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may be a new, potentially vital drug in the treatment of 
endophthalmitis resistance to multiple drugs, as it has an 
extensively broad antimicrobial spectrum.
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Figure 4: Post op‑1 month. (a) is Optos image showing significantly 
contracted membrane visible just over the disc area with well attached 
retina and visibility of peripheral laser marks. (b) showing Acid Fast 
bacilli in direct smear Acid fast staining on 100X. (c) showing growth 
of Mycobacterium colonies from the specimen on Chocolate Agar after 
3 days of incubation
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Retinal detachment with spontaneous 
dialysis of the ora serrata in a 13‑year‑old 
child with neurofibromatosis type  1: 
A case report

Rodrigo Clemente‑Tomás1, Noemí Ruíz‑del Río1, 
Amparo Gargallo‑Benedicto1, Francisca García‑Ibor1, 
José M Hervás‑Hernandis1, Antonio M Duch‑Samper1,2

A 13‑year‑old child diagnosed with neurofibromatosis type  1 
who on a routine control presented with rhegmatogenous retinal 
detachment associated to dialysis of the ora serrata in the left 
eye (OS). There were no clinical signs or history of contuse ocular 
trauma. Neurofibromatosis produces alterations in fibroblasts 
of the cortex of the vitreous base. This results in deficient 
production of the collagen fibers that anchor the vitreous base 
to the pars plana and the peripheral neurosensory retina. Thus, 
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suboptimal function of the fibroblasts explains spontaneous 
avulsion of the vitreous base. Such avulsion in turn is related to 
dialysis of the ora serrata.

Key words: Dialysis of the ora serrata, fibroblasts, neurofibromatosis 
type 1, rhegmatogenous retinal detachment, vitreous base

Neurofibromatosis type 1, also known as Von Recklinghausen’s 
disease, is a multisystemic neurocutaneous disorder with an 
autosomal dominant hereditary pattern. It can present a great 
variety of ophthalmic manifestations such as iris Lisch nodules, 
neurofibromas of the ciliary body and choroid, optic nerve 
gliomas, sphenoid bone dysplasia, and plexiform neurofibroma 
of the eyelid. Retinal and choroid lesions are considered to 
be less frequent. Unusual ocular findings include multiple 
choroid nevi, combined hamartoma, choroid Schwannoma, 
myelinated nerve fibers, choroid melanoma, vasoproliferative 
retinal tumor, etc.

Case Report
We describe the case of a 13‑year‑old child diagnosed with 
neurofibromatosis type 1 and subjected to annual controls in the 
ophthalmology department. On occasion of a routine control, 
the patient presented with macula on rhegmatogenous retinal 
detachment associated to dialysis of the ora serrata in the left 
eye (OS). There were no clinical signs or history of contuse ocular 
trauma. The patient had no symptoms of any kind, and his best 
corrected visual acuity (BCVA) was 20/20 in both eyes (OU). The 
autorefractor (AR) reading under cycloplegia was +0.5 in the 
right eye (OD) and +1 in OS. Slit‑lamp exploration revealed iris 
Lisch nodules OU [Fig. 1]. Ocular funduscopy following pupil 
mydriasis proved normal in OD, but OS showed nasal retinal 
detachment with dialysis of the ora serrata from the 7 to the 12 
o’clock position [Fig. 2]. Upon repeated questioning, the patient 
again denied any history of trauma. The exploration yielded no 
clinical evidence suggestive of trauma. The patient underwent 
23‑G pars plana vitrectomy, scleral buckling, peripheral 
cryotherapy and endophotocoagulation.

Discussion
The vitreous humor is a clear material occupying approximately 
80% of the volume of the eye. It is composed of collagen, 

hyaluronic acid, and water. The vitreous base is the region 
extending from 2 mm anterior to 3 mm posterior to the ora 
serrata. The cortex of the vitreous base contains numerous 
cells, almost all of which are fibroblasts.[1] For this reason the 
collagen fibers are particularly dense in this region.

Neurofibromatosis has been shown to affect the fibroblasts, 
causing slow growth of the latter, with a lesser response to 
epidermal growth factor (EGF) and an abnormal morphology 
compared with healthy fibroblasts.[2,3]

Our patient presented rhegmatogenous retinal detachment 
with spontaneous dialysis of the ora serrata in the absence 
of a history of trauma. The ocular examination revealed no 
evidence of anterior contuse trauma. Exhaustive exploration 
of the retinal periphery was carried out, and the existence of 
retinal degeneration or tumor disease capable of accounting for 
dialysis of the ora serrata was discarded. The medical history 
only reflected neurofibromatosis type 1.

