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Mark Dunbar:  Disclosure 2024-2025

• Optometry Consultant/Advisory Board
– Carl Zeiss
– Tarsus
– Orasis
– Astella
– Apellis
– Azura
– Sun

- B&L
- Topcon
- Visus
- Sydnexis
- Cloudbreak
- Tenpoint
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Consults in Retina

• Macula problems
– AMD
– Retinal vascular disease
– Occult macular disease

• Peripheral retinal pathology
• Suspicious pigmented lesions
• Unexplained vision loss
• Other
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Paying attention to the key fundamentals of the eye exam

• Good case history
– Ocular and medical 

• Detailed and organized exam addressing the key elements
– Skipping any steps can result in missing a key finding
– Use technology as an adjunct to the exam 
• But do NOT substitute technology for doing the exam 

• Make sure the clinical findings explain and fit  the 
“Assessment/Plan” 
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55 yo Caucasian Male

• Presents with sudden onset of floaters RE
– “Feels like I am looking through an oil slick or water”

• BCVA:  20/20 each eye
• CVF:  FTFC OU
• Dilated patient with 1% Tropicamide, 2½%  Neo
• Examines with 90 D and peripheral retina with BIO and 20 D lens
• Notes Weiss Ring and attached retina
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55 yo Caucasian Male

• Diagnosis:  PVD
• Educated regarding signs and symptoms of retinal 

detachment
• Explains need to return immediately if he should see 

these symptoms
• RTC  1 yr
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• Did the OD manage this patient correctly?
• Was there anything else they should have  done?

Clinical Decisions…
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• Was he obligated to do scleral depression?
• Should he have referred this patient to a retinal specialist?

Clinical Decisions…
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The rest of the story…
• Patient return about 5 weeks later complaining he can’t see 

out of his right eye for th past 4 days
• Has a macula-off RD
• RD repaired but VA 20/200

65 yo Caucasian Male PVD
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Consults in Retina:  Managing the Symptomatic PVD

• Can/should you follow a patient that has symptomatic PVD 
   or should you refer to a retina specialist?
• Depends on skill level with indirect ophthalmoscopy
• Your ability to get a good peripheral retinal exam
– Can be patient dependent
– How much dilation 

• How much risk you are willing to incur 
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3 Malpractice Cases Associated with Symptomatic PVD

1:  Sudden floater -  Dx PVD but didn’t have the pt follow up and 
 not do scleral depression

2:  Flashes and Floaters – No PVD seen
– Does everything, documents everything
– Sees the pt back, only to have the pt return with an RD on the 3rd visit 

(with retinal specialist)

3:  Routine exam 5 months ago – all is normal
– 5 mo later has flashes and floaters -> presents with an RD
– Pt had lattice that is not noted in the chart
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Can Imaging substitute for a dilated fundus exam?
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Is UWF Imaging a Substitute for a DFE?

• While UWF imaging can show most of the retina, it will not 
reveal lesion anterior to the equator

• One study showed 30% increase in retinal lesion discovery 
comparted to traditional DFE alone

It Should be Used as a Complement to DFE
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September 2022

17

The Decision to Dilate…

The Definition of Eye Exam
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The Decision to Dilate…

NOT

19 20
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48 yo Female – Feb 2025, 1st time visit 

• Only wants an updated contact lens prescription
• VA 20/20 in each eye
• Cannot be dilated today – playing golf later

23 24
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4/18/2025:  Urgent email
• Sudden onset of a cobweb in her vision and has lost half of her 

vision (while playing golf)

25

Diagnosis and Management of 
the Symptomatic PVD
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PVD
• 65% of individuals > 65 have PVD
• More common in women
• More common following 

intraocular surgery
• More common following 

inflammation
• More common in aphakes
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PVD
• Retinal tears occur 8-15% of 

eyes with symptomatic PVD
– 90% are superior

• VH occurs in 13-19% of 
symptomatic PVD’s 

• VH + PVD -> 70% will have a 
retinal break

• PVD No VH -> 2-4% will have 
retinal break

28
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Exam of a Patient with Symptomatic PVD

