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ABSTRACT:  

We study the clinical characteristics and treatment outcomes in clinically diagnosed cases 

of Acute Retinal Necrosis (ARN).The medical records of six patients were retrospectively 

reviewed. All cases were found to have peripheral retinitis more than 180 degrees. All six 

patients responded well with resolution of retinal lesions taking a mean time of 6.4 

weeks. Steroids in the form of oral Prednisolone was given in all 6  patients. Retinal 

detachment developed in five patients, for which they underwent Vitreo-retinal surgery.. 

Final visual acuity was  20/200 or better in 3 out of  of 6 patients in our study.  A timely 

diagnosis , early systemic treatment and later on management of complications is 

important to achieve better results.                                                                                                 

 INTRODUCTION 

Acute retinal necrosis(ARN) is characterized by peripheral necrotizing retinitis due to 

infection by herpes virus family of which  most common is varicella-zoster virus (VZV), 

followed by herpes simplex virus (HSV I or II) and Epstein Barr Virus [1] . It can affect 

both immunocompetent and immunocompromised patients of any age and seen equally in 

males and females [2,3]. The estimated incidence of ARN is 2 per million individuals. It is 

diagnosed clinically on the basis of triad of retinitis along with perivasculitis and vitritis. 

ARN is complicated by retinal detachment which is seen in up to 75% of eyes within  3 

months of the onset of symptoms. Later on due to development of proliferative 

vitreoretinopathy, there is reduction in chances of surgical success.[4,5]   

In this case series we will be discussing clinical features and treatment outcomes of  six 

clinically diagnosed cases of ARN which presented to our OPD over a period of seven 
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years. All  patients underwent medical and surgical management at our centre. Informed 

consent has been obtained from all the  patients to be included in the study.  

Case 1 

65 years old male patient presented with complaints of diminution of vision in left eye 

since 10 days. There was no history of any systemic illness. He had been diagnosed as 

anterior uveitis elsewhere, and was on oral Prednisolone for last 10 days. On examination 

best corrected visual acuity (BCVA)  was 20/20 in right eye and 20/80 in left eye. 

Anterior segment examination showed Grade 1 nuclear sclerosis in both eyes ,while left 

eye showed  +1 cells in anterior chamber and +2 cells in anterior vitreous in left eye. 

Fundus examination was normal in right eye. Left eye showed  grade 2 vitritis with 

hyperaemic disc. Peripheral retina showed yellowish- white confluent patches of retinitis 

with few foci near posterior pole, alongwith sheathing  of vessels. The patches extended 

all around 360 degrees of peripheral retina. Based on clinical findings diagnosis of acute 

retinal necrosis was made and patient  was started on IV acyclovir 500mg thrice a day for 

7 days along with tablet aspirin 75 mg. As PCR-based testing for HSV and VZV is not 

available at our centre, we could not get laboratory confirmation done .Oral prednisolone 

1mg/kg/day was started from day 3. At 1 week follow up visual acuity  improved from 

20/80 to 20/60.  

Patient was shifted to oral acyclovir 800mg 5 times a day after 10 days of IV acyclovir. 

Follow-up at 3 weeks showed improvement in visual acuity to 20/40p. Fundus 

examination showed significant resolution of lesions.  

Prophylactic barrage laser was posterior to junction of necrotic and normal retina. Oral 

acyclovir was further continued for 4-6 weeks. At 8 weeks of onset, he came with 

complaints of sudden dimunition of vision in left eye.On examination vision was Hand 

Movement  in left eye, and fundus showed total rhe gmatogenous retinal detachment. He 

underwent belt buckle with vitrectomy with silicone oil injection. Post operatively retina 

was attached and BCVA was 20/400 at follow up visit at 6 weeks.     

Table 1 

S.No

. 

Age/Sex Systemic 

illness 

Prior steroid 

therapy 

Retinal 

detachment 

Outcome 

1 65,M No Yes Yes 20/400 

2 35,F No Yes Yes 20/60 Recurrent-RD  Re 

–operated thrice 
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Figure: 1 Fundus at presentation           Figure: 2 Fundus at 1 week follow up    

   
Figure: 3 Fundus at 3 week follow up    Figure: 4 Barrage Laser at junction of necrotic      

and normal retina 

3 60,M HT No Yes Light perception 

Chronic hypotony after 

silicone oil removal 

.Refused re-surgery. 

Eventual phthisis 

4 42,M No Yes Yes  20/200 

5 51, F DM No Yes Hand movement  

Recurrent RD in inferior 

quadrant 

6 49,M      HT Yes No 20/60 Retina attached 
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DISCUSSION 

First described by Urayama et al in 1971, Acute Retinal Necrosis (ARN) is a rare but 

potentially devastating infection of the retina. It has  poor visual prognosis if not treated 

timely. Predisposing factors have been found to include neonatal herpes, triggering events 

such as neurosurgery, periocular trauma, high-dose corticosteroids, and chorioretinal 

scars [6,7 ]. Incidence of immune dysfunction varied from 0%-55 % [6,7], but none reported 

in our study. 4 out of 6 cases were on oral steroids prior to presenting to our out patient 

department ,which were prescribed elsewhere for uveitis. All cases were  unilateral at 

presentation  and none developed ARN in fellow eye. On diagnosis based on clinical 

features, intravenous Acyclovir was initiated in all cases along with oral steroids and anti-

platelet drugs, followed by shift to oral Acyclovir. All 6 patients responded well with 

resolution of retinal lesions taking a mean time of 6.4 weeks. This corresponds well with 

the study by Lei and Wang [8], which showed reduction of viral load below threshold after 

8 weeks of antiviral treatment. Adjunctive Intravitreal Acyclovir / Gancyclovir have  been 

used in few studies with good results [6,9]. All patients except one in our study developed 

rhegmatogenous retinal detachment despite barrage laser at junction of necrotic and non 

necrotic retina. Incidence of RD ranges from 46%-100% in non-layered eyes [9, 10, 11] and 

35%-100%in eyes which received Laser [7, 9, 10]. Laser did not decrease risk of RD [7] 

.Systemic steroids prior to diagnosis did not seem to increase risk of RD [10]. Following 

Vitreoretinal surgery for RD, 4 out of 5 patients had attached retinas with silicone oil in 

vitreous cavity. This was similar to the 90-100% reattachment rate reported in other 

studies [11]. Two patients developed recurrent RD.  Both patients underwent re-surgery, 

out of which one had to undergo re surgery thrice. There after both patients maintained 

attached retina.  Final visual acuity was 20/200 or better in 3 out of 6 patients in our 

study. This corresponds well with other studies [6, 7, 11].Complications included hypotony 

and subsequent phthisis in one patient, macular pucker and subretinal fibrosis in 4 

patients. Poor prognostic factors include male sex, delay in diagnosis, and retinal 

detachment [7].  

CONCLUSION:  

Maintaining a high index of suspicion in atypical cases of posterior uveitis, starting 

systemic antivirals early and keeping vigil for development of retinal detachment may 

prove to be sight saving in patients contracting this rare but destructive infection.  

We think medical management could be initiated in patients with highly suggestive 

clinical features of ARN, even in the absence of laboratory confirmation of HSV/VZV. 
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