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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 

 

72 year old man attends ED complaining of a one hour history of a shadow in the lower 
medial visual field of his right eye, which has moved centrally across his visual field. 
However he reports his central visual field as normal. 

He reports several weeks of flashing lights and ‘floaters’ in his peripheral vision. Over the 
last day or so the number of floaters has increased. 

There is no pain associated with this and he denies recent trauma. 

Examination reveals: 

 Undistressed patient. 

 No obvious sign of trauma 

 No injection 

 VA= 6/6 bilaterally (corrected) 

 Fundoscopy shows the following: 

 

 

 

 

 

 

 

QUESTIONS 

What is the diagnosis and differential? 

What else should you enquire about in the history? 

Features when examining the patient? 

How would you manage this patient? 
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ANSWERS & DISCUSSION 
1. Retinal detachment 
The history of weeks of flashing lights, followed by increased floaters and then a curtain coming across, in a person of 
this age fits with retinal detachment secondary to posterior vitreous detachment. 
As we age the vitreous humor of the eye shrinks, pulling on the vitreous membrane. This in turn puts mechanical 
traction on the retina, stimulating it and causing the ‘flashing lights’. This is extremely common in persons over the 
age of 65, with up to 75% of this population developing it. For most people the condition doesn’t develop any further 
and symptoms settle. However in 10- 15% of patients with acute PVD, the tension will cause a small tear in the 
retina. This in turn can allow leakage of the vitreous humour into the sub retinal space causing the retina to peel 
away.  

Differential diagnosis: 

 Amaurosis Fugax- ‘like a curtain’ but very sudden onset and transient. It is most often caused by internal 
carotid artery atherosclerosis and embolization. It carries a high risk for future stroke 

 Central Retinal Artery Occlusion- monocular blindness that is persistent, this is an emergency- permanent 
visual loss occurs after approx. 90minutes. Classically there is a ‘cherry red’ spot around the fovea with 
surrounding diffuse whitness. There is no proven treatment for the condition. As for CVA and amaurosis 
fugax coronary atherosclerosis is a risk factor. As such thrombolysis may be considered. See this article for 
further information: http://www.bmj.com/content/349/bmj.g4117  

 Vitreous haemorrhage- this can be caused by retinal detachment (among other things) and presents as 
numerous black specks in the visual field followed by ‘cobwebs’ as the blood coagulates. 

 CRVO; Posterior uveitis; Migraine 

2. What else should you enquire about in the history? 

 History of trauma/ foreign body 

 Eyesight- past and current and use of aids- RD much more common in extreme myopia. If RD involves macula 
then acuity will be severely compromised. 

 Previous ophthalmologic surgery/ laser- retinal detachment is common after cataract surgery 

 Previous ophthalmologic conditions e.g previous detachment/ tears, uveitis, vitreous haemorrhage, 
glaucoma, diabetic retinopathy 

 General ophthalmologic history- pain, discharge, redness, headaches/ jaw claudication, floaters/ flashes 

3. Features of examination 

 Visual acuity- may be preserved if no macular involvement 

 Pupillary reactions- any afferent disturbance between the retina an optic chiasm may cause a unilaterally 
sluggish response (Marcus Gunn pupil) 

 Eye movements 

 Red reflex- possibly reduced 

 Slit lamp- external evidence of trauma/ FB 

 Direct fundoscopy as available in the ED may show vitreous 
haemorrhage or large detachment (see image above, but is not 
sensitive enough to rule out. 

 Full cranial nerve exam 

 Ultrasound of the globe may show ‘flying angel’ sign 

4. How would you manage this patient? 

This patient needs referral to ophthalmology. Because his central acuity is preserved it is likely the macula is 
unaffected- this should propmt urgent (<24hour) review by ophthalmology as they may be able to prevent 
progression to include the macula. If there is any history of trauma protect the globe with an eye shield. 
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