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Introduction:

An 88-year-old white
male was referred to The
Retina Institute for eval-
uation of a possible
intraocular tumor in his
right eye. The patient's
only visual complaint
was seeing floaters in his
left eye for the past few
years. His past ocular
history included previ-
ous cataract surgery in
the left eye, and his med-
ical history was signifi-
cant for insulin-depend-
ent diabetes mellitus and
hypertension. A review

of systems was unre- Figure 1

markable,

Visual acuity measured 20/40 in both eyes, and there with discrete borders without associated subretinal
was no relative afferent pupillary defect. Intraocular fluid, exudate, or heme (Figure 1). A detailed view of

pressures by applanation were 11 and 9
in the right and left eyes, respec-
tively. Anterior segment exami-
nation showed mild nuclear
sclerosis in the right eye
and a well-positioned
posterior chamber
intraocular lens in the
left eye.

the left eye was limited by asteroid hyalosis.

Dilated fundus exami-

nation showed vitreous
syneresis in the right eye
and diffuse white vitreous
opacities consistent with
asteroid hyalosis in the left eye.
The optic nerves were sharp and
pink with peri-papillary atrophy in both eyes.
Along the superotemporal arcades in both eyes, there
were noted to be deep, placoid, yellow-white lesions




Fluorescein angiography revealed
late staining of the lesions and
was otherwise unremarkable
(Figure 2). A-scan and B-
scan  ultrasonography
was performed to aid in
defining the lesion char-
acteristics. A-scan ultra-
sonography  showed
high signal strength at
the level of the sclera
with rapid tapering of the
signal in both eyes.
Corresponding B-scan ultra-
sound showed dense hypere-
chogenic lesions with orbital shadowing

Figure 2

(Figures 3 and 4). Of note, the orbital shadowing was cancer, and bilateral location of the lesions along the
shown in the same B-scan just superior to the normal superotemporal arcades, we believe his findings to be
shadowing produced by the optic nerve in both eyes. most consistent with sclerochoroidal calcifications.
Also, the A and B-scans of the left eye showed vitreous

echoes consistent Sclerochoroidal calcifications are geographic yellow-

with asteroid hyalo-
sis.

Figure 3
The fundus exam
findings combined
with the fluorescein
angiogram and A/B
scans helped confirm
our diagnosis of scle-
rochoroidal calcifica-
tions in this patient.

Discussion:

The differential diag-
nosis for  sclero-

choroidal calcification
includes  choroidal
osteoma, choroidal
metastasis, amelanot-
ic choroidal
melanoma, peripheral ,
exudative hemor- |
rhagic chori-
oretinopathy, ‘
choroidal granuloma, h “
and retinal astrocytic ‘
hamartoma. Based on | || | | LA |Ir|
the age of our patient,
negative history of

Figure 4
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white lesions that are usually found in older white indi-
viduals, and are the result of calcium deposition in the
sclera and choroid'. They are most commonly located in
the superotemporal mid-periphery along the arcades.
These lesions are generally idiopathic, but rarely have
been reported in patients with Gitelman and Bartter
syndromes, autosomal-recessive kidney disorders of
hypokalemic alkalosis and deposition of calcium salts
in tissuesl. Patients with sclerochoroidal calcifications
are asymptomatic and these lesions are
benign, although overlying choroidal neovasculariza-
tion has rarely been reported®. They are generally stable
in size but can result in overlying chorioretinal atrophy
over time’.

As in our case, additional testing can be very useful to
help confirm the diagnosis. On fluorescein angiogra-
phy, the lesions show early hypofluorescence and late
staining. Ultrasonography of the lesions classically
shows dense hyperechogenicity with orbital shadow-

ing.

It is important for the clinician to be familiar with this
relatively rare but benign condition given its excellent
overall visual prognosis. If similar lesions are found in
a younger individual, however, further work-up for
systemic conditions involving abnormal calcium or
magnesium metabolism should be considered. Our
patient was reassured about the benign nature of these
lesions, and he will be monitored with routine follow-
up in the future.
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The Retina Institute participates in numerous national clinical trials.
Visit the Studies section on our website at tri-stl.com for information

regarding these trials and patient enrollment.

We are currently enrolling patients in the following studies:

For AMD: OPHTHOTECH
For DME: DRCR-U; DRCR-V
For Macular Pucker: Ozurdex for ERM

For Retinal Vein Occlusion: Ozurdex for RVO

For Vitreomacular Adhesion: ORBIT
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