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ABSTRACT

Lower half retinal detachment was found in a young male patient with choroidal coloboma and vitreus turbidity . The treatment of the retinal 
detachment which was considered to originate from choroidal coloboma was lens aspiration, IOL implantation followed by 23 G Pars plana 
vitrectomy. Following core vitrectomy and perfl uorocarbon injection , retinal dialysis was observed in the lower nasal area during the peripheral 
vitreous shaving using indentation. Our patient was only then correctly diagnosed as retinal detachment secondary to retinal dialysis was treated 
with PPV-endolaser and 16% C3F8 gas injection and in the post-operative period, the retina attached. Retinal dialysis was encountered in the 
patient without history of trauma in whom we thought retinal detachment was due to the subvisible tears in the coloboma. Peripheral retina 
and vitreous base should be examined in detail in all of our patients even if there are apparent causes for detachment as choroidal coloboma. 
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retina. The fact that majority of patients are young male 
adults without established posterior vitreous detachment 
(PVD) can lead delay in diagnosis.8 Thus, peripheral retina 
should be evaluated cautiously after trauma. Not all retinal 
dialyses necessarily lead retinal detachment and it remains 
localized by chorioretinal adhesion surrounded by pigment 
at peripheral retina. Here, we aimed to emphasize that there 
may be a problem in peripheral retina and peripheral retina 
should be carefully evaluated in a young man presented 
to our clinic with diagnoses of coloboma and retinal 
detachment.

CASE REPORT

A 39-years old man working in a rehabilitation center for 
mental disability was referred to our clinic with suspected 
toxoplasmosis in left eye, coloboma and retinal detachment. 
There was no history of direct ocular trauma in the patient. 
In thorough ophthalmologic examination, visual acuity was 
full vision in right eye and hand movements in the left eye 
by Snellen charts. In biomicroscopic examination, anterior 
segment was normal in right and left eyes. Intraocular 
pressure was measured as 14 mmHg in right eye and 6 

INTRODUCTION

Congenital ocular coloboma results from fetal fi ssure 
closure defect occurring at gestational week 5-7. It 
is associated with developmental defects such as 
microphthalmia and anophthalmia.1 Retinal detachment is 
seen up to 40% of patients with chorioretinal coloboma.2 In 
general, it occurs as a retinal detachment with break and in 
an acquired manner. The tear is generally within coloboma 
or at its margin. Lack of retinal pigment epithelium pump, 
myopia and vitreoretinal tractions facilitated by vitreous 
syneresis is implied in the etiopathogenesis.3, 4  

Retinal dialysis is separation of neurosensory retina from 
non-pigmented pars plana epithelium at ora serrata. It is 
seen in 10% of retinal detachments with break.5, 6 Retinal 
dialysis prevents spread of retinal pigment epithelium 
since base of vitreous is adhered to posterior aspect of 
dialysis in almost all retinal dialyses; thus, proliferative 
vitreoretinopathy (PVR) is lower (6%).7, 8 Majority of 
retinal detachments are seen as a result of trauma and at 
inferior temporal or nasal quadrants in general. It develops 
weeks or months after trauma by contraction of peripheral 



mmHg in left eye. In fundus examination, retina and optic 
nerve were found to be normal in right eye while fundus 
image was blurred because of vitreous cells and haze in 
left eye. There was a coloboma not fusing with optic nerve 
and retinal detachment at inferior region of optic nerve. 
A choroidal detachment accompanying to hypotonia was 
observed (Picture 1). Orbital sonography was compatible 
with choroid detachment and retinal detachment at inferior 
quadrant in left eye. Due to presence of retinal detachment, 
biometric measurements of intraocular lens (IOL) were 

performed according to contralateral eye. In the patient, 
lens aspiration in left eye, IOL implantation followed by 
pars plana vitrectomy were performed and retinal dialysis 
was observed at inferior nasal region during indentation 
examination (Picture 2, 3). Barrier laser was performed 
to margin of coloboma and posterior to dialysis area 
(Picture 4, 5) and surgery was completed by 16% C3 
F8 gas injection (Picture 6, 7). At the end of 19-months 
follow-up, visual acuity was improved to 0.7 by Snellen 
chart. In fundus examination, a coloboma area, laser scars 

Picture 1. Fundus image of the case having retinal 
detachment and chorioretinal coloboma with choroid 
detachment.

Picture 2. Intraoperative fundus image of chorioretinal 
coloboma case with retinal dialysis at inferior nasal 
quadrant.

Picture 4. Fundus image of chorioretinal coloboma case 
underwent barrier laser therapy at posterior margin of 
retinal dialysis.

Picture 3. Fundus image of chorioretinal coloboma case 
with retinal dialysis; retinal dialysis (big black arrow), 
coloboma (small black arrow); optic nerve (yellow arrow).
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at posterior to area of retinal dialysis region and at margin 
of coloboma and attached retina were observed. There was 
epiretinal membrane (ERM) was observed in left eye on 
optic coherence tomography (OCT) (Picture 8).