Although spontaneous dialysis of the ora serrata has not 
been previously described in patients with neurofibromatosis, 
spontaneous avulsion of the vitreous base has been reported 
in a patient diagnosed with neurofibromatosis.[4]

The existence of dialysis of the ora serrata is regarded 
as avulsion of the posterior margin of the vitreous base.[5] 
Neurofibromatosis produces alterations in fibroblasts of the 
cortex of the vitreous base. This results in deficient production 
of the collagen fibers that anchor the vitreous base to the pars 
plana and the peripheral neurosensory retina. Thus, suboptimal 
function of the fibroblasts explains spontaneous avulsion of 
the vitreous base. Such avulsion in turn is related to dialysis 
of the ora serrata.[6]

Conclusion
Our case emphasizes the importance of conducting annual 
ophthalmologic examinations in all patients diagnosed with 
neurofibromatosis type  1. The examination should include 
fundus under pupillary dilation and will be performed even 
if the patient is asymptomatic and has a visual acuity of 20/20. 

Figure 1: Anterior segment color photograph of the right eye showing 
iris Lisch nodules

Figure 2: Posterior segment color photograph of the left eye showing 
nasal retinal detachment with dialysis of the ora serrata from the 
7 to the 12 o’clock position. Retina is dis‑inserted from the ora serrata 
and vitreous remain attached to the posterior margin of the break. There 
is no inversion of the posterior margin of the dialysis
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In this way we will rule out retinal alterations related to 
neurofibromatosis that may go unnoticed.

To the best of our knowledge, this is the second reported case 
of spontaneous anomalies of the vitreous base in the context 
of neurofibromatosis.
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Unilateral high myopia leading to 
asymmetric disc edema in idiopathic 
intracranial hypertension

Sumit Monga

Asymmetrical disc edema in idiopathic intracranial hypertension 
(IIH) is an uncommon finding, with an unclear understanding. 
This report reinforces the importance of recognizing this entity 
in IIH diagnosis, and not misdiagnose the condition as unilateral 
disc edema. In this unique report, the causative association of 
asymmetric optic disc edema, with optic nerve kink, due to 
unilateral high myopia, is documented.

Key words: Asymmetric disc edema, high Myopia, idiopathic 
intracranial hypertension 

Although uncommon, unilateral or asymmetric optic disc 
edema (difference of 2 or more grade between the two eyes) 
in idiopathic intracranial hypertension  (IIH) is reported in 

the literature.[1‑3] However, the exact mechanism for this 
phenomenon remains elusive. Herein, we report a case of IIH 
with marked asymmetric optic disc edema, with its unique 
association with an anatomic variation of optic nerve course 
in the orbit, due to unilateral high myopia.

Case Report
A 25 years old lady (obese built) presented with esodeviation 
of her right eye for the past 1 month  (December 2015). She 
had a faint horizontal doubling of images. In the past, she had 
refractive surgery procedure done in her right eye, elsewhere, 
6 years back (no previous documents were available). There 
was no history of any specific antecedent medical illness or 
medication use. On examination, she had a best‑corrected visual 
acuity (BCVA) of 6/60 in the right eye (−8 D/−1 D cyl/10°) and 
6/6p in the left eye (Plano). The pupils were normally reacting to 
light and near stimuli and did not show any afferent defect. The 
color vision was normal (21/21) in the left eye, while in the right 
eye, the response was unreliable. Both eyes anterior segment 
exam (including intraocular pressure [IOP]‑14 mmHg OD, 15 
mmHg OS) were within normal limits. The orthoptic review 
revealed an esodeviation (25 PD for distance and near) with 
right eye minimal abduction deficit (−1 grade) [Fig. 1a‑c]. On 
the fundus exam, the media were clear in both eyes. The right 
eye optic disc was hyperemic with trace disc edema (Frisen 
grading grade 0), while the left eye optic disc showed florid disc 
edema (Frisen grade 4), with peripapillary edema just stopping 
short of fovea [Fig. 1d and e], as described elsewhere.[1] The 
visual field assessment revealed no gross visual field defect 
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