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Segment Disease
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- Vitreous

* Vitreoretinal interface

Outline

Posterior vitreous detachment

* Vitreous hemorrhage

Rhegmatogenous retinal detachment
* Vitreomacular traction
Epiretinal membrane
Macular hole
Retinal Vessels
NPDR
PDR
Retinal artery occlusion
Retinal vein occlusion
RPE/Bruclés membrane
Nonexudative (dry) ARMD
Exudative (wet) ARMD

Central serous retinopathy



* Presentation
 Differential Diagnosis

* Management




Vitreous

nl cook with wine, sometimes | even add it to
food. O

- W.C. Fields



Posterior Vitreous Detachment

- Presentation:

- Ncobwebys, fnbug, ntadpole o, Naring O

- flashes (temporally located) - Nnespecially when
it 0s dimo

 blurred vision

- opacities float within the vitreous as eye moves
side to side

- associated with age, high myopia, after CE/IOL
(esp. with vit. loss), uveltis, and trauma






Differential diagnosis:

VItritis
migraine (flashing lights in a zig - zag pattern,
lasts 20 minutes, +/ - headache)

asteroid hyalosis

certain types of cancer




Management:
dilated exam with scleral depression
RD precautions
referral to retina specialist
B- scan to r/o RD if hemorrhagic PVD
repeat exam at 2 wks., 3 mos.,

and 6 mos.







Vitreous Hemorrhage

Presentation:
- sudden, painless loss of vision
black spots with flashing lights

h/o DM, HTN, trauma, wet ARMD, sickle cell
disease, others

RBCs or frank blood visible behind lens

- chronic VH may have yellow ochre appearance



Differential diagnosis:
VILritis
onset typically much less sudden
look for cells iIn AC or keratic precipitates

RD

The whiite; magesrial is the
blood staimed witreous;

. 3 — Vitrectomy
Light ‘ Cutter




Management:

depends upon etiology
history and examination of contralateral eye
no scleral depression if h/o trauma

B- scan

FA (if possible)

elevate HOB

bilateral patching (very effective)

no ASA, NSAIDs, etc.

treat underlying cause once identified

PPV for nonclearing VH (immediate - 6 mos.)

PPV if necessary treatment cannot be accomplished through VH



NFL/spl
Inter/f

subhyaloid | lame

subretinal




Vitreoretinal Interface

NWine Is constant proof that God loves us and
wants to see us happy. O

- Benjamin Frankiin



Rhegmatogenous Retinal
Detachment

Presentation:
PVDBlike symptoms + curtain/veil/shadow
h/o high myopia, trauma, lattice degeneration, recent (complicated) cataract surgery
Fhx of RD and/or h/o fellow eye RD
pigmented cells in the anterior vitreous, VH, PVD
» retinal break (may not be readily visible in pseudophakes):
HST, atrophic hole, decompensated schisis cavity, dialysis, MH
lower IOP in affected vs. contralateral eye
- retinal elevation
*corrugated, opaque appearance
- fixed folds
non shifting SRF

pigmented demarcation line in chronic RD







Complicated forms of RD




Differential diagnosis:
retinoschisis
chronic VH

exudative/traction detachment

choroidal detachment
scleral folds (hypotony)
tumor

ARN (or other retinitis)
PVD
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Management:
Stablilize: barrier laser retinopexy/cryotherapy

Repair. surgery - PPV /SB /pneumatic
retinopexy

Nhcan/ad




Vitreomacular Traction

- Presentation:

- blurred central vision
- distortion
- anheisokonia

- asymptomatic (VMA)









- - 4 . N - :
PR B A Ay %
& Sl an ] "‘s .". ' " . ?

P ot .' ‘J D
) SO R 8

-~ \‘.'*"

: - "—.‘*

-~ - ~-
g

@ Paclfic Retina Care




"'Lr*.L—,-J»,wW‘

.




Vitreoretinal Interface

Vitreous Cortex
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Differential diagnosis:
CME
DME
ERM
stage 1 MH
subretinal disease (CNV/CSR)






Management:
vitrectomy
Jetrea

observation

Depends on severity of _ E——

QUETREA 05 mg/02 ml
concentrate for solution for injection

Ocriplasmin
Single use.

Intravitreal use after dilution. .
Read the package leaflet before use.

symptoms (not OCT)!

Alcon

y ” ThromboGenics'




Epiretinal Membrane

Presentation:
- blurred central vision
- distortion
©aneisokonia
most are asymptomatic
- typically iIn middle  -aged or elderly
- 20% Dbilateral
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Differential diagnosis:
diabetic retinopathy (taut posterior hyaloid)
DME
CME

Associated disease?
uveitis
retinal break/RD
PVD
after laser retinopexy/cryopexy
after surgery/trauma
retinal vascular disease

DM, HTN, RVO, etc.
idiopathic

6/22/2010
15




Management:
vitrectomy
observation

treat underlying disorder

17
1/

I
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Macular Hole

Presentation:
decreased central vision
distortion
central scotoma
more common in women
6th - 8th decade
10% bilateral







Differential diagnosis: » e

Display

Oipage ®2pages

Diagnosis:

pseudohole
CME/DME

solar retinopathy
lamellar hole
subfoveal drusen

CSR

adult - vitelliform foveomacular vitelliform
dystrophy






stage 1
Impending hole
stage 2
full -thickness break
<40Qum
stage 3

vitreous detached over macula
400um:;

stage 4

stage 3 + complete PVD




Management: Prasan Rao,
vitrectomy

observation \

Jetrea

Flap held with end-gripping forceps to "Peel” ILM




Retinal Vessels

nWe are all mortal until the first kiss and
the second glass of wine. 0

- Eduardo Galeano



Nonproliferative Diabetic
Retinopathy

- Presentation:

* blurred vision (if CSME)

- known DM, but ODs, MDs are sometimes first to
diagnose

- often asymptomatic




Mild NPDR
Dot- and blot hemes

microaneurysms

hard exudates

EyeRounds.org

U of lowa, 2005
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Moderate NPDR:
Mild NPDR + CWS, venous beading, moderate CNP




Severe NPDR (4:2:1 rule)
4 quadrants DBH
2 quadrants venous beading

1 quadrant intraretinal microvascular
abnormalitiec (IRMA)




Widefield fluorescein angiography




Differential diagnosis:
HTN retinopathy
RVO
OIS
radiation retinopathy

other causes of retinal bleeding

valsalva retinopathy
Tersonds syndrome
hematological/oncological
HIV retinopathy

etc.




Clinically significant macular edema ( CSME

thickening within 500 pum of the center of the
macula

hard exudate within 500 pm of the center of the
macula If adjacent thickening

thickening within 1DD of center of macula if at

least 1DD In <17e
Imaging DR

DME but not CSME = “subclinical™




Management:

Referral to PMD If not previously diagnosed with
DM

Check BP
CSME treated with:  [EIEIEIEI®
anti - VEGF =

100

steroids

focal laser

PRP (if severe ischemia) NAVILAS



Proliferative Diabetic
Retinopathy

- Presentation:

- decreased vision (VH, CSME, ischemic
maculopathy)

*occasionally asymptomatic
NVD, NVE, NVI/NVA
- Dbilateral, can be asymmetric

- order carotid doppler US to r/o occlusion
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