
March - April 2010 Indian Journal of Ophthalmology 173

aft er training, have a commitment to serve in the underserved 
areas of the country or at their sponsoring hospitals and, 
specifi cally, tackle children’s eye diseases with this newly gained 
expertise. The activities that are a part of the project are broad 
based and targeted toward health promotion and awareness 
creation relating to eye diseases among children and society as a 
whole. A team approach ensures that service delivery is optimal. 
Many such teams have already been trained and are working 
successfully in diff erent parts of India creating awareness on eye 
diseases in children and providing specialized paediatric eye 
care. It is hoped that creation of such paediatric eye care teams 
will have a great impact on the community, but the eff ects will 
only be obvious in the times to come.
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Spectral domain optical coherence 
tomography predates fl uorescein 
angiography in diagnosing central 
serous chorioretinopathy

Dear Editor,
Central serous chorioretinopathy (CSCR) is characterized by the 
development of serous retinal detachment in the macula and is 
mainly diagnosed by fl uorescein angiography that shows one 
or multiple areas of leakage from the retinal pigment epithelium 
(RPE) seen as “expanding dot” or “smoke stack” sign.[1,2] The 
RPE defect corresponding to the dominant hyperfl uorescence 
in the fl uorescein angiogram, is believed to be the cause for 
serous leakage of fl uid into the subretinal space and is seen as a 
pigment epithelium detachment (PED) on time domain Stratus 
Optical coherence tomography (OCT).[3] We present a case of 
CSCR where the spectral domain high-defi nition (HD) Cirrus 

OCT (Carl Zeiss Meditec) could diagnose subclinical CSCR 
before the development of the expanding dot sign on fl uorescein 
angiography.

A 40-year-old man was seen with complaints of blurred vision 
in his left  eye with a visual acuity of 20/30 and was diagnosed to be 
suff ering from CSCR in this eye. His right eye was asymptomatic 
with a visual acuity of 20/20. On fl uorescein angiography, multiple 
areas of hyperfl uorescence were seen that were diagnosed as 
PED. No expanding dot sign was seen at this stage in the right 
eye [Fig. 1] while the left  eye showed multiple hyperfl uroscence 
with late leakage [Fig. 2]. Analysis of the single-layer RPE showed 
elevations in the corresponding areas [Fig. 3]. A raster line scan 

Figure 1: (a and b) Fundus and red-free photograph of the right eye 
showing mottled appearance superotemporal to the fovea. (c and d) 
Angiogram during transit and late phase showing hyperfl uorescence 
suggestive of pigment epithelium detachment (arrows). Additionally, 
an area of punctate hyperfl uorescence (solid arrow) is shown with an 
absence of smoke stack or subretinal fl uid

Figure 2: (a and b) Fundus photograph and angiogram of left eye 
showing pigmentry changes and yellowish precipitate, mottled 
appearance supero-temporal to fovea showing hyperfl uorescence 
(arrows). (c) Additionally, showing multiple areas of pinpoint 
hyperfl uorescence. (d) OCT of left eye showing pigment epithelium 
detachment and subretinal fl uid
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Figure 4: Raster Line scan of right eye passing above the fovea shows 
pigment epithelium detachment (black arrows), with subretinal fl uid 
(arrowhead). Red arrows demarcate external limiting membrane while 
yellow arrows shows outer photoreceptor layer. Inset shows OCT slice 
showing the presence of subretinal fl uid (solid arrow)

Figure 3: Single layer retinal pigment epithelium scan of right eye 
on Macular Cube 512 � 128 Combo shows pigment epithelium 
detachment s (arrows). In addition, the superior part of retinal pigment 
epithelium layer shows uneven surface with bumps. The inset shows 
fundus image with scan cube overlay

Figure 5: (a and b) Same eye(right eye) 3 months later shows expanding dot sign on fl uorescein angiography (arrows). (c). Single layer RPE 
scan shows more uneven and bumpy surface compared to previous scan in Figure 2. (d). Raster Line scan right eye shows pigment epithelium 
detachment with subretinal fl uid

of the right eye showed PED with serous retinal detachment 
[Fig. 4]. Similarly, the left  eye showed PED with a serous retinal 
detachment [Fig. 2]. The patient was under regular follow-up 
for next few months. Three months later, the patient complained 
of blurred vision in his right eye (20/30) that now showed an 
expanding dot sign on fl uorescein angiography [Fig. 5]. Repeat 
analysis of the single RPE layer now showed increased irregularity 
with bumps in the superior half [Fig. 5].

The diagnosis of CSCR is mainly clinical, aided by fl uorescein 
angiography and OCT. Fluorescein angiography classically 
shows the leakage of dye from the choroid through a focal RPE 
defect and its pooling in the subretinal space in acute CSCR. 
OCT is traditionally used to quantify the amount and extent 
of the subretinal fl uid, demonstrate thickening of the neural 
retina and is commonly used for monitoring during the follow-
up and also for diagnosing the changes in the neurosensory 
retina that can cause permanent impairment in vision in such 
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eyes. [3,4] Recently, 3D high-speed OCT has shown to facilitate 
the understanding of pathophysiologic changes in CSCR.[5] 
However, this case illustrates that spectral domain HD OCT 
could pick up the presence of the subretinal fl uid and RPE 
changes even before they could manifest angiographically 
in CSCR. This indeed may be a bett er tool for monitoring the 
asymptomatic eye for the detection of early changes and may 
obviate the need for fl uorescein angiography in selected cases. 
However, this is only a case report and a larger study is required.
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Phrynoderma and night blindness

Dear Editor,
Phrynoderma is traditionally considered to be a skin manifestation 
of vitamin A defi ciency as is night blindness in the eye. However, 
most recent investigators deny the link between phrynoderma and 
vitamin A and the association between phrynoderma and night 
blindness is highly unusual. We report a three-year-old patient 
who presented with night blindness and was found to have skin 
lesions typical of phrynoderma. Both conditions completely 
resolved with vitamin A therapy suggesting its causative role.

Ocular manifestations of vitamin A defi ciency are referred to 
as xerophthalmia, earliest manifestation being night blindness. 
Others include conjuctival xerosis, Bitot’s spots, corneal xerosis, 
keratomalacia, and corneal scarring.[1,2] Skin lesions in the form 
of follicular keratosis or phrynoderma have been reported.
[1,2] Lesions typically are dry, hard, pigmented papules with 
2-5 mm central intrafollicular keratotic plug projecting from hair 

follicles as horny spines resembling toad skin, hence the name 
phrynoderma. However, the link between phrynoderma and 
vitamin A defi ciency is controversial and some reports suggest that 
this condition may be secondary to generalized malnutrition or 
essential fatt y acid defi ciency.[2-4] Night blindness associated with 
phrynoderma appears to be an exceedingly rare occurrence.[1-5]

Figure 1: Clinical photographs of the patient’s arms (a) and legs 
(b) illustrating the hard papules on the extensor surfaces typical of 
phrynoderma

Figure 2: Clinical photograph of the same patient one month following 
vitamin A therapy
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