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What we will cover

* How the Diabetic Eye Screening Programme (DESP) works

» Stages/ Classification of Diabetic Retinopathy

* How to treat Retinopathy and Maculopathy

* When to involve Ophthalmology in GLP2-RA and HCL treatment.

* Key points in NICE Guidance- Treatment and Monitoring of
Diabetic Retinopathy and Maculopathy




Risk of blindness

Open Access Research

BM) Open A comparison of the causes
of blindness certifications in England
and Wales in working age adults
(16-64 years), 1999-2000 with 2009-2010

A Diabetic Retinopathy no longer the leading cause of
blindness in the working age population

A Contributing factors- National Diabetic eye screening
service and improved glycaemic control

A still a significant cause of visual impairmesgpecially

post COVID19.

Gerald Liew,"? Michel Michaelides,'* Catey Bunce®
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Diabetic Retinopathy Stages . .

L
A Progressive Retinal condition from0» R1> R2» > R3 (S)
A Only symptomatic in late stagesnore difficult to treat. A
A Retinopathy only detected by systematic photographic screening/ slit \‘ .
lamp examination 2
A Maculopathy (M1) can occur at any stage with minimal symptoms initia
A Why screening so important

M1 Macular exudates

\» IR2 Vi 4B vanced
N ¢ © - R3A
[ = / “ ‘;-_. 2 o
- . i
4 I i T
Multiple haem, Vitreous
M /& VB, IRMA Haemorrhage

RX mild NPDR R2mod-severe NPDR R3 A proliferative DR R3 A vitreous haem
— asym ptomatic — Sym ptomatic

With blurred vision



How Eye Screening Works?

Screening Programme

Public Health
England
REGISTER

Routine Digital Screening (RDS)

OFF-REGISTER

Refused
demographic
transfer but
known to
DESP

Suspended
Digital Surveillance
(DS)
SLB Surveillance
(SLBS)

Medically unfit

Terminally ill -
Bed bound/ Your guide to

Housebound diabetic eye

Unable to benefit from screening
treatment
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Those eligible for screening ~ ressaeecinie

e Urgent Retinopathy

i Typelor2 T 2>y requiring Treatment (R3A)
diabetes '
u 12 years
U Registered with
aGP

DESP team R3a/ R2H / DESP

Hospital -
Invited for = P Pt requiring
screening 12 ye more

yearly to Service R2L/R1M1 frequent
community site Surveillance monitoring
Pathway -pregnancy
(OCT, more @ oo R1IM1

R2LM1




R1 — example — at least 1 microaneurysm




R2 example — MBH, Venous Beading & IRMA- signs
of ischaemia (R2L & H: 4:2:1 rule)

Severe R2/ R2H changes have 50% ri 3A (PDR) within 1 year



R3A example- Proliferative DR

Features:
1.  New Vessel formation
2. Elsewhere (NVE) or on the
Disc (NVD)
3.  Vision often normal
4.  Can be subtle to spot

5.  High riskcharacterisitcs
Increased risk of sight loss




Chronic hyperglycaemia initiates a number
of inter-related pathways that lead to Diabetic Retinopathy/
Maculopathy

Inflammation
yAGES
y ROS
y ICAM
PKC activation
y Nitric oxide
y Polyols
y Eicosanoids

AGES = advanced glycation epdoducts; ICAM =
intercellular adhesion molecule; PKC = protein kinase C; ROS
= reactive oxygen species.

Boyer DS, et alTher Adv Endocrinol Met&tD13;4(6):154169.



Summary of Retinopathy Grades

RO No retinopathy Stay in DESP (2 yearly screening)
R1 Mild Non-proliferativeretinopathy Stay in DESP (yearly screening)

R2 (Low risk) Mod Non proliferative Stay in DESP Surveillance-{@ monthly)
R2 (High risk) Severe Norproliferative retinopathy  Stay in Hospital clinics for monitoring-@monthly)

Stable treated Proliferative retinopathy Discharge back to DESP Screening

Referable MaculopathyCan occur at Refer to Hospital for treatment or OCT surveillance
any stage clinic in DESP depending on severityd2nonths)

UnassessabléSLB) Slit lamp clinic/ cataract surgery




NICE Guidance (Aug 2024)

Non-proliferative diabetic retinopathy (NPDR)
Monitoring (R2)

