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here	is	a	lack	of	lid	biopsy.	However,	the	resolution	of	both	
eyelid lesions and pulmonary signs after initiation of ATT 
confirms	their	TB	etiology.

Conclusion
In	conclusion,	 this	case	highlights	a	rare	but	severe	 form	of	
intraocular	tuberculosis	with	probable	extraocular	extension.	
It	 stresses	 the	need	 to	 consider	a	differential	of	TB	etiology	
in	panuveitis,	 even	with	 rapidly	progressing	keratitis,	 and	
the	 importance	 of	 postoperative	ATT	 in	 cases	 requiring	
evisceration.

Acknowledgments
We	would	like	to	acknowledge	the	contribution	of	Dr.	Joveeta	
Joseph	towards	the	manuscript.

Declaration of patient consent
The	authors	 certify	 that	 they	have	obtained	all	 appropriate	
patient	 consent	 forms.	 In	 the	 form	 the	patient(s)	 has/have	
given	his/her/their	consent	for	his/her/their	images	and	other	
clinical	information	to	be	reported	in	the	journal.	The	patients	
understand	that	their	names	and	initials	will	not	be	published	
and	due	 efforts	will	 be	made	 to	 conceal	 their	 identity,	 but	
anonymity	cannot	be	guaranteed.

Financial support and sponsorship
Support	provided	by	Hyderabad	Eye	Research	Foundation,	
Hyderabad,	India.

Conflicts of interest
There	are	no	conflicts	of	interest.

References
1.	 Gupta	V,	Gupta	A,	Rao	NA.	Intraocular	tuberculosis—An	update.	

Surv	Ophthalmol	2007;52:561-87.
2.	 Hase	K,	Namba	K,	Saito	W,	Ohno	S,	Ishida	S.	A	case	of	tuberculous	

endophthalmitis	successfully	treated	with	vitrectomy	followed	by	
antituberculous	agents.	J	Ophthalmic	Inflamm	Infect	2015;5:14.

3.	 Murthy	 SI,	 Rathi	 VM,	 Tyagi	M,	Mishra	 DK,	 Pappuru	 RR.	
Presumed	 intraocular	 tuberculosis	manifesting	 as	 unilateral	
iris	 granuloma.	 Ocul	 Immunol	 Inflamm	 2020;1-4.	 doi:	
10.1080/09273948.2019.1699578.	Online	ahead	of	print.

4.	 Chawla	R,	Garg	S,	Venkatesh	P,	Kashyap	S,	Tewari	HK.	Case	report	
of	tuberculous	panophthalmitis.	Med	Sci	Monit	2004;10:CS57-9.

5.	 Gupta	N,	Chawla	B,	Venkatesh	P,	Tandon	R.	Necrotizing	scleritis	
and	peripheral	ulcerative	keratitis	in	a	case	of	Sweet’s	syndrome	
found	culture-positive	for	Mycobacterium	tuberculosis.	Ann	Trop	
Med	Parasitol	2008;102:557-560.

6.	 Balne	PK,	Modi	RR,	Choudhury	N,	Mohan	N,	Barik	MR,	Padhi	TR,	
et al.	Factors	influencing	polymerase	chain	reaction	outcomes	in	
patients	with	clinically	suspected	ocular	tuberculosis.	J	Ophthalmic	
Inflamm	Infect	2014;4:10.

7.	 Chansangpetch	S,	Manassakorn	A,	Laksanaphuk	P,	Reinprayoon	U.	
Case	report:	Atypical	presentation	of	Mycobacterium	tuberculosis	
uveitis	preceding	nodular	scleritis.	BMC	Infect	Dis	2015;15:476.

8.	 Mohan	K,	Prasad	P,	Banerjee	AK,	Dhir	 SP.	Tubercular	 tarsitis.	
Indian	J	Ophthalmol	1985;33:115-6.

9.	 Verma	AK,	 Singh	A,	Kishore	K,	 Pandey	MK,	Kant	 S.	Orbital	
tuberculosis	 with	 involvement	 of	 the	 eyelid:	An	 unusual	
presentation.	Natl	Med	J	India	2018;31:279-80.

10.	 Pariseau	B,	Fox	B,	Dutton	JJ.	Prophylactic	antibiotics	for	enucleation	
and	evisceration:	A	retrospective	study	and	systematic	literature	
review.	Ophthalmic	Plast	Reconstr	Surg	2018;34:49-54.