• Should have a high suspicion of detecting Weiss ring
• Should have a high index of suspicion of a possible retinal break
• Clinical exam should be conducted with these suspicions

30
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Clinical Exam of a Patient with A 
Symptomatic PVD

• All the testing and procedures that you would normally do 
with any patient

• Dilated fundus exam
• Look specifically at the anterior vitreous
– Note presence or absence of pigment or cells in the anterior vitreous 

-> tobacco dust, schafer’s sign
• Peripheral extended ophthalmoscopy including scleral 

depression
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Symptoms of Flashes…
PVD NOT Seen

What is your management?

Return with in 3-4 weeks 
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Symptoms of Flashes…
PVD is Seen

What is your management?
Do you bring him back for follow up?
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Management of Acute PVD

• Educate about the Si/Sx of RD

• Return in ~ 4 weeks, then 3-4 months, then annually

With Symptoms
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Indications for referral

• Not comfortable with indirect ophthalmoscopy
• Presence of pigment or blood in the vitreous 
– If you don’t see a retinal tear – go back and look again

• Layering of blood on the retina
• Presence of a retinal tear 
• RD
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Examining the Retina
The peripheral retina
• It has to be done through a dilated pupil
• Don’t substitute imaging for indirect 

ophthalmoscopy
– Use Imaging as a compliment, but not 

substitute
• Be systematic in your examination
• You should be able to see ora on “all” 

gazes
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What is the time frame that she needs to be treated 
before it affects the final visual outcome?

A.  Within 24 hours
B.  Within 3 days   
C.  Within 7 days
D.  Within 14 days
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Predictive Factors for Poor Visual Outcome

• Initial presenting visual acuity – worse visual acuity
• Duration of the macular detachment 
– Longer the mac-off RD -> worse the visual outcome

• Height of the retinal detachment

AJO 2022

38

Timing of Macula-Off RD Surgery

• Best visual outcomes are when the surgery is performed within 
7 days of the macular detachment

• Meta-analysis have shown that a delay of more than 3 days 
was associated with statistically worse final visual outcome
– Eyes that had surgery within 3 days averaged a final visual acuity of 

around 20/30 
– Eyes that were operated between 4-7 days averaged a final visual 

acuity of around 20/70. 
AJO 2022
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Lattice Degeneration as a Routine Finding?

Is this any cause for 
concern?

How do you manage it?
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Lattice Degeneration and Risk of RD

• RD develop in 0.7% of eyes with lattice degeneration 
followed for 10.8 yrs

• Eyes with lattice that developed tractional retinal tears 
– 40% occurred in areas not associated with lattice…normal-

appearing retina

Byer NE. Ophthalmology. 1989; 96:1401-1402
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Lattice Degeneration

• Present 5-20% of the general population
• Localized area of retinal thinning associated 

with a fluid pocket in the overlying cortical 
vitreous
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Indications for Prophylactic Treatment of Peripheral Retinal 
Tears and Holes in Symptomatic Patients

    Treat
• Horseshoe tears Yes
• Operculated holes Rarely
• Atrophic holes No
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58 yo White Male

• Hit in the LE with a tennis ball 2 weeks ago and immediately 
started to see a floater in the LE

• The floater is now gone
• Hx of RLS (MF IOL’s OU)
• Va:  RE 20/20;  LE 20/25
• No PVD is seen in the LE

44
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Consults in Retina

• ERM LE – 2025
– Is this visually significant?
– Referral to retina?

• No PVD is visible but is also No longer symptomatic…

• What’s next?
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58 yo White Male:  Floater after Tennis Ball Injury; 
Incidental Finding of ERM
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When is an ERM worthy of a retinal consult?

• Intolerable symptoms
• IRF/CME

48
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What is the OD’s Role in Managing Patients with ERM?