No Evidence for active
treatment of R2:

Person with NPDR, not currently treated and not previously treated If pregnant, see the section A PANORAMA stu dy
on retinal assessment during
pregnancy in NICE’s quideline A Protocol W
on diabetes in pregnancy

Very severe Moderate NPDR:
or severe NPDR:
monitor progression
monitor progression consider seeing the
consider seeing the person every 6 to 12
person every 3 to 6 months
months

Wells JA, Glassman AR, Ayala AR, et al. Aflibercept, bevacizumab, or ranibizumab for diabetic paemiartwo-year results from a comparative effectiveness randomized clinical @ighthalmology 2016;123(6):13511359.
Maturi RK, Glassman ARpsicK, et al. Effect ointravitreousanti-vascular endothelial growth factor vs sham treatment for prevention of vidloeatening complications of diabetic retinmthy: The Protocol W Randomized Clinical TGAMA

Ophthalmol 2021;139(7):76212.



Treatment of Proliferative Diabetic
Retinopathy (R3A)

Anti-VEGF injections



NICE Guidance (Aug 2024)

PRP laser

— — _ A Reduces the 5 year risk of
iscuss benefits and potential side effects of: .
« panretinal photocoagulation bllndness by 90%

« anti-VEGFs

¢ noreamentfobsemvation! Start on thesame day if high risk

Tell the person:

» what proliferative diabetic retinopathy is, and whether they have high-risk characteristics (see definition, I I
page 9 R3A omwithin 4-6 weeks

R Fire e 1 T FEe TR e A Complete PRP laser within 4
weeks of starting

day for people with high-risk with PDR macula-threatening CO nSIdeI‘

characteristics or difficulty retinal detachment?

attending appointments . VltreCtOmy SU rgery

Offer vitrectomy

el Everyone, use L) Panretinal Non-macula-involving A - -
following timeframes: and non-macula- Non-clearing vitreous In advanced CaseS eSpeCIa”y Wltl’

: hotocoagulation ) :
« start panretinal threatening retinal haemorrhage?

photocoagulation within %,(;ﬁg:e 9) detachment despite Vltreous haemorrhage (VH) 0]

b Lt and PDR inactive? complete panretinal Consider vitrectomy.

N photocoaguation and: || Perform it within 3 tractional detachment.

» active PDR or ;
it months of offerin
within 4 weeks, start « recurring vitreous g

iotf‘f"g:i:g‘ D haemorrhages related CO ns | d er Ant'i\/EG F

to active PDR or

+ complete within 4 weeks : i - = .
of starting it vitreomacular traction? InjeCtIOFIS

ki A As a temporary measure in those
with VH or cataract

e rema| Offer PRP laser when first diagnose [ s

NG242 Diabetic retinopathy: Visual summary 13/08/2024 (nice.org.uk)



https://www.nice.org.uk/guidance/ng242/resources/visual-summary-diabetic-retinopathy-management-and-monitoring-pdf-13490816941

What does PRP laser treatment involve?

* Outpatient procedure
* Drops to numb the eye, Lens to stop blinking
* Laser machine like a camera on a slit lamp with bright

Laser scars

light e
e ot s
* Takes1g5-20 minutes per eye )
A PROS 5

* Effective, long term treatment
* Reduces risk of severe visual loss in long term |
* No risk of infection PR A

b ®, fan
< i ] U

* Bright flash sensation/twinge sensation/ some discomfort
during laser

* May need to complete over several sessions

 Can cause restriction in peripheral field/ reduced night
vision/ worsen maculopathy

* May have headache, visual disturbance for 1-3 days
following procedure

Photocoagulation treatment for proliferative retinopathy: report 2. Ophthalmology. 1978; 84:88



Advanced/ High risk Proliferative DR3A Often too
late for PRR/often need Vitrectomy surgery

o |f left untreated, high
risk of visual loss due
to bleeding, fibrosis
and development of a
tractional detachment.




2. Vitrectomy SurgeryFor Advanced Retinopathy

with traction/ vitreous haemorrhage

Example of 21 yr old, with type 1 diabetes since age 2, had floaters and reduced vision.
Didn’t see any doctors over COVID-1g.

Very poor control- Had dramatic worsening of retinopathy with bleeding/ fibrosis and traction

Required Vitrectomy surgery.




