The Best Way to Manage the Case: Who Said it Best?

2 Hours TQ Outline
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Diana L. Shechtman OD, FAAO

* PREVIOUS AD Board
* Astellas

* PREVIOUS Speaker

= Astella, Zelss, Optos

Best way to manage this case

* BCVA 20/20 OD, OS
* 10P 23, 24 mmHG

* SLE: TR NS
* FHX: Dad has glaucoma
= PMHX: just saw pcp

57yo OTHERWISE HEALTHY HISPANIC MALE

= CC: blurred vision for few month but worse last week

« Feels OD is just NQT right
+ Referred by PCP to evaluate cataracts

* CF, Pupils, EOM: unremarkable

+ allannual exams UNREMARKABLE
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*YES... he had GLAUCOMA

* Treated w
* Lananoprost
= Alphagan

5 PAMM may be a sign of a secondary underlying condition
* buthe ALSO had ¥ -ER—=> workup to rule out cardiovascular conditions & pos:
* MANAGEMENT? - Similar to RAQ; requires MRI/MRA, Carotid Dopplers and echocardiogram, labs, etc

[

CONCLUSION
1 week follow up
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kes (strokes with NO identifiable cause)

PFO can lead ta PAMM g blood clot acclusion + isch
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63WM distortion OU X 2-3M and Flashes 0D

= POHx: Hx od ICSC with multiple flare up
* Hx on stercid injection Right arm

FAF shows—>guttering

Butalso..,
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* Thick pachy on OCT= ICSC
* BUT what else do you see?

Vascular leakage

13

AJGREAGTION AND YITRITIS ALSD DENOTED

Is this ICSC
alone?

| Behemaiml
[einie seaenl aitemgls i reschiliing,
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SOME PATIENT’S DX WITH ICSC MAY HAVE OTHER CAUSES OF
SUBRETINAL FLUID: INCLUDING BUT NOT LIMITED TO:
TUMORS

WET AMIY PCV

INFECTIOUS/! INFLAMMATORY ENTITIES

OTHER MACULOPATHIES

CONGENITAL OPTIC NEUROPATHIES (PIT)

MORE...

WHY OUR CASE WAS NOT AN OLD IGSC

“OTHER SYMPTOMS

“VEIL / HAZE OVER VISION
“FLASHES [ FLOATERS X 2 WEEKS

“FAF DID NOT REVEAL GUTTERING (IT'S WAS ALSO WIDESPREAD CHANGES)
“OCT: PATCHY PIL LOSS WITH SUBRETINAL DEPOSITS
"CAREFUL ASSESSMENT ALSO REVEALED A/C & VITREOUS CELLS

rigi:l‘r‘-.‘
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42 AM Decreased vision over 6 weeks

FA Impantant to Ria CNV vs IC5C pooling
With focal PLD |
Although typical ICSC is managed with OBSCRVATION... this was CHRONIC

fr Diam o 250 QI ¥ 30y was gheen (MO sulfa allergies, CHE. kidney dysfunction)

RTC 1M & Hume smiler)

22

B HRRD 777
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At 1M

* 20/40
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THE SAGA

CONTINUE

* At the following 1 M F/u... EEEEEN D o=
* Laser not possible b/c RPE hot spot was too e
close to fovea Tri——

Ly
e
Wl

TOFL
]

AL1IM ... 20/25 (neurosensory detachment and RPE almost all resolved)

* What about PDT? = Tx was cont

=+ Studies have shown efficacy with 1-3m
resolution

* Need alocal HOT spot.

