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ABSTRACT 

Acute retinal necrosis (ARN) is a rare form of uveitis caused by a viral infection. It manifests as necrotizing retinitis and can 
result in serious vision loss if not correctly diagnosed and treated. This article reports the case of a patient with a history 
of previous treatment for ARN, which was completed 3 months ago, who had a relapse in spite of being 
immunocompetent. The relapse was confirmed and documented by measuring IgM levels in the aqueous humor as blood 
serology only showed positive IgG. The ophthalmic findings, clinical evolution, treatment (including prophylaxis), and follow-
up are described. 

 
 
RESUMO 

A necrose aguda de retina (NAR) é uma rara uveíte causada por infecção viral que se apresenta como uma retinite 
necrotizante e pode resultar em grave perda visual se não for diagnosticada e tratada corretamente. É relatado aqui o 
caso de uma paciente com história de tratamento completo prévio, realizado há três meses, para necrose aguda de 
retina, que apresentou recidiva embora seja imunocompetente. A confirmação da recidiva foi documentada com dosagem 
de IgM no humor aquoso visto que a sorologia sanguínea apresentava-se apenas com IgG positiva. São descritos seus 
achados oftalmológicos, a evolução clínica, o tratamento (incluindo a profilaxia) e o seguimento. 

 
 
RESUMEN 

La necrosis aguda de retina (NAR) es una rara uveítis causada por infección vírica que se presenta como una retinitis 
necrotizante y puede resultar en grave pérdida visual si no es diagnosticada y tratada correctamente. En este artículo, se 
relata el caso de una paciente con historia de tratamiento completo previo, realizado hace tres meses, para necrosis 
aguda de retina, que presentó recidiva, aunque sea imunocompetente. La confirmación de la recidiva fue documentada 
con dosis de IgM en el humor acuoso, dado que la serología sanguínea se presentaba solamente con IgG positiva. Se 
describen sus hallazgos oftalmológicos, la evolución clínica, el tratamiento (incluyendo la prevención) y el seguimiento. 
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INTRODUCTION 
 

Acute retinal necrosis (ARN) is a rare form of uveitis caused by a viral infection. It manifests as necrotizing retinitis that can result in 

devastating vision loss if not correctly diagnosed and treated.1,2,3 It can be caused by multiple members of the Herpesviridae family, most 

frequently by Herpes simplex and Herpes zoster and less frequently by cytomegaloviruses (CMVs).2 

ARN is a rare disease that typically affects immunocompetent patients,4,5,6 causing extensive and progressive retinitis.7 The diagnostic 

criteria for ARN are posterior uveitis, retinal necrosis, occlusive vasculopathy, and progression of the retinitis if untreated.3 PCR analysis 

of the aqueous humor can be used to identify the viral etiology of ARN, with sensitivity and specificity greater than 90%. It can also be 

used to confirm a diagnosis. Treatment comprises the administration of antiretroviral drugs based on the etiology.3,8 

 

Case details 

A 51-year-old female patient was admitted with a complaint of diminished visual acuity (VA) of the right eye (RE) for 1 week. She had 

undergone treatment for ARN 3 months earlier, for 15 days (ganciclovir 700 mg/day), with no prophylaxis after discharge. 

The ophthalmic examination showed VA with correction in “counting fingers” at 1 m for RE and 20/20 for the left eye (LE). On 

biomicroscopic examination, RE presented with nongranulomatous keratic precipitates in the endothelium, rare cells in the anterior 

chamber, and paralytic mydriasis; LE showed no abnormalities. Tonometry revealed the intraocular pressure to be 18/14 mmHg (9 am). 

Fundoscopy of RE showed a pale optic nerve, superior and inferior phantom vessels, and an active inferior temporal retinitis, with superior 

temporal cicatricial retinitis and 2+/4+ vitreitis (Figure 1). LE was found to be normal (Figure 2). 

 

 

Figure 1: RE retinography with pale optic nerve, presence of superior and inferior phantom vessels,  

active inferior temporal retinitis, superior temporal cicatricial retinitis, and 2+/4+ vitreitis. 

 

 

 

Figure 2: LE retinography with normal fundus. 
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The following tests were performed to diagnose infectious posterior uveitis: complete blood count, coagulation profile, VDRL, FTA-

ABS, PPD, chest X-ray, head CT, and serology for hepatitis B. All the tests revealed normal results. Serology for toxoplasmosis and CMV 

was negative for IgM and positive for IgG, with no evidence of activity. Thus, it was necessary to perform a puncture of the anterior 

chamber to test the aqueous humor for CMV. The result was found to be positive for IgM (89.40). 

The patient was intravenously treated with ganciclovir 700 mg/day for 15 days. Her VA improved to 20/100 in RE; biomicroscopy 

showed posterior synechia for 3–9 h, and fundoscopy showed a pale optic nerve, phantom vessels, and an area of cicatricial atrophy 

corresponding to the location of the inferior and superior temporal retinitis (Figure 3). Prophylaxis was performed with ganciclovir 700 

mg/day three times a week for 10 weeks. In the 1-year follow-up, there were no further relapses and the contralateral eye was not 

affected. 

 

 

Figure 3: RE retinography with pale optic nerve, phantom vessels, and an area of cicatricial atrophy  

corresponding to the location of the inferior and superior temporal retinitis. 

 

DISCUSSION 
 

ARN due to CMV is a rare condition, which evolves with an extensive area of retinal necrosis and severe visual loss if not properly 

treated. Although diagnosis is based on retinal changes, serology tests and PCR analysis of the aqueous humor can also be performed 

to help with the specific therapy.3 

The present study patient had a history of ARN for 3 months and was treated with ganciclovir, with no prophylaxis after discharge. 

Even without immunodeficiency, the patient had a relapse of her previous condition, and the etiology was confirmed by measuring the 

IgM levels in the aqueous humor, with positive results for CMV. Therefore, therapy with ganciclovir 700 mg/day for 15 days was resumed, 

resulting in complete cicatrization of the retinitis area and consequently in the improvement of VA. The decision was taken to keep the 

patient on a prophylactic dose of ganciclovir 700 mg/day three times a week for 10 weeks. Since then, the patient has experienced no 

further episodes of relapse or infection of the contralateral eye for 1 year. 
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