Once treated - R3(S) Stable treated proliferative
Retinopathy- with PRP scars- back to DESP

.



3. AnttVEGF Injections for RC%/ProIiferativgLAR

Retinopathy?

* Maturi RK et alDRCRneProtocol W. JAMMphthalmol2021; 139 (7): 7<¥iL2. Brown D et al.

We know that Anti-VEGF injections reduce
retinopathy progression (protocol W/ PANORAMA
studies®)

Protocol S (USA) and Clarity Studies (UK) looked at
injections for Proliferative Retinopathy

These Anti-VEGF injections reduce new vessel growth
and potentially can preserve field of vision (in short
term) and can reduce the need for surgery.

Huge Cost burden/ treatment burden- regular
treatments- ongoing with risk of infections

Worse outcome in anti-VEGF group in those that were
lost to follow up

Only approved by NICE in cases of vitreous haemorrhage or
cataract awaiting surgery

PANORAMA study results. JAMZphthalmol2021; 139 (9):94855

ITY

Clinical efficacy of intravitreal aflibercept versus panretinal
photocoagulation for best corrected visual acuity in patients
with proliferative diabetic retinopathy at 52 weeks
(CLARITY): a multicentre, single-blinded, randomised,
controlled, phase 2b, non-inferiority trial

Protocol S

Randomized Controlled Trial > JAMA. 2015 Nov 24;314(20):2137-2146.

doi: 10.1001/jama.2015.15217.

Panretinal Photocoagulation vs Intravitreous
Ranibizumab for Proliferative Diabetic Retinopathy:
A Randomized Clinical Trial

Writing Committee for the Diabetic Retinopathy Clinical Research Network; Jeffrey G Gross !, Adam
2n > i B - i - e

Outcomes of Eyes Lost to Follow-up with
Proliferative Diabetic Retinopathy That
Received Panretinal Photocoagulation versus
Intravitreal Anti—Vascular Endothelial Growth
Factor

AD, Samir N. Patel, MD, Joshua H. Uhr, MD, Durga Borkar, MD,
man, MD, Carl D. Regillo, MDD, Joseph 1. Maguire, MD,



What about M1referable maculopathy?
(huge variation)

Single exudate Stay in
screening surveillance



1. Observation
Systemic Control
HbAlc / BP/
cholesterol

NICE Guidance

Clinically significant macular oedema (CSMO) .. 2. 'l\gzg;”ar
Management (1 of 3)

Person with CSMO (see definitions, page 9)

Discuss: . e 3 Antl 'VEG F

« anti-VEGFs = . .

« macular laser treatment Injectlons
« steroid treatment

« observation

Tell the person if their DMO is centre-invaolving
or not, and which treatment is likely to work
best for them

Centre-involving macular | | Centre-involving macular Non-centre

oedema and visual oedema and good vision involving CSMO
impairment (see page 6) (see page 7) (see page 7)



Treatment of Diabetic Maculopathy

i l

~
Non-Centre involving
J

OCT scanning



Non-Centre
iInvolving

Macular laser

POST
LASER

jameters: 1, 3, 6 mm ETDRS

%
2

A Non-painful

A Straight-
forward
treatment

A Safe in
pregancny

Treatmenttechniquesand clinicalguidelinesfor photocoagulationof diabetic macularedema EarlyTreatmentDiabeticRetinopathyStudy ReportNumber2. Early TreatmentDiabetic
RetinopathyStudyResearclGroup Ophthalmology1987 94(7): 76774



4 I

Centreiinvolving
- J

Retinal thickening and oedema on OCT

1) Observation 3) Steroid implants
2) Anti-VEGF agents 4) Vitrectomy surgery

—_

|
)

, fiercept) njecton
¢ Forlntravitreal Injection




4 )
Centreinvolving with good vision

- 4

* |s it better than 6/7.5? Protocol V study

At least one eye meeting all of the following criteria:
» Central-involved DME on OCT (Cirrus/Spectralis only)*
* VA letter score 20/25 or better*
* No or minimal** prior treatment for DME

Observation +

deferred anti-VEGF

Primary outcome: Proportion of eyes that have lost
25 letters of VA at 2 years

 Aflibercept: 16%, Laser 17%, Observation 19%
* No difference between the groups at 2 years (p=0.79)