Bilateral retinal detachment in 
Goldenhar syndrome

Phuntsho Dorji1, Muralidhar Ramappa2, 
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The	 ocular	 features	 of	 Goldenhar	 syndrome	 (GS)	 are	 typically	
external,	 like	 surface	 dermoids	 and	 lid	 coloboma.	 Retinal	
detachment	 (RD)	 is	 rare	 and	has	not	 been	 reported	 in	 absence	
of	 other	 concomitant	predisposing	 congenital	 ocular	disorders.	
We	 present	 a	 unique	 case	 of	 bilateral	 rhegmatogenous	 retinal	
detachment	(RRD)	with	GS.	To	the	best	of	our	knowledge,	 this	
association	of	GS	with	RRD	is	novel	and	has	not	been	reported	
earlier	in	ophthalmic	and	systemic	literature	on	RRD.
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Case Report
A	25-year-old	male	presented	with	painless	loss	of	vision	in	
right	eye	(RE)	since	2	months.	The	left	eye	(LE)	had	low	vision	
since	3	years.	There	was	no	family	history	of	ocular	disorders.	
Visual	acuity	was	perception	of	light	in	both	eyes	(BE),	while	
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Discussion
External	eye	is	involved	in	up	to	60%	of	cases	of	GS,[1-3]	but	
retinal	involvement	is	rare.	The	pathogenesis	of	GS	involves	
anomalous	 formation	 of	 the	 embryonal	 branchial	 arches	
which	don’t	directly	contribute	to	retinal	development.[3-5] A 
case	each	of	vitelliform	maculopathy	and	familial	exudative	
vitreo-retinopathy	has	been	described	with	GS	before,	but	RRD	
occurs	only	in	simultaneous	presence	of	choroidal	coloboma	or	
morning	glory	syndrome.[1,2,4]	Further	literature	is	required	for	
establishing	a	true	association,	if	any,	between	GS	and	RRD.

Conclusion
To	the	best	of	our	knowledge,	the	association	of	GS	with	RRD	
is	novel	and	has	not	been	reported	earlier.
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Figure 1: (a and b) Clinical photographs of the (a) right and (b) left eyes 
showing epi‑bulbar dermoids at the inferior‑temporal limbus (arrows). 
(c and d) Ultrasound B‑scans of the (a) right and (b) left eyes showing 
retinal detachment (arrows). The detachment in the left eye is funnel 
shaped posteriorly. (e and f) Slit lamp photograph at 1 month of the 
right cornea showing healing and vascularization at the site of dermoid 
excision. Fundus photograph shows attached retina with laser marks 
visible at the edge of the retinectomy site (arrow)
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projection	of	rays	was	inaccurate	in	LE.	He	had	gross	malar	
and	mandibular	hypoplasia	with	multiple	preauricular	skin	
tags	on	the	left	face,	along	with	a	dysmorphic	right	external	
ear.	 BE	visual	 axis	was	 involved	by	 limbal	dermoids	 and	
complicated	 cataract	with	 low	 IOP.	Ultrasound	 showed	
retinal	 detachment	 (RD)	 in	 BE,	with	 LE	 having	 a	 funnel	
configuration	[Fig.	1].	No	choroidal	coloboma	or	staphyloma	
was	detected.	Axial	 length	was	measured	 as	 19.13	mm	 in	
RE,	and	17.47	mm	in	LE.	Further	systemic	work	up	revealed	
kypho-scoliosis	without	 any	 visceral	 defects.	Hence	 the	
patient	was	diagnosed	 to	 have	Goldenhar	 syndrome	 (GS)	
with	BE	RD.

The	patient	underwent	RE	dermoid	excision,	pars	plana	
vitrectomy,	pars	plana	lensectomy	and	silicone	oil	injection.	
During	 surgery,	 an	 old	 total	 rhegmatogenous	RD	 (RRD)	
with severe inferior retinal shortening was noted along 
with	 lattice	 degeneration	 and	 retinal	 hole	 [Fig.	 1].	 The	
vitreous	cavity	appeared	grossly	empty,	even	after	staining	
with	triamcinolone.	Three	months	after	surgery,	the	visual	
acuity	was	 20/400-N36	with	 attached	 retina	 and	 normal	
IOP	[Fig.	1].