* Phototaxicity

* Not accessible

= Not reimbursable

= Causes choricaps hypoperfusion which
decreases hyperpermeability

25 26

How do yon interpret this OCT?
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D0YOU SEEANY SUBTLE DIFFERENCES?
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ACUTE VL X 3DAYS (20/200) , WHAT ARE WE KING AT? HTN X YRS Al [Ty
HASN'T SEEN PCP IN YEARS st o e

| Paduai Ha
Wet AMD

T ShoalE AR 8 NEIor TRI

34

MOST RAMS ARE ASSOCIATED WITH HTN

Bevacizumab

s more pron 08 ok
Fusiform Aneurysm are more ¢ e ) it TRA {1 e plaminnpenscivan:
. Ath ou o re “clat bugtar®) o o/ VA

Fnsumatic Dplacement + D
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ALWAYS CONSIDER RAM WITH MULTIPLE LAYER HEME PRESENTATION

FA SHOWS SUBRETINAL SUBRPE HEME

GASE #2

Other side

. of the

12/4/25
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Mty ein distantion
with onty SUPERFICIAL herne

YOU HAVE SOME NERVE

ARt Can have 5 mary s

e o 2ror ]
Hackan's Dictum Best management?

Dr. hohe B Mickam

43
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16 YO Female referred for swollen disc

WHAT
D0 YOU
THINK?

12/4/25
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= Yet, look at this NFL and
= BTW she reports...

[P i Worsening
e Headaches X 1M

B = WHAT DO
: ;| @ YOU THINK

* Pt referred to Bascom

* Saw lam who did MRI
and stated nml =
follow up in 1yr

* RTC 3M to see me
* Stable NFL
« VA 20/20
* Mo new symptoms and
* HA got better with new
script

47
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1 cause of Pseudopapilledema- ONH

gof r

[The margin w

NOTE CUPLESS 4

i FD, TV 0z, herves, CHV-dar
Ser 0 L tmin wlahanet (0% s Heathon

NON ONHD: Pseudopapilledema

T )

kg IVobligue
- lling usually sectoral :

- ———

-

If FAF doesn't show ONHD; ultrasound stll very helpful

Byper-re shadow; even when TURN
the gain

ive with acous

VFD can occur

51
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Symploms
Hoadache
Pulsatile tinnitus
Transient visual obsauration
O plo Pl e Look for ET, CNE def
MNauseas, vemiting

Risk factors for 1IH
iender and age presentatior
rrent weight
ody mass index
Vitamin A derivative use
Tetracycline use
Anemis

Risk Factors for CVST
Oral contraceptives
Pregnancy
Systemio infection

«

Pt referred for MRI to ER; it was done

and found to be UNREMARKABLE but..

I spoke with pcp and sent to ER,
person who did her mri told her
to find a real doctor and said
they didn’t see anything. | just
wanted to make sure I'm not
crazy before | call the pcp back,
although how can that be
anything but edema

12/4/25

= Just because MRI unremarkable does NOT mean they don't

s Astyone doesit thinfctf have papilledema... only means they don't have a TUMOR!

= {+) HAs- warse supine (cermman but nat specifi
= TVOs & wix Rt e Ar (LA

Early papilledema is a challenging Dx

PSEUDOTUMOR (IIH) TRIAD

(halo) bor

14



OCT fi l'll_lill_!].‘i Poptiledems NFLA
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ncrease [ L / elevated head
+ Note SMOOTH elevation w no modulation

Maintained of a cup

« lazy V

BM deflection up
? Penpap/choroidal tolds may be seen

ONHD OCT

Absence of a cup
N concave cup seen
lumpy modulation in NFL

+ EDI may show ovoid lesion

BM bows down or normal flat BM

]
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OCT TOPOGRAPHICAL look at ONHD; using EDI

The Optic Disc Drusen Studies Cansortium
Dlscussed findings

Which s better 1 or 2 or neither?

Hot gutside siriation

16
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Are you worried: 9 yo

o BTW (+) SVP
o Cupless, no vessels obscure, asymptomatic

66

67

FAF confirms ONHD OS>0D

Papilledema or ONHD?

o And now...
o This was obvi

69
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THICH IS BETTER?
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33 yo female

o FLD referral
o Medical history
= Back surgery 1.5 years ago
» Occasional headaches; they were worse before
= Hx of tinnitus no longer
= No TVO no diplopia
CT: EP
= Lost 60 Ibs in a year

72

management w neurologist | DON'T OFTEN DRINK BEER

&
-

71
ONH and NFL... thoughts ? Mise info
- B e o Pt has neurologist who is managing and has ordered MRI
. @ p== and MRA
== = I had pt come back in 1 week to assure DX and

)

[PROBABLY NOT VALUE
Y OPINION OF IT HIGHL

73
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RTC 1 week: No MRI done due to insurance 1ssue
BS denoted on VF

there was an increase NFL for QD

o Now what?

