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RESUME

The aim of this study is to evaluate the efficacy of a combined treatment modality
for Coats’ disease, integrating anti-angiogenic therapy with retinal laser photoco-
agulation.

The presented clinical case illustrates the advantages of a combined, staged treat-
ment approach for Coats’ disease. A marked increase in exudative manifestations
within the macular region and along the inferior-temporal vascular arcade, ob-
served following the initial session of retinal laser photocoagulation (which included
barrier and delimiting applications to the macula), would have precluded subse-
quent laser intervention without a significant risk of complications. Consequently,
the administration of anti-VEGF agents as adjuvant therapy proved optimal for es-
tablishing favorable conditions for the next stage of laser photocoagulation. Given
that the clinical course of Coats’ disease in adult patients is frequently associated
with hypercholesterolemia, performing a lipid profile and initiating appropriate
corrective measures for any identified dyslipidemia is essential. This management
also contributes to the reduction of cholesterol exudation. Thus, the implemented
combined, staged treatment regimen in this patient resulted in the stabilization
of the pathological process and the preservation of high visual acuity.
Conclusion. Laser photocoagulation remains the primary treatment for Coats
disease. However, the use of anti-VEGF agents, either as neoadjuvant or adju-
vant therapy, facilitates the stabilization of the pathological process and aids
in the preservation of the patient’s maximum potential visual function.
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PE3IOME

Lenoto daHHOU pabomel 58/15emcs oUeHKa 3¢hhekmusHOCMU KOMOUHUPOBAHHO20
Jle4eHuUs pemuHuma Koamca ¢ npumeHeHueM aHmuaHauo2eHHol mepanuu u nasep-
Kod2ynayuu cemyamsu.

Ha npumepe knuHU4Yecko20 C/1y4as NOKA3aHul npeuMyujecmed KOMOUHUPOBAHHO20
noamanHozo neyeHus pemuHuma Koamca. BeipaxeHHoe ycuneHue 3KcCy0amugHbix
nposeseHuli 8 MakyaapHOU 0671acmu U no xo0y HUXHe-suco4YHol cocyoucmou ap-
Kadbl NOC/le 1a3epKoazyIayuu cemuyamiu (omepaHudumernvHas, 6appax mMakysol)
He no380/1us1o 6bl nposecmu ciedyouuli 3man s1a3epHo20 edeHus 6e3 cepbE3HbixX
ocnoxHeHul. [Toamomy npumeHeHue aHmu-VEGF npenapamos 8 kayecmee adwto-
8aHMHOU mepanuu oNMUMA’sibHO 0718 c030aHus 61azonpusmHeix ycaosuli 0718 cie-
dylouwje2o a3mana ndasepkoadzyiayuu. Ydumeigas, 4mo meydeHue pemuHuma Koamca
Y 83pOC/IbIX NAYUEHMO8 4dCMO acCoyuUpOoBaHO C 2unepxosiecmepuHemuel, He0O6Xo-
O0umMo nposedeHue 1UNUO0PAMMbI U Ha3HAYeHUe adekeamHoU KoppeKyuU 8blf8/IeH-
HbIX HapyweHul, Ymo makxe cnocobcmayem CHUXeHUIO IKCCyOayuu XonecmepuHa.
Takum 0b6pasom, KOMOUHUPOBAHHOE NO3MAnHoe ledeHue pemuHuma Koamca y 0aH-
Holi nayueHmKU no380/1u/10 cmabuiu3uposames Namosioeu4eckuli Npouecc U coxpa-
HUMb 8bICOKYIO OCMPOMYy 3peHus.

3aknioyenue. OCHOBHbIM MemoOoM sledeHuUs pemuHuma Koamca ocmaémcs nasep-
koazynayua. O0Hako npumeHeHue aHmu-VEGF npenapamos 8 kadyecmee Heodowto-
s8aHmHou nubo adsrosaHmHol mepanuu cnocobcmsyem cmabunu3ayuu namoso-
2UYeCcK020 NPoYecca U CoxXpaHeHuto MakCuMasabHO 803MOXHO20 3peHUs y nayueHmad.