1. Observation
Systemic Control
HbAlc / BP/
cholesterol

OBSERVATION
recommended if
vision good and
only add in
AntiVEGRwvhen
required

Baker CW, Glassman AR, Beaulieu WT ddRICRneProtocol V. JAMA Apr 2019; 321 (19): 18804



~

Centreinvolving with impaired visio '?‘nr!g C}{ESSF
\ J
gﬂig/e;cneq:gt Ranibizumab g;?éug;?er?yab Faricimabis a bispecific antibody
gj ir(;]sgi’milar concerns) against Ang2 and VEGF (6mg)

<>

Ranibizumab
(Fab)

Fc

Aflibercept
(VEGF-trap)

A 1stline treatment for central Diabetic Macular Oedema

A Monoclonal antibody or recombinant fusion protein injections given monthly for the first few mont6sj3
A Then start to extend intervals depending on response.

A Given as an outpatient and well tolerated

A 1:1500 risk of severe infection causing blindness

A High burden of injections (usually 9 in first year).

A Faricimab& 8mg Aflibercept have a longer durability (fewer injectiordpy last up to 12 weeks

A Can stop treatment once oedema resolves and monitor eve3yn2onths



Highly effective Treatment: 71 yr old African male with DMO treated
with 6 x injections of Aflibercept (Eylea), VA improved from 6/18- 6/7.5

Examination: 26/03/2020
Average Thickness [um] Retina Thickness [um]

Marker

S36 ym A

Central Min

334 um
Central Max [Sg=2Aq.

588 ym

Reference: 21/09/2020

Central Min

203 ym

Central Max

CMT- 513 to 243 microns
Will also improve retinopathy levels (2 step ETDRS levels)



50 yr old African female with DMO treated with 3 x injections of
Faricimab(Vabysmaq, VA improved 6/1&/9.5

Average Thickness [pm] Retina Thickness [pm]
Marker

513 ym
Center
422 ym

Vol [mm?]

Central Min
318 ym
Central Max

544 um

12/12/2022, 0S
IR&OCT 30° ART EDI [HS] ART(10) Q: 29 HEIDELBEIG

P R E enGinEennG
PRE

Reference: 10/03/2023
Average Thickness [um] Retina Thickness [um]

\ 3 Marker

é 23I4[mm ] [221—um
Center
ET
Central Min

216 pm

Central Max

318 ym

POST
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Centreinvolving with impaired visio L\

—

-

_>/’

Role of steroids in maculopathy

A2ndline treatment

A Steroid therapy is most often considered for patients with:
ANon responsive to AntitVEGF

APseudophakic eyes (have had cataract surgery)
AThose not able to have aniVEGF (pregnant)
APatients travelling/ unable to have regular injections
APatients with recent MI/ CVA (LUVIEN

(fluocinolone acetonide
intravitrealimplant) 0%9mg

AReduced treatment frequency/lower cokt
ASide effects of raised IOP/ cataract formation may limit use

1. Schwartz SG, et al. Curr Ophthalmol Rep. 2013;1(3):144i 149; 2. The Royal College of Ophthalmologists. Diabetic Retinopathy Guidelines. 2012; 3. Smiddy WE.
Ophthalmology. 2011;118(9):1827-1833.



Pre-Dexamethasone Ozurdex), VA 6/36, 574um, intraocular

pressure- 16
Post- Dexamethasone Ozurdex), VA 6/12, 183um, intraocular

pressure- 26
Controlled on Xalatan- IOP 17, effect lasted 4 months




-
Centreinvolving with impaired visio
and traction

-

* Vitrectomy Surgery can be
helpful in eyes where there is
traction and thickening/ e —
fibrosis of the retina. et

Published in final edited form
Ophthalmology. 2010 June ; 87-1093.¢3. doi: j.ophtha.2009.10.040.

Vitrectomy Outcomes in Eyes with Diabetic Macular Edema and
Vitreomacular Traction

Diabetic Retinopathy Clinical Research Network”

Abstract

Purpose—To evaluate vitrect for diabetic macular edema (DME) in eyes with at least
meoderate vision | i

1dussnuepy Joyiny Vd-HIN

Design—Prospective

Participants—The prima:
on inves

ry was performe: i he ir gator’s usual routine. Follow-up visits
were performed after 3 months, 6 months (primary endpoint) and 1 y

Main Outcome Measures—Visua ity, OCT retinal thickening and surgical complications.

