
ABSTRACT
Cytomegalovirus (CMV) retinitis is the 
most common cause of vision loss in pa-
tients with acquired immunodeficiency 
syndrome (AIDS). CMV retinitis (CMVR) 
afflicted 25% to 42% of AIDS patients in 
the pre-highly active antiretroviral ther-
apy (HAART) era, with most vision loss 
due to macula-involving retinitis or retinal 
detachment. Due to the reduction of the 
incidence of CMV retinitis, there is inad-
equate supply of anti-CMV medications. 
Ganciclovir may be the most cost-effec-
tive drug for CMV management in other 
parts of the world, but in Zambia the drug 
is very expensive and beyond the reach 
of most Zambians. A 27 year old female 
presented with poor vision in both eyes 
for two months with gradual, painless 
progression. She had been commenced 
on Anti-Retroviral therapy for Human 
Immunodeficiency Virus (HIV) infection 
two weeks prior to presentation. Present-
ing visual acuity was hand movement in 
both eyes. Ocular examination revealed 
mild anterior uveitis with widespread ar-
eas of retinal mid peripheral and posterior 
pole vascular sheathing, retinal necrosis 
with haemorrhages and macula oedema 
in both eyes. A diagnosis of CMV retini-
tis was made in both eyes and the patient 
commenced on bi-weekly intravitreal 
ganciclovir injections followed by weekly 
maintenance injections. Visual acuity im-
proved only in the right eye to 6/12. She 
developed neovascularisation of the disc 
in both eyes and a tractional retinal de-
tachment in the left eye. 

INTRODUCTION
Cytomegalovirus (CMV) is a ubiquitous 
DNA virus that infects the majority of the 
adult population [1]. It is the commonest 
intraocular infection associated with Hu-
man Immunodeficiency Virus (HIV) af-
fecting an average of 25% of patients [2], 
particularly those with CD4 cell count 

less than 50/µl. It also occurs as an op-
portunistic infection in other immuno-
compromised states such as post organ 
transplant patients and those on chemo-
therapy [3]. With the widespread use of 
anti-retroviral therapy, the incidence of 
CMV retinitis (CMVR) has reduced [4]. 
The reduction in the incidence of CMVR 
has resulted in less interaction of the dis-
ease with eye health personnel and the 
reduced demand for the drugs that are 
used to treat it. The economic implica-
tion of this is that the price of these drugs 
goes up because of reduced demand. In 
some instances, the drugs may not even 
be stocked by the pharmaceutical compa-
nies in which case they have to be sourced 
from outside the country. The case pre-
sented highlights some of the challenges 
faced with treating patients with CMV 
retinitis in our local setting.

CASE SUMMARY
A female aged 27 years presented to the 
Eye Hospital of the University Teaching 
Hospitals outpatient department with 
complaints of poor vision in both eyes. 
The problem started with gradual loss 
of vision in her left eye over the preced-
ing two months and then she had loss of 
vision in the right eye two weeks prior to 
presentation. It was not associated with 
pain. She had been using lubricating and 
dexamethasone eye drops prescribed 
at another eye facility. She had no previ-
ous history of ocular disorders. Medical 
history was significant for HIV infection 
for which she had been on antiretroviral 
treatment (ART) for two weeks. Baseline 
CD4 count results were not available.
On examination, her visual acuity was 
hand movement (HM) in both eyes and 
IOP was 10mmHg in both eyes. Anteri-
or segment examination was significant 
for mild anterior chamber reaction with 
2+ cells. Vitreous was clear in both eyes. 
Retinal exam showed widespread areas 