• Immediate referral
• Follow for resolution

• When do these patients get treated?
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Epiretinal Membrane (ERM)

• Translucent or semitranslucent, fibrocellular membrane seen on 
the inner retinal surface

• 80-90% seen with PVD
• May contract or shrink, producing varying degrees of distortion, 

intraretinal edema, and degeneration of the underlying retina
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Epiretinal Membrane (ERM)

• Symptoms:  blurred VA, distortion, metamorphopsia
• Cause:  poorly understood - PVD ?
• Contraction may produce macular pucker or pseudohole
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Managing ERM

• Determine how symptomatic
• The presence of metamorophsia, distortion is a good gauge 

for determining when to refer for consideration of vitrectomy 
• OCT very helpful in quantifying the amount of retinal 

thickening
– The presence of CME
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54 yo Hispanic Female:  I feel like there is a cloud in my vision 

20/20 20/20
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54 yo Hispanic Female:  I feel like there is a cloud in my vision 

20/20
20/20

55 56
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Natural History of ERM?

• 90% will not progress
• 10% will
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Management of ERM

• Observe with OCT
• Refer to retina if patient becomes symptomatic enough “want” 

vitrectomy

59

Vitrectomy 2025
• Smaller-gauge instruments (25 or 

27) compared with the 20-gauge 
needles used less than 15 years ag

• Smaller vitrectomy instruments 
allow for sutureless procedures
– Smaller sclerotomy
– Trocars allow for small, thin-wall 

cannula
• Less inflammation 
• Fewer complications
• Much greater success rate

60
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Pay Attention to the Vitreoretinal Interface

61

 5 Diseases Arising from Abnormalities in the 
Vitreomacular Interface (VMI):

• Epiretinal membrane (ERM)
• Vitreomacular traction (VMT)
• Full Thickness macular hole (FTMH)
• Lamellar macular hole
• Myopic macular schisis

62

Does VMT Require a Retinal Consult?

63

Vitreomacular Traction in the Era of OCT

• Not rare!
• A group of disorders caused by incomplete PVD
• Leads to persistent traction on the macula 
• Produces in most cases CME and decreased visual acuity
• Can be idiopathic
• Can result in full thickness macular hole formation
• Can occur with ERM
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Does VMT Require a Retinal Consult?

• It depends
• Level of Va
• How symptomatic is the patient?

65

2018
2024

66
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7/27/2014

65 y/o Hispanic Female
VA:  20/40
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20/40

20/50

7/27/14

10/6/14

VMT evolving into a Macular Hole

68

12/2/14

7/27/14

10/6/14

69 70

Left Eye

71

Initial

1 year later

20/25

20/80

72
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Initial

1 year later
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VMT

• Seems to be more cases of VMT then ever before
• Likely due to more primary care OD providers have OCT’s 
– Being diagnosed more 
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Consults in Retina:
The Macula
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Consults in Retina:  The Macula
• What is your comfort level in managing (in your office) macular 

disease?
• When do you refer patients with macular pathology to a retinal 

specialist?
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12/2/22

77

12/2/22
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12/2/22

79

12/2/22

80

Dry AMD

• What stage?
• OCT imaging is essential
– Though not required 

especially for early AMD

Advanced AMD

No AMD

Neovascular
AMD

Geographic
atrophy

2 
forms

• None or few drupelets (small drusen ≤ 63 µm)
• No AMD pigmentary abnormalities

Early AMD • Medium drusen > 63 µm and ≤ 125 µm
• No AMD pigmentary abnormalities

• 1 large drusen > 125 µm and/or
• Any AMD pigmentary abnormalities

Intermediate 
AMD
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78 yo White Male:   Followed every 6 mo for Intermediate Dry AMD
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1 year Later:  1/4/23

83

1/10/22 1/4/23

84
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79 yo White Male Jan 4, 2023

85

Inf scan through GA:
Hypertransmission defect
iRORA
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2019 2022
2023

Not the same scan area
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When to Refer?
• Any GA that is threatening central visual function
• Any GA that is beginning to involve the fovea 
–  likely already having reduced Va

• Large extrafoveal lesions

Progression 
to subfoveal 
involvement 
18 months
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When to Refer?
• Extrafoveal lesions that are not a threat to 

central Va?
• Central GA lesions that have already have 

sig loss of visual function?

