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We report a 76-year-old woman presenting to our retina department for an ophthalmic evaluation. 
Her best corrected visual acuity (BCVA) was 6/18, N8 in both eyes (BEs). Her medical history 
revealed hypertension, cardiac disorder, and dyslipidemia for more than 15 years. Plasma amino 
acid testing showed an elevation in the amino acids, including ornithine. BE had been operated for 
cataract 10 years back. BE fundus [Figure 1a and b] showed multiple chorioretinal patches, bony 
spicules, and cystoid macular edema (CME). Optical coherence tomography [Figure 1c and d] of 
the macula showed cystoid spaces and a disrupted ellipsoid zone. Fundus fluorescein angiography 
showed a petaloid pattern in the late phase [Figure  2a and b]. All the other causes of CME in 
that age group were ruled out. A diagnosis of bilateral gyrate atrophy (GA) with CME was made. 
She was treated with an intravitreal dexamethasone implant (Ozurdex®, 700 μg) for BE (left eye 
[LE] followed by right eye). After 1 month, CME was resolved [Figure 2c and d], but the BCVA 
was maintained to 6/18, N6. On her last follow-up, i.e., after 1 year, visual acuity was stable, no 
recurrence of CME, and increase in intraocular pressure was noted.

GA is an autosomal recessive chorioretinal degeneration that is known to occur due to a mutation 
in the OAT gene.[1] Macular edema is the most common complication of GA.[2]

This may exacerbate the deterioration in vision. GA can be diagnosed clinically. However, 
genetic study does play a critical role in the diagnosis of inherited retinal dystrophies. The 
clinical features of GA include discrete patches of chorioretinal atrophy 360° in the periphery, 
which can eventually progress to the macula. In addition, bony spicules, epiretinal membrane 
(ERM), and foveoschisis can be seen.[3] The degree of macular edema and visual acuity may 
not always possess a correlation due to underlying degenerative retinal conditions.[3,4] Multiple 
factors can give rise to CME in elderly patients such as pseudophakia (typically occurs 
4–6 weeks after cataract surgery), any occlusive (central retinal vein occlusion, ocular ischemic 
syndrome, diabetic retinopathy) or inflammatory event, age-related macular degeneration, 
vitreoretinal interface disease (ERM in LE was thin), and medications (prostaglandin analogs, 
mat epinephrine or related compounds, paclitaxel or other chemotherapeutics, nicotinic 
acid).[5] No such factors were present in our case. Many treatments have been suggested 
for GA-associated CME. Primary treatment includes dietary changes (arginine-restricted 
diet).[6] Secondarily, carbonic anhydrase inhibitors and corticosteroids such as intravitreal 
triamcinolone acetonide or dexamethasone implants can be utilized to treat CME.[6]
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CME is commonly observed in young adults associated 
with GA. On the contrary, our patient showed macular 
involvement at a later stage in life. We did not find 
any other cause for the CME in her age group. We 

can conclude that CME secondary to GA may occur 
irrespective of age.
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Figure  1: A 76-year-old lady, a known case of gyrate atrophy 
presented to us showing (a and b) multiple, peripheral discrete 
patches of chorioretinal atrophy along with bony spicules. (c and d) 
Optical coherence tomography showing cystic spaces suggestive of 
cystoid macular edema. 
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Figure  2: (a and b) Fundus fluorescein angiography late phase 
demonstrating petaloid pattern suggestive of cystoid macular 
edema. (c and d) One month after dexamethasone implant showing 
significantly resolved cystoid macular edema.
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