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WHAT’S YOUR DIAGNOSIS?

MORNING ROUNDS

The Case of the Mysterious Break

Andrea McJones,* a 66-year-
old retiree, showed up at our 
emergency department with a 

chief complaint of vision loss in her left 
eye. Our first-year resident was called in 
to see Ms. McJones, who said that the 
vision in her left eye had deteriorated 
rapidly over the previous 48 hours and 
described it as “like looking through a 
gray veil.” 

History. Ms. McJones told the res-
ident that she hadn’t experienced any 
pain and also denied any associated 
trauma, flashes, floaters, photophobia, 
or recent febrile illness. Her past ocular 
history was significant only for high 
myopia of –7.00 D in each eye. 

Initial exam. Ms. McJones had 
normal visual acuity in her right eye 
but only hand motion vision in her left. 
Her ocular movements were full, and 
her pupils were equally round with a 

trace afferent pupillary defect in the left 
eye. The confrontation visual field was 
full to counting fingers in the right eye 
and full to movement in the left. Her 
intraocular pressure was normal. The 
slit-lamp examination of her anterior 
segment was unremarkable in both 
eyes. She was phakic, and Schaffer’s 
sign (pigment granules in the anterior 
vitreous) was absent bilaterally. 

A 360-degree examination of both 
retinas, using indirect ophthalmoscopy 
with a 20-D lens, revealed no lattice 
degeneration, retinal breaks, or tears 
in the right eye—but the left eye was 
found to have a total retinal detach-
ment without an identified causative 
break or shifting subretinal fluid. At 
this point, the first-year resident con-
tacted us for help.

Discussion and Next Steps
Successful repair of rhegmatogenous 
retinal detachment (RRD) relies on  
identifying the causative retinal break(s) 
so they can be sealed off.1 Typically, 
performing a B-scan ultrasound exam 
for an underlying mass is appropriate 
if there is concern about possible exu-
dative retinal detachment. Even though 
Ms. McJones’ detachment was rheg-
matogenous, we performed a B-scan to 
confirm that there was no mass. 

In the case of a total retinal detach-
ment without any identifiable periph-
eral breaks, the next step should be 
to thoroughly examine the disc and 

peripapillary retina. In this high myope, 
the examiner initially focused attention 
on the periphery and overlooked the 
causative peripapillary break, which 
was subsequently found within 1 disc 
diameter of the optic disc (Fig. 1).

Peripapillary breaks. It has been well 
reported that retinal detachments in pa-
tients with morning glory disc anomaly 
are commonly due to a disc-associated 
break.2 Peripapillary microholes have 
also been the cause of symptomatic 
RRD in pathologic myopia with poste-
rior staphylomas.3 Our case illustrates 
that clinicians should thoroughly exam-
ine for peripapillary breaks in all RRD 
patients, even in those patients with 
discs that appear normal. 

Treatment. Commonly, scleral buck-
ling procedures may be selected (with 
or without pars plana vitrectomy) 
when repairing retinal detachments 
with unseen breaks. However, a scleral 
buckle would not have addressed the 
cause of RRD in our patient. Careful 
attention to the disc area in the clinic 
allowed for proper preoperative plan-
ning and counseling of the patient. 

Treatment options for patients with 
peripapillary retinal breaks causing 
RRD are limited given the area of retina 
that would require barricade laser and 
the limited utility of gas tamponade or 
scleral buckles. We treated Ms. McJones 
with a pars plana vitrectomy, conserva-
tive barrier laser, and long-term silicone 
oil. We won’t remove the silicone oil 
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From Across the Nation 
(Sym49) will feature a series 

of memorable case reports at 
AAO 2016 in Chicago. Nicholas 
J. Volpe, MD, the event’s chair, 
has solicited submissions from 
residents across the country and 
will select the most interesting 
and best teaching cases for pre-
sentation. When: Tuesday, Oct. 
18, 10:15-11:30 a.m. Where: Room 
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until the clinical exam is indicative of 
retinal reattachment based on laser 
scarring. The silicone oil will otherwise 
remain in situ long-term.  

When we saw Ms. McJones at her 
1-month postop follow-up, the retina 
was attached despite the open break, 
and her best-corrected visual acuity 
had improved to 20/80.

* Patient name is fictitious.
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MORE ONLINE. For an image 
of the left eye’s total retinal 

detachment, see this article online at 
www.aao.org/eyenet.

Membrane Removal
Watch a brief video (courtesy of the  
Aravind Eye Care System) that shows  
an RRD with proliferative vitreoretino -
pathy (PVR). The video, which is 
shorter than 3 minutes, shows how 
to manage the PVR membranes and 
reattach the retina. It can be viewed 
at www.aao.org/rrd-video.

SURPRISE IN THE LEFT EYE. Peripapil-
lary retinal break within 1 disc diameter 
of the optic disc.

Enhance  
Care With 
Skilled  
Technicians

Having a well-trained team 
of technicians, assistants 
and nurses lets you spend 
more time diagnosing 
and treating patients. The 
Academy has a suite of 
resources to help your staff 
build clinical skills and 
attain certification.

For a complete list of  
Academy products and  
resources for technicians visit 
aao.org/techresources. 
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