89 90
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Wet AMD
• Subretinal hemorrhage
• Drusen changes
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Consults in Retina:  AMD
Absolute Referrals
• ANY suspicion of conversion from dry to wet
• ANY visual threatening geographic atrophy (GA)
–What is visual threatening?
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Consults in Retina:  AMD
Maybe/Consider Referrals
• Not comfortable …or the patient isn’t comfortable
• Insurance coverage
• Don’t have technology 
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Occult Macular Disease
• What is occult macular disease?
– Anything that is not “typical”
– Unexplained reduced VA

• Examples of occult macular disease
– Old/chronic CSR
– Old trauma
– VMT
– Hereditary retinal disease
– Pattern dystrophies 

52 yo Male;  20/30
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52 y/o Hispanic Male
20/30

96
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FAF
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89 yo White Male
• Presents 4/2/25 for annual follow up with complaint of 

watery eyes
• He was seen exactly 1 year earlier (4/3/24) and before 

that 2021
– Had cataract surgery 2022 by outside provider (Baptist)

• VA:  20/20 each eye
• Anterior segment unremarkable -> MGD, gutta, PCIOL’s
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My Extern tells me:   
“the patient has a choroidal nevus, is this significant…?”

100
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89 yo Pseudophakic with Watery Eyes
• He has a blatantly obvious pigmented choroidal lesion
• Has been seen twice before at our institution by 2 

different providers
• Has been seen by an outside provider for cataract 

surgery (probably more than once)
• He has never been told (nor has it been recorded) 

that he has a pigmented lesion in his retina

102
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Consults in Retina:  Evaluating a Pigment Lesion in the Retina 

Never-before-seen 
pigmented choroidal lesion 

in an 89 yo patient

Has it always been 
there…but just missed

Or

Is this new – and potentially a 
choroidal melanoma?
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Choroidal Nevi
• < 3 mm elevation
• < 3 DD in size
– 95% are less than 2 DD

• Slate gray
• Drusen 
• SRF associated with 

drusen
• CNVM

104

Features Suggesting Nevi
• Drusen
• Overlying neurosensory 

detachment
• Choroidal neovascular 

membrane
• Circinate exudate
• Bony pigment spicules
• Zones of RPE atrophy

105 106
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Pigmented lesion discovered as part of annual eye exam

111

What is Correct Diagnosis?

1. Choroidal nevus
2. Choroidal melanoma
3. Melanocytoma
4. I don’t really care, I am going to refer it regardless of what 

the diagnosis is?

112

113

Growth over 7 ½ months

114



4/2/26

20

Choroidal Melanoma

• >3 mm elevation
• Variable pigment
• Multiple areas of orange pigment (lipofuscin)
• Serous fluid (detachment) in absence of drusen
Ø Unequivocal evidence of growth

115 116
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Do Choroidal Melanoma’s Develop 
from Pre-Existing Choroidal Nevus
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Long term ultrasonic follow up of choroidal nevi and their 
transformation to melanomas

• 659 consecutive eyes with choroidal nevi examined between 1984 and 2004
– 165 clinically suspicious nevi were followed clinically w ultrasound

• 17 choroidal nevi (2.6% of all nevi, 10.3% of suspicious nevi) converted to small 
choroidal melanoma

•  1.5 years of follow up were necessary to statistically distinguish between premalignant 
and benign nevi

• No nevus smaller than 1 mm thickness converted to melanoma
• A thickness of > 2 mm and a LBD >7 mm were most predictive of conversion to 

melanoma

Br J Ophthalmol 2006;90:8 994-998 Published Online
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Consults in Retina:  “Suspicious” Choroidal Nevus
When to Refer?

