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Figure 5: Fundus fluorescein angiography (a and b) mid phase showing 
multiple hyperfluorescent spots over the posterior pole sparing the 
fovea corresponding to yellow lesions seen in color fundus with no 
active leakage

ba
Figure 4: Enhanced depth imaging-optical coherence tomography 
imaging of the right and left eye (a and b) showing thickened ellipsoid 
zone which is separated from the retinal pigment epithelium/Bruch 
complex by an optically clear space (asterisk); optical coherence 
tomography line scan (c and d) through the peripheral yellow lesion 
visible on the color fundus showing hyper‑reflective lesion at the level 
of retinal pigment epithelium with a narrow optically clear space in 
subretinal space typical of vitelliform lesion
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Case
We report two cases of 35‑year and 25‑year‑old females 
presented with visual acuity of 6/60 and 5/60 for the 
right and left eye on Snellen’s chart. On evaluation, 
both eyes showed central retinal vein occlusion (CRVO) 
[Figs. 1a and b, 2a and b]. The fundus fluorescein angiography 
showed delayed venous filling and blocked fluorescence 
with no evidence of neovascularization [Figs. 1e and 2c]. 
The optical coherence tomography showed cystoid macular 
edema (CME)  [Figs. 1f and 3a]. Investigations for Case 1 
revealed marked iron deficiency anemia and thrombocytosis 
and for Case 2 showed moderate anemia [Table 1]. On physician 
evaluation, serum antitissue transglutaminase antibody titers 
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Figure 1: (a and b) Posterior pole fundus photograph of right and 
left eye at initial presentation, (c and d) images of the right eye at 
subsequent follow-up at 2 monthly intervals after change of diet plan 
with regard to celiac disease and subsequent clearing of the retinal 
hemorrhages; (e) the mid arteriovenous phase of fundus fluorescein 
angiography shows blocked fluorescence due to hemorrhages; (f) the 
presence of cystoid macular edema at fovea, and (g) the resolution 
of cystoid macular edema postintravitreal injection of bevacizumab
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Figure 2: (a and b) Posterior pole fundus photograph of left and right 
eye at initial presentation, (c) the mid arteriovenous phase of fundus 
fluorescein angiography increased optic disc vascularity and increased 
early and late disc fluorescence with blocked fluorescence due to 
hemorrhages. (d-f) Images of the left eye at subsequent follow-up at 2 
monthly intervals after change of diet plan with regard to celiac disease 
and subsequent clearing of the retinal hemorrhages
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confirming the diagnosis of CD. The patients were managed 
with gluten‑free diet and iron and folate supplementation and 
each eye underwent intravitreal bevacizumab (1.25 mg/0.5 ml) 
for the management of CME which showed improvement in 
vision, resolution of hemorrhages [Figs. 1b‑e and 2d‑f], and 
CME [Figs. 1g, 3b and c] over subsequent follow‑ups.

Discussion
The classic triad of CD: diarrhea, abdominal pain, and 
malabsorption are seen only in 10%–20% of cases only.[2,3] In 
India, most cases of CD are in the northern part of country, 
as wheat is the staple diet. CD patients have a lifelong risk to 
develop thrombosis. Reported mechanisms for retinal vein 
occlusion (RVO) include (a) lack of absorption of Vitamin K, 
deficiencies of protein C and S, antithrombin, Vitamin B12 
and folate, (b) hyperhomocysteinemia, and (c) dehydration 
and hyperviscosity of blood due to malabsorption and chronic 
diarrhea.[1] 

Conclusion
We recommend inclusion of Anti‑Ttg titers in young patients 
presenting with a RVO, as it is a highly sensitive (74%–94%) 
and specific test (97%–100%)[1] and can save the patient from 
life‑threatening thrombotic complications.[2‑4]

Table 1: The details of investigation for both Case 1 and 
Case 2

Investigation Case 1 Case 2

Total luecocyte count 8460 8210

Hemoglobin (g/dl) 4.6 7.6

Platelet count/ml 755,000 393,000

Mean corpuscular volume 56.1 59.7

Mean corpuscular hemoglobin 17 16.5

Erythrocyte sedimentation rate 10 5

Peripheral blood smear Microcytic 
hypochromic

Microcytic 
hypochromic 

with anisocytosis

Homocysteine levels (umol/L) 9.0 9.62
CRP Negative Negative

CRP: C-reactive protein

were done due to suspicion of celiac disease (CD), which was 
highly positive. Upper gastrointestinal endoscopy showed 
scalloping of duodenal folds and loss of villi and thus duodenal 
biopsy was performed which showed signs of atrophic villi, 
decreased villous/crypt ratio (<1.1), and cryptic hyperplasia 
[Fig. 4a and b] graded as Modified Marsh Grade Type 3c,[1] 
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Figure 3: (a) The presence of cystoid macular edema for the second 
case at initial presentation and (b and c) the subsequent decrease in 
cystoid macular edema after intravitreal bevacizumab injection
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Figure 4: (a) Areas of duodenal erosions with scalloping of duodenal 
folds and loss of villi, (b) histopathology of duodenal biopsy showing 
signs of atrophic villi, decreased villous/crypt ratio (<1.1), crypt 
hyperplasia, increased intraepithelial lymphocytes, and lamina propria 
showing moderate infiltration with plasma cells, (H and E, ×200)
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Case
A 15‑year‑old female presented with diminution of vision in 
the right eye following high‑grade fever for 18 days which was 
associated with skin rashes, severe myalgia, and arthralgia 
[Fig. 1]. She was extensively investigated for the cause of her 
febrile illness, which included a negative serology for dengue 
and chikungunya. Best‑corrected visual acuity (BCVA) was 
20/200 in the right eye and 20/20 in the left eye. Slit‑lamp 
examination of the right eye revealed a quiet anterior chamber 
and anterior vitreous. Fundus examination of the right eye 
showed a circumscribed area of retinal whitening, abutting the 
fovea nasally and inferonasally with optic disc edema, marked 
venous tortuosity, few intraretinal hemorrhages, and cotton 
wool spots [Fig. 2a]. Fluorescein angiography showed early 
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