Knroyesvie cnoea: pemurHum Koamca, pemuHanbHas apmepuanbHas MAkpoaHes-
pu3mMd, omék cemuamku, Ia3epKoazyIAYUs Cemyuamiu, UH2uUbUMOopbl aHauozeHe3a

Ona untuposaHua: byknHa B.B., LLyko Al XKykosa C.M., lOpbeBa T.H., bopucosa A.B.
OueHKa 3pPeKTVBHOCTU KOMOUHNPOBAHHOTO fleyeHns peTnHuTa KoaTtca. Acta biomedica
scientifica. 2025; 10(5): 132-142. doi: 10.29413/ABS.2025-10.5.15
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Exudative retinitis, also known as Coats’ dis-
ease, is a rare idiopathic eye disease characterized
by telangiectasia, micro- and macroaneurysms of the reti-
nal vessels, and the deposition of hard exudates (intra-
and subretinal).

The disease was first described in 1908 by ophthal-
mologist G. Coats. Coats’ retinitis is most often diag-
nosed in the first or second decade of life, with the ma-
jority of cases occurring between the ages of 3 and 9.
In 90 % of cases, Coats’ retinitis is unilateral, with only
10 % of patients experiencing bilateral involvement.
Men are more commonly affected by Coats’ retinitis,
although no differences in clinical presentation have
been identified between men and women [1, 2]. No ra-
cial or ethnic predisposition to Coats’ retinitis has been
identified. In adults, the disease may be associated
with hypercholesterolemia [3].

The etiology and pathogenesis of Coats’ disease are
unknown. Initial theories suggested an infectious origin
for the disease. Toxoplasmosis has also been hypothesized
as a possible cause. A.C. Woods and J.R. Duke proposed
an inflammatory theory based on the presence of atro-
phic lesions in the chorioretina of patients with Coats’ dis-
ease. However, failure of anti-inflammatory and hormone
therapy has not supported these theories [3].

In previous studies (P. Genkova, 1986, G.L. Skuta,
1987), genetic defects have not been identified. How-
ever, there is currently literature on a potential genetic
predisposition for the development of Coats’ retinitis.
A cytogenetic examination of children with Coats’ dis-
ease revealed a pericentric inversion of chromosome
3 in one case and a partial deletion of chromosome
13 in another [3]. Furthermore, it has been suggested
that the vascular changes associated with Coats’ disease
may be similar to those caused by mutations in the NDP
gene, which is located on the X chromosome and en-
codes norrin. This may explain why Coats’ retinitis pre-
dominantly affects men, as estrogen inhibits the expres-
sion of NDP in women [2].

Currently, the leading theory for the pathogenesis
of Coats’ disease is vascular. This condition is thought
to be caused by a primary lesion to the retinal vasculature,
which disrupts the blood-retina barrier, leading to lipid
exudation, retinal ischemia, and VEGF activation [1, 2, 4].

There is no universally accepted classification sys-
tem for Coats’ retinitis. However, the most common-
ly used classification is that proposed by Shields J.L.
et al. (2000), which divides the disease into five stages:
stage 1 - retinal telangiectasia, stage 2 - telangiecta-
sia and exudation, stage 3A - subtotal exudative retinal
detachment, stage 3B - total retinal detachment, stage
4 - total retinal detachment and glaucoma, stage 5 -
terminal stage [5].

Russian ophthalmologists use .M. Mosin’s classifica-
tion system in their clinical practice:

. Initial stage

A. Vascular malformations (micro- and macroaneu-
rysms, arteriovenous shunts, telangiectasia), foci of solid
exudates in the central and peripheral retina;

B. Vascular malformations and protruding foci of sol-
id exudates in the macula and periphery.

Il. Advanced stage

A. Localized protruding deposits of solid exudate
at the posterior pole. Limited exudative retinal detach-
ment (less than 2 squares in extent).

