarcation ling

Awagcular reting

Severs
exiraretinal
fibravaseular
prediferatian

Vascularized retina

Isolated neovascular tufts

*Detached retina



Pos

Plus diseas -

stage 3 ROP
A
normal retina
e '\ Plus
\ disease

Presence of dil
tortuous vessels of t
posterior pole present in
two or more quadrants

Preplus disease:

Abnormal vasculature
dilation and tortuosity that f
is insufficient for diagnosis ~ *** ' stage 2
of plus disease present in

two or more quadrants




Dif

the stag

junction bet

vascularised anc
avascular retina with
Subtle neovascularization

Occursin zone | or zone |l

Arch Ophthalmol 2005; 123 (9): 991-999



ORA SERRATA

8+ cumulative 8+ contiguous
clock~hour sectors clock-hour sectors




— Stage 3 wi

— Stage 3 with plus disease in zone 2 but with fewer
clock hours of stage 3 than required to meet
threshold



retinal Di

— The aim of screenin entify those infants
who have reached or have potential to reach
vision threatening ROP



Ge
Birth
Exposed

Infants <1200g 4-30 wks are at
high risk of ROP at an early age and aggressive
forms (RUSH Disease)




Multipl
Multiple birt
Apnoeic episodes

Intraventricular haemorrhage



* Scree
after birt

* For high risk in at birth or
<1200gms BW) earlier examination at 3 weeks

* Delaying the timing of first screening- T
seeing advanced disease, sp. APROP eyes




Tro - 2-3
Insti
pheny
ratiotom

Cyclopentolate

also be used

10% phenylephrerine oratropine is inadvisable X

One should always remember that errors in
dilution of dilating drops can prove fatal for the

baby



— Clinic of op

* Babies critically ill- NICU under guidance of
neonatologist, monitored with pulse oxymeter



Exami
sedati
— Pediatri
— Condensin
— Wire vectis/ pedi
— Irrigating fluid

ST
— Cotton-buds

* Anterior segment first examine by condensing
lens- Cornea, iris, pupil and lens to look for any

media opacity, tunica vasculosa lentis, and iris
new vessels




e Poste retinal

vessels
* Any evide
avascularity is ru

e Zone ll- by using little movement of the head

sideways
* First nasal periphery should be examined till ora serrata

* Any evidence of immaturity or ROP in nasal retina-
qualify disease in zone |l

r loop, retinal



* Co
with
qualify

* Findings mu ed according
to ICROP recommendations

» Zone I-lll, stage |-V, extent of clock hours, with or
without plus



1.Mature retina* Follow-up 3month — 1 year
2. Immature retina# Follow-up 2 weekly

3. Immature Zone | retina Follow-up 1 weekly

4. AP-ROP Treat urgently

5. Low risk Prethreshold ROP Follow-up 3-7 days

6. Threshold ROP Early treatment with in 48-72hrs

7. ROP stage 4 or 5 (retinal detachment) surgical treatment

*Defined as retinal vessels seen up to nasal ora serrata. # retinal vessels are not seen upto

Nasal ora serrata

* In case of doubt about the retinal findings (especially beginners) it is good idea to see the
baby again in 1-2 weeks, at least till child is 38-40 weeks old.
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Arch Ophthalmol2003,121; 1684-1696



ne lll and
ew vessels and no

No treatm
those in Zone Il wi
plus follow closely

Failures of treatment are highest in smallest
baby group and hence such eyes need
vigorous and early treatment



— 532 gree

Use of topical anesthetic agent _‘_m

NICU/OR- suction, resuscitation and intubation- rare
event of apnoea/cardiac arrest

Stand by neonatologist or anesthesiologist is desirable.




Esse ridge

Do not leav ar posterior

ridge of avascu

Zone | disease/ APROP — 3000-4000 spots

Prethreshold/threshold zone Il with non APROP- 1000-
2000 spots

In case of inadequate treatment or poor response laser
can be repeated safely at short intervals of 1-3 days






CRYO ROP

* Cryo group 21% adv e
e Control group 43% adverse out come

ETROP (controi ciin Trials 2004 jun;25(3):311-25)

LI G HT RO P (J Pediatr Ophthalmol Strabismus. 1999 Sep-Oct;36(5):257-63.)

* light reduction does not reduce the incidence of
confirmed ROP in high risk infants.



urations of 96% to
prethreshold ROP but also
mber of infants requiring peripheral

99% did not cause a
did not significantly reduce
ablative surgery

 HOPE ROP (Pediatrics. 2002 Sep;110(3):540-4)

— Spo2 value as prognostic indicator
* HOPE ROP group =94% Spo2
* STOP ROP group £94% Spo2

— Infant's SpO2 value at the time of prethreshold diagnosis is a
prognostic indicator for which infants may progress to severe ROP



seful adjunct to

conventional be ophthalmoscopy

* BEAT ROP (N Engls med. 2011 Feb 17:364(7):603-15)

— Intravitreal bevacizumab monotherapy for zone | or zone Il posterior
stage 3+

— Showed a significant benefit for zone | but not zone Il disease.
Development of peripheral retinal vessels continued after treatment
with intravitreal bevacizumab, but conventional laser therapy led to
permanent destruction of the peripheral retina.



Suc ton
team

Pediatri
identify ne
ophthalmologis

Ophthalmologist should respond promptly to
requests for screening, take responsibility of
counseling, follow-up.

— Keep primary physician updated about the case

NICU Nurses should be educated about oxygen
monitoring

ined to



* Babies treated successfully for ROP need
periodic refraction, extensive vision training
and vision rehabilitation (low vision aids)

* Vision training is an essential part of any good
ROP treatment program






