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specific	gravity.[1,3‑6]	In	reports	on	intraretinal	SO,	its	presence	
is	limited	to	small	quantities.[3]

We	report	a	case	where	a	slow	progression	of	retinoschisis	in	
PM	is	visualized	due	to	concurrent	increase	of	intraretinal	SO	
resulting	in	a	hyperoleon	configuration	9‑years	post‑surgery.	
This	demonstrates	the	confluent	connection	between	the	schitic	
spaces	and	makes	the	extent	of	the	retinoschisis	in	the	superior	
macula	visible	on	fundus	examination.
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Figure  2: Right eye vertical swept‑source optical coherence 
tomography showing a full‑thickness macular hole with macular 
myopic retinoschisis with small hyperreflective spherical bodies 
filling the schitic space in the superior half of the macula (between 
white arrows)
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A 50‑year‑old male patient was referred for an assessment of 
a	choroidal	lesion	in	the	right	eye.	He	also	noticed	a	rapidly	
growing	caruncle	lesion	about	2	weeks	prior	to	his	visit.	His	
medical	history	was	remarkable	for	metastatic	diseases	from	
clear	cell	renal	carcinoma	1	year	before.

On	 ophthalmic	 evaluation,	 his	 visual	 acuity	was	 20/20	
in	 both	 eyes.	Anterior	 segment	 examination	 of	 the	 right	
eye	showed	a	 red	protruding	mass	at	 the	caruncle	 [Fig.	 1].	
Dilated	 fundus	 examination	demonstrated	 an	 amelanotic	
choroidal	 lesion	 at	 the	 inferior	 temporal	 arcade	 [Fig.	 2].	
Ultrasound	examination	identified	a	dome‑shaped	choroidal	
tumor,	with	medium	internal	reflectivity	[Fig.	3].	The	left	eye	
examination	was	normal.	The	 caruncle	 tumor	was	 excised	
totally.	Histopathological	examination	revealed	nests	of	clear	
cells	with	abundant	cytoplasm,	which	confirmed	a	metastatic	

Mangesh.Kamble
Rectangle



August 2020  1653Photo Essay

Figure 1: Anterior segment examination of the right eye showed a red 
protruding mass at caruncle

Figure  2: Dilated fundus examination demonstrated an amelanotic 
choroidal lesion measuring 5 mm in diameter at inferior temporal fundus

Figure 3: Ultrasound examination revealed a domed shaped choroidal 
tumor, 2.9 mm in thickness with variable internal reflectivity

Figure 4: The histopathological examination of the excised caruncle 
tumor revealed nests of clear cells with abundant cytoplasm, which 
was conclusive of a metastatic renal cell carcinoma in the caruncle

Figure 5: There is no recurrence of conjunctival tumor

renal	cell	carcinoma	(RCC)	[Fig.	4].	The	right	eye	was	treated	
with	radiotherapy	in	addition	to	the	second	line	of	systemic	
targeted	therapy.	There	is	no	recurrence	of	conjunctival	tumor	
or	choroidal	tumors	18	months	after	treatment	[Fig.	5].

Discussion
Choroidal	metastasis	 from	RCC	 accounts	 for	 only	 3%	 of	
all	 choroidal	metastases.[1‑3]	 There	were	only	 three	 cases	of	
conjunctival	metastasis	from	RCC	reported	in	the	literature.[4,5] 
Two	cases	presented	with	a	unilateral	 conjunctival	mass	as	
the	first	presentation	of	RCC.	The	third	case	presented	with	
bilateral	 choroidal	metastases	 from	RCC	 and	 developed	
bilateral	conjunctival	metastases	6	months	later.

This	is	a	patient	who	has	an	advanced	stage	of	RCC,	which	
is	refractory	to	first‑line	targeted	therapy	and	immunotherapy.	
The	biopsy	of	the	tumor	at	caruncle	confirmed	the	nature	of	
the	 intraocular	tumor.	To	the	best	of	our	knowledge,	 this	 is	
the	first	case	to	describe	concurrent	conjunctival	and	choroidal	
metastases	from	RCC,	which	may	represent	a	more	aggressive	
phenotype	of	RCC,	and	requires	close	monitoring	of	advanced	
disease.
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A	59‑year‑old	female	presented	with	gradual	diminution	
of	vision	in	the	left	eye	for	3	months	associated	with	pain	and	
redness.	The	best‑corrected	visual	acuity	(BCVA)	in	the	right	
eye	was	20/20	and	 counting	fingers	 close	 to	 face	 in	 the	 left	
eye.	The	examination	of	the	right	eye	was	unremarkable.	The	
left	eye	showed	a	sluggishly	reacting	pupil,	partial	posterior	
vitreous	detachment	(PVD)	and	two	well‑defined	overlapping	
translucent	 cysts	 just	 below	 the	 inferior	 arcade,	 the	 larger	
one	 in	 the	 retro‑hyaloid	 space	 demonstrating	 the	 typical	
undulating	movement	and	the	smaller	one	in	the	sub	retinal	
space	harboring	the	scolex	[Fig.	1].	CT	brain	showed	features	
suggestive	of	neuro‑cysticercosis.

After	 obtaining	 neurologist	 opinion	 and	 initiation	 of	
oral	 steroids,	 through	25‑gauge	pars	plana	vitrectomy,	 the	
retro‑hyaloid	 space	was	entered	 through	 the	area	of	partial	
PVD.[1]	The	cyst	capsule	was	firmly	adherent	to	the	hyaloid,	
which	was	gently	separated	using	a	soft‑tipped	cannula	when	
it	was	still	found	adherent	to	the	underlying	structures.	After	
meticulous	dissection,	this	cyst	was	found	communicating	to	
the	sub	retinal	cyst	through	the	posterior	hyaloid	[Fig.	2a].[2] 
Chandelier‑assisted	bimanual	dissection	was	then	performed	
to	open	up	 the	 ‘hyaloid	 tunnel’	 [Fig.	 2b]	 that	 enveloped	 its	
connection	to	the	sub	retinal	component	of	the	cyst,	which	was	
subsequently	teased	out	into	the	vitreous	cavity	in	toto	with	
passive	suction	revealing	its	dumbbell	shape	[Fig.	2c].[3] It was 
then	removed	completely	with	a	high‑speed	vitrectomy	cutter.	
The	bed	of	the	cyst	with	surrounding	fibrosis	was	lasered.	At	
one‑week	follow	up,	her	BCVA	had	improved	to	20/120	and	her	
retina	was	attached	[Fig.	3].	Anticonvulsant	and	antiparasitic	
therapy	were	initiated.

Discussion
Chandelier‑assisted	 bimanual	 dissection	 helps	 achieve	
meticulous	 dissection	 and	 isolation	 of	 the	 cyst	 in	 toto	
prior	to	its	removal	with	a	high‑speed	vitreous	cutter,	thus	
ensuring	 its	 complete	 removal	 and	 good	 post	 operative	
visual	recovery.
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