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scotomas from damage to the optic disc. With increasing age, drusen
tend to become more exposed on the disc surface as optic atrophy
develops. Hemorrhage, choroidal neovascular membrane, and AION
are more likely to occur in patients with optic disc drusen. No treatment is available.

PART 2
Cardinal Manifestations and Presentation of Diseases

Vitreous Degeneration This occurs in all individuals with advancing
age, leading to visual symptoms. Opacities develop in the vitreous,
casting annoying shadows on the retina. As the eye moves, these
distracting “floaters” move synchronously, with a slight lag caused
by inertia of the vitreous gel. Vitreous traction on the retina causes
mechanical stimulation, resulting in perception of flashing lights.
This photopsia is brief and is confined to one eye, in contrast to the
bilateral, prolonged scintillations of cortical migraine. Contraction of
the vitreous can result in sudden separation from the retina, heralded
by an alarming shower of floaters and photopsia. This process, known
as vitreous detachment, is a common involutional event in the elderly.
It is not harmful unless it damages the retina. A careful examination of the dilated fundus is important in any patient complaining of
floaters or photopsia to search for peripheral tears or holes. If such a
lesion is found, laser application can forestall a retinal detachment.
Occasionally a tear ruptures a retinal blood vessel, causing vitreous
hemorrhage and sudden loss of vision. On attempted ophthalmoscopy
the fundus is hidden by a dark haze of blood. Ultrasound is required
to examine the interior of the eye for a retinal tear or detachment. If
the hemorrhage does not resolve spontaneously, the vitreous can be
removed surgically. Vitreous hemorrhage also results from the fragile
neovascular vessels that proliferate on the surface of the retina in diabetes, sickle cell anemia, and other ischemic ocular diseases.
Retinal Detachment This produces symptoms of floaters, flashing
lights, and a scotoma in the peripheral visual field corresponding to the
detachment (Fig. 39-14). If the detachment includes the fovea, there is
an afferent pupil defect and the visual acuity is reduced. In most eyes,
retinal detachment starts with a hole, flap, or tear in the peripheral
retina (rhegmatogenous retinal detachment). Patients with peripheral
retinal thinning (lattice degeneration) are particularly vulnerable to
this process. Once a break has developed in the retina, liquefied vitreous is free to enter the subretinal space, separating the retina from
the pigment epithelium. The combination of vitreous traction on the
retinal surface and passage of fluid behind the retina leads inexorably
to detachment. Patients with a history of myopia, trauma, or prior
cataract extraction are at greatest risk for retinal detachment. The diagnosis is confirmed by ophthalmoscopic examination of the dilated eye.
Classic Migraine (See also Chap. 447) This usually occurs with a visual
aura lasting about 20 min. In a typical attack, a small central disturbance
in the field of vision marches toward the periphery, leaving a transient

Figure 39-14 Retinal detachment appears as an elevated sheet of
retinal tissue with folds. In this patient, the fovea was spared, so acuity
was normal, but an inferior detachment produced a superior scotoma.
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scotoma in its wake. The expanding border of migraine scotoma has a
scintillating, dancing, or zigzag edge, resembling the bastions of a fortified city, hence the term fortification spectra. Patients’ descriptions of
fortification spectra vary widely and can be confused with amaurosis
fugax. Migraine patterns usually last longer and are perceived in both
eyes, whereas amaurosis fugax is briefer and occurs in only one eye.
Migraine phenomena also remain visible in the dark or with the eyes
closed. Generally they are confined to either the right or the left visual
hemifield, but sometimes both fields are involved simultaneously.
Patients often have a long history of stereotypic attacks. After the visual
symptoms recede, headache develops in most patients.
Transient Ischemic Attacks Vertebrobasilar insufficiency may result
in acute homonymous visual symptoms. Many patients mistakenly
describe symptoms in the left or right eye when in fact the symptoms
are occurring in the left or right hemifield of both eyes. Interruption of
blood supply to the visual cortex causes a sudden fogging or graying of
vision, occasionally with flashing lights or other positive phenomena
that mimic migraine. Cortical ischemic attacks are briefer in duration
than migraine, occur in older patients, and are not followed by headache. There may be associated signs of brainstem ischemia, such as
diplopia, vertigo, numbness, weakness, and dysarthria.
Stroke Stroke occurs when interruption of blood supply from the
posterior cerebral artery to the visual cortex is prolonged. The only
finding on examination is a homonymous visual field defect that stops
abruptly at the vertical meridian. Occipital lobe stroke usually is due
to thrombotic occlusion of the vertebrobasilar system, embolus, or
dissection. Lobar hemorrhage, tumor, abscess, and arteriovenous malformation are other common causes of hemianopic cortical visual loss.
Factitious (Functional, Nonorganic) Visual Loss This is claimed by hysterics or malingerers. The latter account for the vast majority, seeking
sympathy, special treatment, or financial gain by feigning loss of sight.
The diagnosis is suspected when the history is atypical, physical findings are lacking or contradictory, inconsistencies emerge on testing,
and a secondary motive can be identified. In our litigious society, the
fraudulent pursuit of recompense has spawned an epidemic of factitious visual loss.
CHRONIC VISUAL LOSS
Cataract Cataract is a clouding of the lens sufficient to reduce vision.
Most cataracts develop slowly as a result of aging, leading to gradual
impairment of vision. The formation of cataract occurs more rapidly
in patients with a history of ocular trauma, uveitis, or diabetes mellitus. Cataracts are acquired in a variety of genetic diseases, such as
myotonic dystrophy, neurofibromatosis type 2, and galactosemia.
Radiation therapy and glucocorticoid treatment can induce cataract as
a side effect. The cataracts associated with radiation or glucocorticoids
have a typical posterior subcapsular location. Cataract can be detected
by noting an impaired red reflex when viewing light reflected from the
fundus with an ophthalmoscope or by examining the dilated eye with
the slit lamp.
The only treatment for cataract is surgical extraction of the opacified
lens. Millions of cataract operations are performed each year around
the globe. The operation generally is done under local anesthesia on an
outpatient basis. A plastic or silicone intraocular lens is placed within
the empty lens capsule in the posterior chamber, substituting for the
natural lens and leading to rapid recovery of sight. More than 95% of
patients who undergo cataract extraction can expect an improvement
in vision. In some patients, the lens capsule remaining in the eye after
cataract extraction eventually turns cloudy, causing secondary loss of
vision. A small opening, called a posterior capsulotomy, is made in the
lens capsule with a laser to restore clarity.
Glaucoma Glaucoma is a slowly progressive, insidious optic neuropathy that usually is associated with chronic elevation of intraocular
pressure. After cataract, it is the most common cause of blindness in
the world. It is especially prevalent in people of African descent. The
mechanism by which raised intraocular pressure injures the optic
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