Results—At basel
thickne:

kness decreased by 160
and 68% having at | 5 e ion in thickening.
ed by 10 or more letters in 38 5% confidence interval 2
10 or more letters i (S .
surgical complicati eyes), elevated
intraocular pressure requiring treatment (7 eyes), retinal detachment (3 eyes) and endophthalm
). Little changes in results were noted between 6 months and one y

1duasnuely Jouiny d-HIN

200 pm

Conclusion—Following vi performed for DME and vitrec
thickening was reduced in r




Ischaemic maculopathy

ADifficult to treat. Macular Laser can worsen ischaemic maculopthy- Check
edge of peri-foveal network.

ACan treat with anti-VEGF therapy
ACan be associated with Chronic kidney disease*

FROM:

Reduced visual acuity following standard ETDRS macular laser for clinically significant macular oedema
E C Richardson, ] Patel and P G Hykin

BACK TO ARTICLE

Figure 2.

Photographs after temporal focal laser and visual deterioration. (a) Colour fundus photograph of the right macular region with the temporal
area of retinal thickening (outlined) and the pre-existing area of superotemporal ischaemia (arrow). (b) Fluorescein angiogram of the right

macular region showing an enlarged aqd irregu]ar FAZ (arrows). (c) Fluorescein angiogram showing the treated area (outlined) and how this * D Shukla Et al_' Macular ischaemia as a marker for nephropathy in diabetic
overiaps;the temporal:areaiof:macular:lschaemiai(arrow). retinopathy. Indian Journal of Ophthalmology 52(3):p 20f& 2004




NICE Guidance- Aug 2024

* Important Risk Factors for Diabetic Retinopathy Progression.
* Need access to:
AStage of diabetic Retinopathy =
AHbA1C e
ARenal Function
ABP

ALipid Management Diabetic retinopathy:
APregnancy status management and
AEthnicity monitoring

NICE guideline
Published: 13 August 2024




BP In those with Diabetes (< >80 years)

Table 1: Clinic blood pressure targets for people aged under 80 .
Table 2: Clinic blood pressure targets for people aged 80 and over

Clinic blood
Person under 80 with: pressure target Person aged 80 and over with: Clinic blood

pressure target
« hypertension (with or without type 2 Below 140/90

diabetes) or ) ) .
hypertension (with or without type 2 Below 150/90

« type 1diabetes plus albumin to diabetes) or
creatinine ratio less than 70 mg/mmol

or type 1diabetes (regardless of albumin

chronic kidney disease plus albumin to to creatinine ratio)

creatinine ratio less than 70 mg/mmol

chronic kidney disease plus albuminto | Below 140/90

« type 1diabetes plus albumin to ‘Below 130/80 creatinine ratio less than 70 mg/mmol

creatinine ratio of 70 mg/mmol or more

or

chronic kidney disease plus albuminto | Below 130/80
creatinine ratio of 70 mg/mmol or more

e | chronic kidney disease plus albumin to ‘

creatinine ratio of 70 mg/mmol or more

Recommendations lon | . di ' ement | Guidance | NICE



https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#monitoring-treatment-and-blood-pressure-targets

Lipids In Diabetic Retinopathy

A No evidence that clearly showed that statins FIELD: Fenofibrate reduced retinopathy
reduce progression of diabetic retinopathy. requining laser

A More evidence foFenofibrateuse (FIELD study) o

A Recommended by NICE to start prescribing in C i

In those with type 2 diabetes
A Concern about side effects/ pregnancy
A Await LENS trial results

Cumulative risk (%)

//_/ Fenofibrate
o f

0 1 2 3 4 5 6
Years from randomization

\ 45mg run-in*
( Randomisation (1:1) )

Fenofibrate 145mg" | Primary Qutcome:

f’atl@n!i POPU":""-""- Time to first cccurrence o

Age =18 yea

= Diabetes Mellitus
h referable
refinopathy

b
=
E=]
=
g =
@
=29
E=
T
! \

|
FENOFIBRATE “
|

{
:

LENS trial




Ethnic variation

Maculopathy Requiring Laser Sight Threatening Retinopathy
12 % 12; %
104 11.5
10.1
8 i /
[ Caucasian® South Asian I Afro-Caribbean — @ Caucasian@ South Asian O Afro-Caribbean

1) Gulliford et al (2010) Diabetic Medicine. 27(2):283/ 2) Mangelis et al (2023) Diabetes Care. May 1; 46 (5):1091-97 (African
Cari bbean x2 risk of O R2irick219%wissw)s 4, 2%) and for M1



Pregnancy and Diabetes

* Risk factors include:

ARetinopathy levels at conception

* Increased risk of R3a/PDR with R2 compared to R1 (z).
Risk of obstretric complications increased.