of vascular sheathing, retinal necrosis 
with haemorrhages involving the posteri-
or pole and mid periphery with disc and 
macula oedema in both eyes, figs 1 and 2 
below. 
A diagnosis of fulminant CMV retinitis 
in both eyes was made. The patient was 
planned for treatment with intravitre-
al ganciclovir of 2.5mg/0.1ml twice per 
week in each eye for three weeks which 
she received diligently. The CD4 count 
was 98 cells/mm3 and the viral load was 
53,262 copies/ml. Unfortunately, these 
were done after the patient had com-
menced treatment for CMVR. She had 
weekly fundus photos done.
 Due to the unavailability of oral val-
ganciclovir, the patient was put on week-
ly intravitreal ganciclovir injection as 
maintenance treatment. After a total of 
12 injections in each eye, visual acuity 
improved to 6/18 in the right eye and re-
mained HM in the left eye. At this point 
neovascularisation of the disc (NVD) in 
both eyes and a dispersed vitreous hae-
morrhage with tractional retinal detach-
ment (TRD) in the left eye was noticed. 
She received intravitreal bevacizumab 
1.25mg/0.05mls in both eyes. She also 
had pan-retinal photocoagulation (PRP) 
to the extent possible using laser indirect 
ophthalmoscope in the left eye.
After a total of 20 intravitreal ganciclo-
vir injections, 1 dose of intravitreal beva-
cizumab in both eyes and PRP in the left 
eye, visual acuity was 6/12 in the right eye 
and remained HM in the left eye. She had 
regressed NVD in both eyes. The right eye 
also had some disc pallor and sclerosed 
vessels while the left eye had TRD threat-
ening macula. Viral load had dropped to 
21,138 copies/mL. At this point in time, 
anti-CMV maintenance therapy was 
stopped and ART continued. The patient 
awaits left eye pars plana vitrectomy with 
endolaser and silicon oil implant. 
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DISCUSSION
Patients with CMV retinitis present with 
painless, progressive loss of vision such 
as the patient in this case presented with. 
Sometimes floaters and visual field de-
fects may also be noted [5]. On retinal 
exam, three main forms of CMV retinitis 
have been identified: fulminant (as in the 
case presented), perivascular and granu-
lar [6]. 
A major component of the treatment 
of patients with CMV retinitis involves 
counselling in terms of compliance to 
long term treatment and in advanced cas-
es on the guarded visual prognosis. This 
is so important to do because it involves 
injecting the ganciclovir into the eye for a 
long time which the patient has to endure. 
This may be for 20 weeks or more. A mul-
tidisciplinary treatment team involving 
the ophthalmologist, low vision specialist, 
infectious disease specialist and counsel-
lors is vital to complete care. In the man-
agement of this patient all these people 
had a role to play which made managing 
the patient easier. Frequently, CMV retini-
tis is a clinical diagnosis though support-
ive tests include presence of anti-CMV 
antibodies or CMV antigens in body fluids 
including ocular fluids [7]. This could not 
be done for this patient due to the poor 
availability of serological tests. Serial fun-
dus photography is useful in monitoring 
response to treatment and progression of 
the disease. This proved to be so for this 
patient as shown in figs 1, 2 and 3 above.
Medical treatment for CMV retinitis in-
cludes local (intravitreal) and/or sys-
temic antiviral therapy. Drugs such as 
ganciclovir, valganciclovir, foscarnet, and 
cidofovir may be used. Disadvantage of 
local ocular therapy include that there is 
no protection of the other eye in case of 
initial unilateral retinitis and that it does 
not treat concurrent systemic disease 
either [7]. For bilateral disease system-
ic therapy is more useful. This was done 
for this patient which proved useful. 
Treatment is given for a three-week long 
induction phase followed by a period of 
maintenance determined by the patient 
response and systemic immune recovery. 
This patient received the induction regime 
as required and was given maintenance 
for three months. ART also is key in the 
treatment of HIV patients with CMV ret-
initis and also to prevent recurrence. This 
patient was already on ART. Generally, 
CD4 count levels above 200 cells/µl may 
be used to stop maintenance anti-CMV 

therapy for those on ART [8]. 
Complications that may arise due to CMV 
retinitis include vitreous haemorrhage, 
retinal detachment, macula oedema, ret-
inal atrophy and optic neuropathy [7]. 
This patient had vitreous haemorrhage, 
RD, and neovascularisation in both eyes. 
These may lead to irreversible vision loss. 
This could be the likely fate of the left eye. 
The cause of poor vision in this patient in-
cluded optic atrophy, macula atrophy and 
retinal detachment.
For the case presented, the diagnosis of 
CMV retinitis was made on presentation 
to the ophthalmologists. Primary care 
physician did diagnose HIV and start 
ART. However, baseline immune status 
by way of CD4 count was not done and 
even the patient only managed to get one 
result during the whole treatment course 
though it was repeatedly requested. At 
least two HIV viral load results were avail-
able showing reduced viraemia over time.
 Use of intravenous ganciclovir or oral val-
ganciclovir was not possible in this patient 
due the extremely high cost of such thera-
py that was not sustainable. This is a huge 
challenge in the Zambian setting because 
of limited availability of the drugs in the 
public and commercial pharmacies due of 
the reduced utilisation of the same. The 
available drugs are very expensive due to 
low demand. Thus, treatment for this pa-
tient was limited to intravitreal ganciclovir 
and ART. Other patients are apprehensive 
about any invasive ocular treatment and 
thus refuse this treatment also. 
Retinal surgery services are also not wide-
ly available as yet in the public sector. As 
a result, the patient has not yet had the 
surgery as at publication date. Low vision 
services are also a challenge at present 
due to lack of certain devices required for 
comprehensive low vision services. 
Despite the challenges, the patient man-
aged to improve to 6/12 vision in one eye 
that enabled her to move around inde-
pendently by the last follow up. She was 
consistent with treatment and review ap-
pointments which enabled the success.

CONCLUSION
Although there has been a success in 
managing patients with HIV, there has 
been a challenge with early detection of 
HIV-related conditions such as CMVR 
probably due to the reduced index of 
suspicion for the same. The successful 
treatment of CMVR becomes difficult as 
a result of the limited availability and high 

cost of drugs, as well as the long course 
of follow up. There is need to encourage 
people who are HIV positive to com-
mence ART treatment early in order to 
avoid such complications.
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