B. Extensive, tumor-like solid exudative deposits.
Subtotal exudative retinal detachment (2-3 squares in ex-
tent). Posterior vitreous detachment.

Ill. Far-advanced stage

A.Total retinal detachment. Subretinal membranes.

B. Uveitis, cataracts, and rubeosis iridis

IV. Terminal stage

A. Neovascular glaucoma.

B. Subatrophy of the eyeball (phthisis) [6].

According to I.M. Mosin, 96 % of children who do not
receive treatment for Coats’ disease develop total retinal
detachment, uveitis, and complicated cataracts with-
in several years. Additionally, 57-75 % of these patients
develop secondary glaucoma [6]. Without timely and ap-
propriate treatment, the prognosis for visual outcomes
is unfavorable [7].

Currently, the treatment of Coats' retinitis presents
significant challenges due to the absence of a unified
therapeutic approach. In the early stages of the disease
(stages 1A, B and 2A), the primary treatment method re-
mains laser coagulation of the retina to shut off areas
of non-perfusion and obliterate vascular abnormalities
in order to reduce or prevent further exudation. How-
ever, the use of laser coagulation as the sole treatment,
even in the initial stages of the disease, does not al-
ways lead to stabilization of the process or improved
visual acuity. Consequently, research into new methods
or combination therapies for Coats’ retinitis treatment
continues.

THE AIM OF THE STUDY

To evaluate the efficacy of a combined treatment
modality for Coats’ disease, integrating anti-angiogenic
therapy with retinal laser photocoagulation.

A CLINICAL CASE

Patient P, born in 1989, visited the Irkutsk Branch
of S.N. Fyodorov Eye Microsurgery Federal State Institu-
tion due to complaints of blurred distance and near vision
in the right eye. When working at close range, the patient
noted letter loss and visual distortion. These symptoms
had been present for the past three weeks. The patient
reported that she was in good physical health and had
given birth to a healthy child two years prior without
complications.

The visual acuity for the right eye when turning is 0.6
cyl (-) 0.5 D ax 87° = 1.0, and the left eye is 1.0.

Upon examination of both eyes, the anterior seg-
ments were found to be unremarkable. In the fundus
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of the right eye, the optic disc was observed to be pale
pink with clear borders and a central deep excavation
measuring 0.5 DD. In the macular region, deposits
of solid exudate, calcifications, and edema were not-
ed. Along the temporal vascular arcades, particularly
the inferior temporal arcade, retinal edema, multiple
fusiform retinal arterial macroaneurysms and deposits
of solid exudate were present. The venules in the infe-
rior temporal quadrant were tortuous and their course
was not always traceable. An atrophic lesion was also
noted at the extreme periphery of the retina at 7 o'clock
(Fig. 1A). In the fundus of the left eye, the optic disc was
similarly pale pink with clear margins and a central,
deep excavation measuring 0.5 DD, with preserved re-
flexes in the macular region. The retinal periphery was
considered quiet, and the a:b ratio was 2:3.

The results of the additional examinations

Optical coherence tomography (OCT) OD: fove-
al profile distortion. A juxtafoveal intraretinal hyper-
reflective lesion was blocking the underlying reti-
na. In addition, there were macroaneurysms present
above the lesion and along the inferotemporal vascu-
lar arcade, as well as intraretinal edema and deposits
of solid exudates (Fig. 1B and 1C).

Fluorescein angiography (FA) OU - the time taken
for the dye to transit was unchanged and the vascular
bed was completely filled. OD - choroidal filling ap-
peared to be uneven. The caliber of the arterial vessels

was also uneven, with narrowing followed by dilation
in the superior and inferior temporal and inferior na-
sal branches of the central retinal artery, and multiple
saccular and fusiform aneurysmal dilatations were
present. These were more pronounced in the inferior
temporal branch of the central retinal artery system.
Perifoveal capillary perfusion in the inferotemporal
segment was decreased. Dye extravasation around
the aneurysms was moderate, and the dye impreg-
nated the retina and accumulated in intraretinal cysts
(Fig. 2A and 2B).