* Very low risk if RoMo at start of pregnancy (3).

ADuration of Diabetes prior to pregnancy

* DIEP study (2) Risk greater in patients > 15 years of
diabetes

ANICE recommends eye screeningg in
pregnancy #
ANot able to have AntNEGF agents

(1) RM Best & Chakravarthy Diabetic retinopathy in pregnancy. BJO. 1997 Volume 81-2549

(2) Diabetes in early pregnancy (1995) Metabolic control prajressionofretinopathy. Diabetes Care 18:6&B7
€)) Clarke, K., Webster, LAlthauser, S.et al. The risk of development and progression of diabetic retinopathy in a group of ethnically diverse pregnant women with ditteeidiag three
regional Diabetic Eye Screening Programs in the Bye38, 172184 (2024).



Glucose Control and HbAlc (DCCT & UKPDS)

165,

Retinopathy per 100 patient years
(@)}

Tight blood glucose control

(HbAlc <7%) was associated with

A ~75% reduction in developing
retinopathy.

A ~50% slowing of progression in }
those with established
retinopathy. (}

Retinopathy

HbAlc: 7%= 53
mmol/mol

Risk of worsening of
retinopathy zwith a
sudden drop in

HbAlc
{) """""" = Relative benefit
g,in&“’ (almost Y4 risk)
oo 5 Sl y
1 1 1 1 | | 1 1
5 6 7 8 9 10 11 12 13 14

Haemoglobin A,



DR Progression with sudden drop in glucose ley

Progression of

. A The DCCT trial showed early worsening of
retinopathy

retinopathy after sudden drop in HbAlc in
type 1 patients. Still better in the long term
(up to 18yrs) (1)

A Relative risk of DR progression related to
1%, 2% or 3% decrease in HbAlc for
approximately 6 months was 1.7, 2.8 and
4.7, respectively (3)

4 Conventional treatment

O Intensive treatment

[
3
c
2
-
®
o
-
o
o
o
T
3
c
@
o
-
[
o

Study time in years A Risk seems to reduce after 18 months
A May occur in pregnancy/ post bariatric
Cumulative incidence of DR progression (three-step or greater by ETDRS criteria) in the Diabetic Control and Su rg e ry (4) an d after pan Creatl C Su rg e ry
Complications Trial (DCCT) primary prevention cohort. There was little difference in percentage of patients with A 10% to 20% Of patlentS had W@'B| ng Of D R

retinopathy progression between the Intensive and Conventional groups over the first 3 years; however, there was a

within 3-6 months 2x risk for those with
advanced DR at baseline (5).

76% reduction in risk of DR progression evident at the conclusion of the DCCT after mean follow-up of 6.5 yeal's.27__8

References 1DCCT Group, NEJM, 1993;329(14):977-86. 2) )Aiello LP. Diabetic retinopathy and other ocular findings in the diabetes control and complications trial/epidemiology of diabeds interventions

and complications study.Diabetes Car€@ W& X | N 8 EudaxséHzZ Ya@ashita H, Ohashi Y, IshigakiEffect of rapidglycemiccontrol on progression of diabetic retinopathypnJOphthalmo8 X i i WNQ& 4 QVYa Z
Bain SCKlufasMA, Ho A, Matthews DR. Worsening of diabetic retinopathy with rapid improvement in systemic glucose control: A reviewe®tiexMetab. 2019 Mar;21(3):45466.5

5)FeldmanBillard S et al DiabetesMetah 2018;44(1):414



AS- type 1 - 28 year old (since age 22) poor control,
HbA1c 16%, seen in DESP May 2019



Seen in DESP Sept 2020- 16 months later post COVID,
starting to get floatersin LEFT EYE with R3A

NVD Extensive
iIschaemia

)

5’ sive IRMA

Pre-retinal
haemorrhage



