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Answer: Left eye cilioretinal artery 

occlusion  

Although retinal artery occlusion is relatively 

infrequent, it is an ocular emergency because 

it causes irreversible visual loss unless the 

retinal circulation is re-established prior to 

the development of retinal infarction. A typi-

cal painless, sudden onset blurring of vision is 

often the presenting complain. Average age 

at presentation of patients with retinal artery 

occlusion is the early to mid-60s. Younger 

patient (especially < 45) does warrant a sys-

temic workout.  

 

Embolic and thrombotic cause ac-

count for 80% of arterial occlusion disease.1 

Inflammation in or around the vessel wall 

(e.g. giant cell arteritis–GCA, systemic  lupus 

erythematosus, Wegener granulomatosis, 

polyarteritis nodosa), vasospasm 

(e.g.migraine) and systemic hypotension 

causes the minority of the cases. Emboli can 

be refractile yellow-white cholesterol 

(Hollenhorst) plaques, greyish elongated fi-

brin-platelet aggregates, non-scintillating 

white calcific particles and rarely vegetations 

from bacterial endocarditis, cardiac myxoma-

tous material, fat and others.2  

 

 The hallmark on clinical examination 

is retinal whitening representing ischemia of 

the area affected, although in our case, the 

emboli was not clearly visible.  Further sys-

temic workout revealed hyperlipidaemia and 
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no other sources of emboli (such as from 

heart or carotid artery) was found. With the 

history of chronic smoking, hyperlipidaemia, 

and demographic of the patient (middle age 

male), blood investigation to rule out an-

tiphospholipid was not required.  

 

Cilioretinal artery (which present in 

15-50% of population) occlusion otherwise 

usually carry fairly good visual prognosis un-

less the foveola is completely surrounded by 

retinal whitening.2 The general idea of man-

agement is to establish reperfusion of the 

ischaemic retina either mechanically or  med-

ically to dislodge the embolic (if it is the likely 

cause). Adoption of supine posture, ocular 

massage, anterior chamber paracentesis and 

ocular pressure lowering agent is typically 

employed to achieve the above mention ef-

fect. Rebreathing bag is another non-invasive 

method that is often use, and some also pro-

mote use of carbogen (mixture of high oxy-

gen 95%, carbon dioxide 5%) to achieve vas-

odilatation effect and hope to dislodge the 

emboli. In this case, we employed ocular 

massage, applying self-rebreathing bag and 

also anterior chamber paracentesis methods.  

 

The duration of retinal ischemia is the 

most important factor in determining progno-

sis. However, since it is often difficult to pin-

point the actual initial occlusive event, ag-

gressive management is appropriate, particu-

larly in patients with a duration of occlusion 

less than 24 hours.  