• Anything that is NOT flat
– Any time there is thickness or elevation of a pigment lesion

• The presence of orange -> lipofuscin
• Subretinal fluid
• Change over time

120
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37 y/o Middle Eastern American Radiologist

Presented on Monday
for a refraction

Blurry vision OU

RE:  20/50
LE:  20/20

121 122
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Plaque Radiation 
(Ionizing Radiation)

• Iodine-125 
• Seeds of radioactive 

material implanted 
into a plaque 

• Sewn onto the globe 
and left on for 3 d

•  Dosage:  8-10 rads 
reach apex, 40-
50,000 reach the 
base
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• Unadjusted 5 yr survival:  81% vs 82%
• 5 year adjusted rate of death from metastatic melanoma:  
– 11% Enucleation
– 9% Plaque 

• Conclusion:  Mortality rates do not statistically differ b/w 
the 2 treatments for up to 12 years 
Arch of Ophthalmol July 2001 119(7):969-982

COMS Results: Medium Tumors

125

• Baseline Visual Acuity:
–Median VA:  20/32
– 70% with > 20/40, 10% < 20/200 

• 3 yrs Post I125 plaque
–Median VA:  20/125
– 34% > 20/40;  45% < 20/200 
– 43-49% impairment in VA (> 6 lines of acuity loss from pretreatment)

Ophthalmology Feb 2001 108(2):348-366

COMS Results: Medium Tumors

126



4/2/26

22

Pre-enucleation Radiation vs Enucleation
• Total 435 deaths classified by Mortality Coding Committee
– 269 had histologically confirmed melanoma metastases (166 died 

from other causes)
• 5 yr survival = 72% Enuc vs 74% PERT 
– No statistical survival difference b/w 2 groups 

Initial Mortality, COMS Report # 10 AJO June 1998

 
Large Choroidal Melanomas

 COMS Report # 10
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Molecular Genetics of Ocular Melanomas

• Discoveries in molecular genetics have established that there 
are 2 classes of tumors with distinct molecular signatures

• Class 1 -> carries a low risk of metastasis - less than 10%. 
• Class 2 -> greater than 90% chance of spreading to the liver.
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Molecular Genetics of Ocular Melanomas

• Via fine needle biopsy transcriptomic profiling can be done 
which can accurately predict which tumors will likely go on 
to develop metastic disease and which won’t…

• This risk may be independent of what type of treatment that 
patient may have had   
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Class 1A:  3-4% rate of metastasis
 in 5 yrs

130

68 yo White Male:  Works at UM:  December 4, 2024
In for comprehensive exam:  Hx of corneal trauma RE and never good vision

Exam 2 yrs before was normal

131 132
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Management 
• Flat choroidal nevi:  follow yearly
• Suspicious nevi:  
– photo 
– follow in 6 wks, 3 mo, then  6 mo 
– evidence of growth -> early 

melanoma
• Lesions > 3 mm thickness:  probably 

early melanoma
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Consults in Retina:  The Patient with Diabetes

• 52 yo BM:  Annual Diabetes Eye Exam
– Has had T2D for ~ 7 years; on an oral medication
–Was last seen 1 yr ago without any DR

• Doesn’t have any visual complaints:  20/20 each eye
– Today:  A1C 6.9

• 20/20 each eye

134

His Exam 1 year ago (March 2024)

135 136
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52 yo BM 1 yr follow up for DR Evaluaiton

Assessment
• Resolving BRVO RE
– Likely ischemic
– Suspicious area of NVE without fibrovascular proliferation

• T2D without retinopathy

Plan

139

52 yo BM 1 yr follow up for DR Evaluation
Assessment

• Resolving BRVO RE
– Likely ischemic
– Suspicious area of NVE without 

fibrovascular proliferation
• T2D without retinopathy

Plan
• Should be seen within 3 months (could be 

sooner)
– Would benefit from wide-field FA
– Most retina specialist wouldn’t treat 

now 
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Consult of the Patient with Diabetes

• CI-DME
– Non CI – DME?

• PDR
• ? More than Moderate

• Stable PDR following laser?
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