Papilledema is rarely asympt (tinnitus, HA, tvo, diplopia, dizzy, neck/back pain)
Clinical picture of papilledema (female, 20-40yo, bilateral, 20/20)
Pseudo DFE: +5\P, (-)patons/vessel obscures, vessel branching, cupless

Testing: VF, OCT, FAF/ bscan show ONHD?
... You can always get a second opinion

8 Sevrtn 05: normal 0D Increase BS

AT ES

75

Pseudo-papilledem sen) True Papilledema

Margins indistinct. Yet, nerve looks pushed from  Margin indistinet. Since due o true swelling | it

- behind due 1o changes at the RPE. Hence, affects NFL-> causing vessels obscuration
vessels not obscure
NRR may be yellowish +/- DRUSEN scen Hyp NRR +f- ic vessels
Absence of cup Cup present {but more swelling = cup smaller)
Unilateral or bilateral Always but can be il
‘Anomalous vessel trifurcation Vessels may be obscured at the NNR.
{+) SVP {bul 20% normal pl have " svp) {1 SVP +/- paton’s {more moderaie stage)
Leakage & are not as but More ad stage has hemes, exudates, cotion

ray ocour, as well as VFD (with progression)  wool spots & 7 VFD (more commonly increased
BS'

—

76 77
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Mild blur X 2 wks .’
PMHx: HTN (saw pop X6m ago! : ’
+20/250D 20/200S ' '

TEI_]. M E__AB n “T—a‘lz"i_- - 62 HM i NREMARKABLE

"Describe this scene

DDX include...

akculnelank

* DME
« IMT Type |
*HTR

* BRVO with ME

;

WHEN IN
DOUBT,
INJECT

FA antt DCTA e dingrostic
Showing the waldiko capillaty abrormmidies

80
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Is it just a scar?

_ Examination
58 Haitian female
s CC: Decreased vision OS x several menths
* BMHx:
o DM X 5-7 yrs
o HTN X 5-7 yrs
» Meds:
e [nsulin
o CAl
| I N BN § BN E N ENE D BN NN BN ODRDN NN BNENEN
82
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So what do you think?

:{ |l,;hur,i| u“.,.,,.,( I,,I_.,I__.l,t.-.:|).n|liii.{-.-'. what test Ca-n help conﬁ
the Dy

I'm

22
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Typel1l

overlooked or misDx as AMD

+

Can develop

Idiopathic Macular Telangiectasia
¥ zi etal, 2006

Aneurysmal s =
Telangiectasia :

Perifoveal =
Type 2 Telanglectasia Bilateral

23
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Wourodagenaration isats (5 ratinal Haming.
Idiopathic macular telangiectasia

Lawrence A Yannuzzl ', Anne M C Bardal, K Balley Freund, Kuan-Jan Chen, Chista M Eansdi

Barbara Blodi

Affiliations -+ expand e —

PMID: 18606869 DOM: 10,100 archopht. 124.4.450

95 96

+ ALL OF THESE ARE IMT [neuradegenerative)
= Variable stages

« Variable findings

[asusata, vter reinn cinupion | B o arg L

Lty Classic dragring ILM

24
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B

RVO or RAM

99 100

AMD of (MT

RVO or RAM

»

101 102
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AMD or IMT

Quiz better 1 or 2 or neither?

And #2 has symptoms

Are you worried: 9 yo

Y

o And they have ( +) SVP

105

106
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Are you worried: 28 normal weight

® Hx of headaches

107

27
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