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BRANCH RETINAL VEIN OCCLUSION: DO WE REALLY NEED TO TREAT IN HASTE
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ABSTRACT

BACKGROUND

It is important to know the natural history of branch retinal vein occlusion in order to understand that any benefit attributed to
intervention of any kind is due to the effect of the treatment alone and not due to natural course of the disease. In view of so many
treatment options available, it becomes important to understand the natural outcome in case of BRVO, so one can decide when to

intervene.

AIMS

1. To find out natural visual outcome in patients with recent onset BRVO.
2. To find out what percentage of patients develop complications in long term.

METHODS AND MATERIALS

20 patients seen in retina clinic with branch retinal vein occlusion of recent onset were included in the study from 2012 to
2014. Their best corrected visual acuity (BCVA), fundus photograph, intraocular pressure, and anterior segment findings were
recorded. They were followed at 3 monthly interval for a period of one year.

RESULTS

Out of 20 patients with BRVO, 16 had involvement of superotemporal arcade and 4 had inferotemporal. 13 (65%) patients had
final visual acuity of more than 6/18 on Snellen chart and 7 (35%) had visual acuity of less than 6/18. Out of 13 patients, 5 (25%)

patients had final visual acuity of 6/9-6/6.

CONCLUSION

It is advisable to follow up patients of BRVO with visual acuity of 6/18 or better for a period of 6 months before undertaking
any intervention and to intervene only if they show any deterioration on follow up in visual acuity or develop any complication

secondary to BRVO.
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INTRODUCTION

In the recent era of free availability of anti-VEGF (Vascular
endothelial growth factors) and their inadvertent use in
various kind of retinal vascular pathologies like vascular,
inflammatory, autoimmune, or age-related warrants a
balanced approach in dealing with use of these agents.(1)

Branch retinal vein occlusion has a good visual outcome
as compared to CRVO (Central retinal vein occlusion), so
inappropriate use of anti-VEGF should be avoided.

Natural history of the visual outcome can act as the basis
to compare outcome of various treatment modalities for the
disease. So, this study will help us to decide whether and
when to intervene or else wait for the natural recovery.

This will help to prevent unnecessary treatment-related

morbidity along with reduction in financial burden to the
patient.(23)
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METHODS

20 patients of recent onset BRVO who were seen during
period of 2012 to 2014 were taken into study and followed
for a period of 1 year. Their visual acuity at time of
presentation, fundus findings, intraocular pressure, anterior
segment findings are recorded, and then followed 3 monthly
for a period of one year.

Inclusion Criteria

1. Patients with definitive diagnosis of BRVO.

2. Patients who are seen with in a period of three months
of onset of visual symptoms.

After 3 months, the visual symptoms might change due to
decrease in retinal haemorrhage and macular oedema and
would fail to provide any valid information about natural
history of the disease.

Exclusion Criteria

Patients with associated retinal vascular disease.
Patients with diabetic retinopathy.

Patients with inflammation-induced vascular occlusion.
Patients with advanced glaucomatous optic disc damage.
Patients with macular pathology.
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Natural history was performed by recording BCVA on
Snellen’s chart for distance and near slit-lamp examination
for iris neovascularisation and applanation tonometry for
baseline intraocular pressure. Dilated fundus examination
and fundus photographs were taken at the time of
presentation. The above protocol was maintained on all
follow up visits for a period of one year.

Fundus fluorescein angiography was done only when
there was a suspicion of neovascularisation or there was a
marked decrease in visual acuity from previous visit in the
form of loss of 2 Snellen line to rule out macular ischaemia or
macular oedema.

Descriptive statistics was computed for the demographic
and clinical variables.

RESULTS

Out of 20 patients with BRVO 16 (80%) had involvement of
superotemporal arcade and 4 (20%) had inferotemporal
major arcade involvement. Superotemporal involvement is
more because of more arteriovenous crossings in superior as
compared to inferior arcade.(45)

More than 13 (65%) patients had final vision of 6/18 or
better and 7 (35%) had vision of less than 6/18 after one
year of follow up. Out of 13 patients, 5 (38%) patients had
final vision of 6/9 to 6/6.

