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Figure 1. OS. Optic nerve edema and retinal vasculitis inferior 

to the optic nerve with corresponding combined branched 

vein and artery occlusions. 

Figure 2. OS Fluoresceine angiography. Retinal non-profusion 

of the inferior and temporal retina with optic nerve edema. 

Figure 5. OS. Subretinal macular fluid.

Figure 3. OD. Early signs of vasculitis with faint vascular 

sheathing of a vein in the inferior temporal arcade. 

Figure 4. OS. Dense superior visual field deficit which 

correlates with inferior temporal retinal non-profusion. 
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These exam finding require prompt referral to a retinal specialist for additional diagnostic 

testing to investigate the etiology of an the occlusive vasculitis (Figure 1) with retinal non-

profusion (Figure 2) and early involvement in the fellow eye (Figure 3). Possible etiologies 

include but are not limited to: herpes simplex, herpes zoster, tuberculosis, toxoplasmosis, 

bartonella, HIV, syphilis, bachett’s disease, or lupus.1

All lab testing for this patient was inconclusive. An anterior chamber sample taken for 

polymerase chain reaction (PCR) testing for viral etiologies. The most common viral 

etiologies to present with this constellation of finding are cytomegalovirus, herpes simplex, 

and herpes zoster.2  Unfortunately, anterior chamber PCR was inconclusive for this patient. 

Without any positive laboratory findings, the retinal specialist relied on exam findings alone to 

make a diagnosis of acute retinal necrosis. 

The American Uveitis Society’s diagnostic criteria for acute retina necrosis:

✓One or more foci of retinal necrosis with discrete borders, located in the peripheral retina

✓Rapid progression in absence of antiviral therapy

✓Circumferential spread

✓Occlusive vasculopathy, affecting arterioles

✓Prominent vitritis and/or anterior chamber inflammation 3

TREATMENT AND PROGNOSIS 
ARN is treated with prompt and aggressive antiviral treatment.4 This patient was treated with oral 

valgancyclovier 900mg BID and intravitreal foscarnet injections OU, totaling eight injections in each 

eye over the course of his illness thus far. 

Six months after his initial presentation his is visions has improved to 20/30 in the left eye. He has 

waxing and waning macular edema treated with anti-VEGF injections. He has developed two 

retinal tears where the healthy retinal tissue adjoins the necrotic tissue. These breaks were treated 

with prophylactic laser.  

50-70% of patients will experience a retinal detachment at the border of healthy and necrotic 

tissue. Visual prognosis for ARN is incredibly variable based on the amount of retina that is 

necrotic and the time between first symptoms and antiviral treatment.4

40 year old male with a chief complaint of left eye redness, blurred vision, and darkening of 

the top of his vision. The symptoms started 1 month ago and have been significantly 

worsening over the past 2 days. 
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Cornea Clear

Anterior Chamber 2+ cell 
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