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An unusual case of posterior vitreous detachment
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Purpose: To describe a case of spontaneous closure of a macular microhole
induced by an acute posterior vitreous detachment (PVD).

Methods: Retrospective case report and analysis of patient data.

Case Report: We present a case of spontaneous closure of a posterior vitreous
detachment (PVD) induced macular microhole. In our patient, macular
microhole developed a few weeks after acute PVD. The development of macular
hole secondarily to acute PVD is rare, and there are reports of spontaneous
closure. Reporting this case is important to alert clinicians to the potential self-
resolving nature of this pathology.

Conclusion: Macular hole is a rare complication of acute PVD. Some cases
resolve spontaneously without the need for surgical correction. A conservative

detachment

Introduction

Posterior vitreous detachment (PVD) refers to the sep-
aration of the posterior vitreous cortex from the retina’s in-
ternal limiting membrane (ILM) and is the most common
cause of floaters. Although statistics are lacking, its onset
is typically in the sixth decade, and prevalence increases
with age and axial length. [1, 2].

It is thought to occur abruptly and secondarily to a tear
in the posterior hyaloid, with liquified vitreous gaining ac-
cess to the subhyaloid space, promoting separation of the
posterior hyaloid from the ILM. It begins posteriorly and
extends to the vitreous base. The most common complica-
tions result from anomalous vitreoretinal traction and in-
clude retinal tears, vitreous hemorrhage, rhegmatogenous
retinal detachment and retinal hemorrhage. Rarely, it can
result in macular hole formation and cystoid macular ede-
ma. [3].

We report a case of spontaneous closure of a macular
microhole secondary to PVD.

Case summary

A 70-year-old female presented to the emergency de-
partment due to floaters in the left eye for 5 days. She
denied photopsias or any “shades” or “curtains” in her
peripheral vision. There was no history of trauma. The
patient’s past ophthalmologic history was unremarkable.
She had a best-corrected visual acuity (BCVA) of 20/40
in her left eye and 20/20 in her right eye. There was no
relative afferent pupillary defect, and ocular motility was
normal. On slit-lamp examination, there were no patho-
logical changes in the anterior segment except for nuclear
cataract. Applanation tonometry was 16 mmHg. On dilat-

approach may be an appropriate setting if no high-risk features are present.

ed fundoscopy examination, there was vitreous syneresis
and an incomplete Weiss ring. Retinal periphery revealed
no holes, tears, or subretinal fluid on 360-degree Goldma-
nn 3-mirror lens examination. There was an absent foveal
reflex.

Optical Coherence Tomography (OCT) demonstrated
a PVD with a macular microhole (figure 1). The patient
was referred to a vitreoretinal surgeon. Given the recent
onset, preservation of visual acuity, and very small size
of the hole, a conservative approach was decided and the
patient was to return in 1 -week. At 1-week appointment,
the OCT showed a closing macular microhole with sub-

Figure 1. Macular microhole secondary to acute PVD at ini-
tial presentation
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Figure 3. Spontaneous closure of macular microhole at last follow-up

retinal fluid. After 1 month, the patient reported reduction
in floaters and presented with a BCVA of 10/10. The OCT
showed complete closure of the macular microhole (fig-
ures 2 and 3).

Discussion

A macular hole is a vitreoretinal pathological entity
characterized by a partial or full thickness defect in the
neurosensory retina in the fovea. It may present as meta-
morphopsia or central scotoma. It may be idiopathic, trau-
matic, or myopic. [4, 5].

Its pathophysiology differs: while idiopathic macu-
lar hole is associated with dynamic traction caused by
the posterior cortical vitreous, traumatic macular hole is
thought to arise due to foveal photoreceptor atrophy fol-
lowing commotio retinae. On the other hand, more com-
plex mechanisms may be involved in the development of
myopic macular hole. [4-6].

Current treatment options include pars plana vitrec-
tomy with PVD induction, ILM peeling (with or without
an inverted ILM flap technique), and endotamponade, with
high anatomic success rates. [4, 5].

The term macular microhole has been described by
Cairnes and McCombe [6] and is a different nosological

entity. There have been reported associations with trauma
and vitreoretinal interface diseases, and it may be misdiag-
nosed as solar maculopathy. [7]. It is rarely associated with
posterior vitreous detachment, and its pathology is thought
to arise due to abnormal vitreoretinal physics with antero-
posterior vitreous traction and subsequent central foveal
avulsion. [7]. Typically, these patients are found to have
stage 2 PVD overlying a small (50 to 150 pm) full-thick-
ness macular hole with no remaining vitreoretinal traction.
These may resolve spontaneously in some weeks without
the need for surgical intervention. [3].

Therefore, it should also be noted that a macular micro-
hole should be differentiated from a Gass stage 2 macular
hole — the former presents with sudden onset of symptoms,
followed by improvement or stabilization, both anatomi-
cally and functionally, while the latter is characterized by
subacute onset of symptoms with worsening as the hole
develops. Also, macular holes typically present with flat-
tening of the foveal concavity and may not show signs of
posterior vitreous detachment. [8].

OCT imaging is crucial in the diagnosis of this entity,
as it may reveal small, full-thickness foveal defect with flat
edges and no residual vitreous attachment, the detached
posterior hyaloid, small defects in the photoreceptor layer,
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and the presence of retinal fluid. Lai et. al. [9] have re-
ported a similar case illustrated by OCT. Thus, we con-
sider that our case contributes to the description of this
underdiagnosed entity by mean of Spectral-Domain OCT
and supports the hypothesis of natural closure.

Conclusion

Macular microhole is a rare but underdiagnosed com-
plication of acute PVD. OCT is a crucial tool in its diagno-
sis. Despite the lack of statistics, some cases resolve spon-
taneously without the need for surgical correction. Thus, in
the appropriate scenario, a conservative approach may be
suitable for some patients.
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