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Acute Retinal Necrosis Masked by Clinical Features of Orbital Inflammation
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Purpose: To describe a case of acute retinal necrosis with clinical features of orbital inflammation.

Case summary: A 33-year-old female presented with right eye injection, chemosis, and pain. At the first visit, the uncorrected
visual acuity and intraocular pressure of her right eye were 20/20 and 20 mmHg, respectively. Slit-lamp examination showed in-
flammatory cell 2+ in the anterior chamber of the right eye; an evaluation of the peripheral retina was not conducted. The next
day, computed tomography (CT) was performed due to aggravation of the orbital inflammation. High-dose intravenous methyl-
prednisolone injection was initiated on the finding of posterior scleritis with orbital inflammation on CT scans; peripheral retinal
necrosis and obstructive vasculitis were also noted. Clinically determined to be acute retinal necrosis, the patient began sys-
temic antiviral therapy. A diagnostic anterior chamber paracentesis was positive for herpes simplex virus type 2 by polymerase
chain reaction. The patient was treated with intravenous acyclovir and intravitreal injections of foscarnet, as well as barrier laser
therapy. After two weeks of treatment, the patient was discharged with oral valacyclovir. During the three months of follow-up,
the visual acuity of the right eye was hand motion, due to chronic optic disc swelling with chronic macular edema and macular
degeneration. Neither eye showed retinal lesion progression.

Conclusions: Rarely, acute retinal necrosis is accompanied by clinical manifestations of orbital inflammation. Therefore, if pa-
tients have uveitis with orbital inflammation, it is important to consider the possibility of acute retinal necrosis and to examine the
peripheral retina carefully.
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AAAFR = HSV immunoglobulin G (IgG) %A
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Figure 2. Facial photographs. (A) After one day of initial pre-
sentation, facial photograph demonstrating severe chemosis
and proptosis of the right eye. (B) After one days of steroid
pulse treatment. Proptosis and chemosis was improving. (C)
After five days from initial treatment. Chemosis and injection
was disappeared.

Figure 1. Fundus photograph (A) and optical coherence tomography (B) image of the right eye at first visit. Prominent disc swelling
was observed in both images, however, there was no macular involvement.

966



et NI

equivocal, F0}E]A QXK rheumatoid factor) %7}, Human
Leucocyte Antigen-B51 9FAl, anti-cardiolipin IgG 2FoFA
aAoR A4 SIS Hlofen, HSV IgM, syphilis, ¢
B o] 270} EH] 3 ANinterferon gamma release assay), tox-
oplasma IgG/IgM, toxocariasis [gG 2% S4o|%it}. oK
3A|(antinuclear antibody)®} anti-DNAE AAF A7H 02 &
=il 4 2oL 15t 1A 4ol e
, 99k LSE 212 0.6, 019} 8 mmHg o2 BHelg]glon,

5, 2R, U B5E BUS BYovFe 2B)

O>

ubulol AN bl o] WA} A W a3

T o

XN o

FHE Y
& &Z(Fig 4A)o] WA= o, EF 4l 3 kA
%(fluorescein angiography) AJ3jet Ax} AJAIZA AL

i gare] ko] eHelE Jltk(Fig. 4B). o] HIEL
b0z Gt gk, volels 21
o AAAE Bo) AT WEE Qo] FREAAN
(polymerase chain reaction, PCR)AAME A|3§3}41l, &
acyclovir 650 mg tid FAWFALZ HA
ah9ict A9kl Moxifloxacin (Vigamox™, Alcon, Fort Worth,
TX, USA) 3} 45 79k 1% Atropine (Atropine”, Alcon)
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Figure 4. Fundus photographs of the right eye. (A) The fourth
day of the visit, multiple yellow-whitish spots in the peripheral
retina was noted for the first time. (B) At the same day, fluo-
rescein angiography shows disc edema, peripheral staining of
retinal lesions, and vascular leakage consistent with vasculitis.
(C) Despite the intravenous injection, retina necrosis progressed.
(D) At 6 days later, barrier laser was done. (E) After 2 weeks
of intravenous acyclovir injection, peripheral necrotic lesions
remain stable. (F) After 3 months later, despite of vitreous
opacity, there was no progression of the retinal lesions.

Figure 3. Computed tomography and B-scan images. (A) Axial CT image represents posterior scleritis of the right eye (arrow), and
(B) orbital inflammation (arrow). (C) Ultrasound B-scan demonstrates thickened posterior sclera (arrowhead).
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Figure 5. Optical coherence tomography (OCT) of right eyes. An OCTs of optic disc of (A) The fourth day of the visit, (B) two
weeks after the first visit, and (C) three months after the first visit showed chronic optic disc swelling. (D) The macular OCT of three
months after the first visit also showed destructive foveal change with chronic macular edema (central macular thickness was 365 um).
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