Visual acuity stabilised after a period of 6 months in most
of the patients.(67)

Most common cause in decrease in visual acuity was
cystoid changes at macula and macular ischaemia, which was
confirmed by fundus fluorescein angiography.(89)

None of the patients in our series developed retinal
neovascularisation or iris neovascularisation, which could be
due to small sample size of the study and less incidence of
neovascularisation in BRVO as compared to CRVO (Central
retinal vein occlusion).(10)

BRVO was more common in men as compared to females
(14 male and 6 females) i.e. ratio of 2.3:1 18 patients (90%)
were over 50 yrs. of age and 2 (10%) were under 50.

13:) Prese‘:ttaﬁon 3mth. | 6 mth. | 9 mth. | 12 mth.
1 6/9P 6/ | 6/9 | 6/9 | 6/9
2 6/18P 6/12 | 6/12 | 6/9 | 6/9
3 6/18 6/18 | 6/12P | 6/12P | 6/12P
4. 6/18 6/18 | 6/18 | 6/18 | 6/18
3 6/36 6/36 | 6/36 | 6/36 | 6/36
6 6/36 6/36 | 6/18 | 6/12 | 6/6P
7 6/60 6/60 | 6/18 | 6/18 | 6/18
8. 6/24 6/18 | 6/12P | 6/12 | 6/12
9. 6/18 6/18 | 6/18 | 6/18 | 6/18
10, 6/60 6/36 | 6/36 | 6/36 | 6/36
11 6/24 6/18 | 6/12 | 6/9 | 6/6P
12, 6/36 6/36 | 6/24 | 6/24 | 6/24
13, 6/18 6/18 | 6/18 | 6/18 | 6/18
14, 6/24 6/24 | 6/18 | 6/18 | 6/18
15, 6/24 6/18 | 6/12 | 6/12 | 6/12
16, 6/12P 6/12 | 6/12 | 6/12 | 6/12
17, 6/6P 6/6P | 6/6 | 6/6 | 6/6
18, 6/18 6/18 | 6/24 | 6/36 | 6/36
19, 6/18 6/18 | 6/12 | 6/9 | 6/9
20, 6/12 6/36 | 6/36 | 6/18 | 6/18

Table 1: Visual Acuity at Presentation and
on Follow Up for One Year
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DISCUSSION

The BRVO study was conducted in 1984. In it, 199 eligible
eyes were included. Mean follow up for a period of 3.1 yrs.
was done. It was found that gain of at least 2 lines of distant
visual acuity was greater in treated eyes.

BRVO is seen in 6t or 7t decade of life. One study found
prevalence of 0.2% in patients over 40 yrs. Prevalence
increases to 0.5% after 65 yrs. of age.

An idiopathic thrombus at the site of arteriovenous
crossing site (AVCS) typifies the presentation in nearly all
BRVO. Non-AVCS BRVO are found in inflammatory or
iatrogenic. At AV crossing, the artery and vein share a
common adventitial sheath. This suggests the reason of
thrombus formation. Some degree of thrombus recanalization
eventually follows allowing partial drainage of retinal blood
flow.

Long-term visual acuity outcome is generally reported as
6/12 or better in 53% of patients, 6/18 to 6/60 in 28% and
less than 6/60 in 19%.

In our study, 65% patients had visual acuity of 6/18 or
better and 35% less than 6/18.

It emphasises that patients with BRVO can be followed
safely for a period of 6 months by which time the visual
acuity stabilises in most of the cases. Invasive investigations
in the form of FFA should be undertaken after 6 months by
which time most of the haemorrhages and exudates had
cleared and any areas of macular ischaemia, capillary non-
perfusion, or cystoid changes at macula can be clearly
documented.

It is not necessary to treat all the patients at the time of
presentation with intravitreal steroids or anti-vascular
endothelial growth factor, because the effect of these
medications is temporary. Moreover, VEGF act as stimulus for
opening of shunt vessels beyond the level of block for re-
establishing the circulation.(!1) Early injection of anti-VEGF
may help in reducing the macular oedema associated with
BRVO, but simultaneously it may hinder eyes natural
response to recover the block. That's why, we get more
haemorrhages and infarcts once the effect of these agents
wanes off.

It is better to wait for natural recovery to take place at
least for a period of 6 months by which time most of the
visual recovery is stabilised and then intervene based on FFA
findings.

In this way, we save unnecessary treatment related
morbidity to the patient and can utilise the available
modalities of treatment in most rational way.
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