DISCUSSION

The blunt ocular trauma can manifest as various 
clinical conditions ranging from retinal edema to retinal 
detachment. The severity of impact and characteristic of 
vitreoretinal pathologies are also important. Blunt trauma 
can lead dialysis at anterior margin of base of vitreous, 

vitreous avulsion, macular hole, horseshoe tear and retinal 
dialysis at posterior margin of base of vitreous.9

Acute rhegmatogenous retinal detachment is not necessarily 
seen following blunt trauma. Since these patients are 
generally young, vitreous acts as a tamponade at region 
of dialysis or tear. By liquefaction of vitreous over time, 
fl uid moves beneath retina, resulting in detachment. This 
depends on age, extent of tear, localization and severity of 
trauma. Tears at inferior regions progress slowly.10 

Danny Mitry et al. evaluated clinical characteristics and 
predisposing factors in 1130 cases with retinal detachment 
accompanied by tear.7 Authors found that 5.9% of retinal 

Picture 5. Fundus image of chorioretinal coloboma case 
underwent barrier laser therapy at posterior margin of 
retinal dialysis and margins of choroidal coloboma.

Picture 6. Fundus image of chorioretinal coloboma case 
following PPV plus 16%C3F8.

Picture 7. Anterior segment image of chorioretinal 
coloboma case following PPV and IOL.

Picture 8. Epiretinal membrane can be seen on OCT 
after PPV and laser therapy around retinal dialysis and 
coloboma in the patient with initial diagnosis of choroid 
coloboma and retinal detachment.
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detachment caused retinal dialysis and that there was 
trauma in 10.3% of all types of retinal detachment with 
tear (horseshoe tear, giant retinal tear, hole, retinal dialysis 
and retinoschisis). Trauma was detected in 55.2% of retinal 
detachments with retinal dialysis. In posttraumatic retinal 
dialysis, the most common localizations for detachments 
not involving posterior vitreous were inferior temporal 
(66.7%), superior temporal (20%), superior nasal (9.3%) 
and inferior nasal (4%) quadrants.7 Our case had some 
characteristics such as lack of history of direct ocular trauma, 
coloboma scar not fusing with optic nerve at inferior region 
of optic nerve in retinal examination and retinal dialysis 
seen inferior nasal quadrant. Thus, defi nitive diagnosis 
was made by peripheral retinal indentation during surgery. 
Toxoplasmosis was considered in differential diagnosis 
since fundus was observed to be blurred due to vitreal 
dimness. In the patient, lack of clear history of trauma is 
thought to be due to fact that the patient considers impacts 
during daily life as unremarkable since he was working in 
a rehabilitation facility for mental disabilities. In detailed 
history, it was seen that he was exposed to several impacts 
on head and trunk due to his job. 

The treatment in retinal detachment caused by tear outside 
of coloboma area are similar to those developed in eyes 
without coloboma.3,11 However, different modalities are 
considered if retinal detachment is developed within 
coloboma area.12 The success rate for traditional surgery 
was reported as 57% in retinal detachment in eyes with 
coloboma.13

In recent years, drainage of subretinal fl uid, laser 
photocoagulation and intraocular tamponade together with 
PPV are preferred treatment modality.3, 11, 14 Unlu et al. 
performed scleral buckling in 5 and pars plana vitrectomy 
plus silicone tamponade in 2 of 7 patients with choroidal 
coloboma-related retinal detachment. Retina was attached 
in all 7 eyes and visual acuity was ≥20/400 in 5 eyes 
(71.4%).15 

Ramezani et al. performed pars plana vitrectomy in 25 
and scleral buckling in 3 of 28 patients with chorioretinal 
coloboma-related retinal detachment. Authors used silicone 
as tamponade in 23 eyes and 20% sulfur hexafl uoride in 2 
eyes.  Retina was attached in 26 eyes after mean follow-up 
of 40±36 months. Mean visual acuity was fi nger counting 
at 2 meters.11

Chang et al. performed scleral buckling in 16 eyes of 
15 patients with retinal detachment secondary to retinal 
dialysis. Of the cases, 80% were male and 75% were 
associated with a trauma. The most common localization 
for dialysis was inferotemporal region (63%). Visual acuity 
gain was observed in 9 patients. Pars plana vitrectomy 

was required in 2 patients (13%) with recurrent retinal 
detachment.16

Jan et al. investigated safety and effectiveness of scleral 
buckling surgery in 48 eyes with retinal detachment due to 
retinal dialysis. Of cases, there was macular detachment in 
85.4% and grade C proliferative vitreoretinopathy in 25%. 
Authors reported retinal attachment rate as 95% following 
single buckling surgery.17

Scleral buckling surgery is less commonly used today.18, 

19 However, scleral buckling can be employed in retinal 
dialysis-related retinal detachment, particular in pediatric 
patients where positioning is challenging. Thus, premature 
cataract development, iatrogenic retinal tear and gas- or 
silicone-related complications can be decreased.20

Our case was considered as choroidal coloboma-related 
retinal detachment; thus, pars plana vitrectomy plus 16% 
C3F8 tamponade was planned. Biometric intraocular lens 
measurements were performed according to contralateral 
eye due to retinal detachment. After clearance of blurred 
vitreous, retinal dialysis was observed at inferior nasal 
region via indentation during surgery. If retinal dialysis 
could be identifi ed before surgery, we might attempt 
classical detachment surgery. 

In conclusion, coloboma-related retinal detachment was 
considered in our patient; however, retinal dialysis was 
encountered at peripheral retina during surgery. Although 
an apparent cause for retinal detachment can be observed, 
detailed assessment of peripheral retinal can be important 
to identify different etiologies. 
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