Lipidogram: cholesterol - 6.68 mmol/I, high-densi-
ty lipoprotein cholesterol (HDL) - 1.38 mmol/l, low-den-
sity lipoprotein cholesterol (LDL) - 5.13 mmol/I, tri-
glycerides — 0.93 mmol/l. A lipid profile correction has
been prescribed by the therapist due to dyslipidemia -
rosuvastatin (Crestor), 5 mg, once daily.

A follow-up examination has revealed a significant-
ly negative trend in the pathological changes. Within
2 weeks, the best-corrected visual acuity of the right
eye has decreased to 0.65, due to increased retinal
edema in the macular region and along the inferior
temporal vascular arcade. Based on these findings,
it has been decided to proceed with the initial stage
of laser retinal coagulation on the right eye in order
to establish an artificial barrier and prevent further
progression of the observed changes. Laser coagu-
lation was performed using an ELLEX laser system

FIG. 1.
A. Fundus image: white arrows indicate retinal arterial macroaneurysms, black arrow with white outline indicates hard exudate deposits
in the macular area, retinal edema is indicated by a dotted elliptical line. B. OCT. Horizontal B-scan through the center with a retinal thick-
ness map. Foveal profile deformation. Juxtafoveal intraretinal hyperreflective lesion blocking the underlying retina is indicated by a black
arrow with white outline. C. Horizontal B-scan along the inferotemporal vascular arcade through a retinal arterial macroaneurysm with
a retinal thickness map
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FIG. 2.
A. FAG - white arrows point to multiple saccular and fusiform aneurysmal dilatations (macroaneurysms), most prominent in the inferior
temporal branch of the central retinal artery. B - elliptical dots indicate moderate dye extravasation in the projection of the aneurysms

with a wavelength of 561 nm. The following coagu-
lation parameters were used: a power between 110
and 150 mW, an exposure time of 0.02 sec, a spot di-
ameter between 100 and 200 um, and a total of 502 co-
agulates. During the initial stage, the coagulates were
applied along the inferior temporal vascular arcade
and within the macular region in a horseshoe-shaped
pattern that opened towards the fovea.

At the one-month follow-up visit, the patient re-
ported a continued decline in visual acuity in the right
eye, which had decreased to 0.3. Ophthalmoscopic
examination revealed an increase in retinal edema
in the macular region and along the inferior temporal
vascular arcade. In the macular area, pigmented coagu-
lates were observed in a horseshoe-shaped pattern, ex-
tending to the foveal area, and along the inferior tem-
poral arcade. Multiple retinal arterial macroaneurysms
were identified along the vascular arcades (primarily
the inferior temporal arcades), along with the presence
of solid exudates and vessels of uneven caliber (Fig. 3).

Given the increasing retinal edema and decreasing
visual acuity, it was recommended to use anti-VEGF
therapy to improve the resorption of subretinal flu-
id and solid exudates, followed by laser coagulation
of retinal arterial macroaneurysms. The decision to ad-
minister intravitreal angiogenesis inhibitors was taken
after consultation and approval from the local ethics
committee. Written informed consent for the surgi-
cal intervention was obtained from the patient. Five
monthly intravitreal injections of aflibercept (Eylea)
were administered. Anti-VEGF therapy led to complete
resorption of subretinal fluid and partial resorption
of solid exudates. The visual acuity in the right eye
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improved to 0.8. Blood tests showed a reduction in to-
tal cholesterol levels to 3.4 mmol/l, with no abnormal
fractions.

Three months later, the patient experienced a re-
currence of increased retinal edema and solid exudate
deposits in the inferior temporal arcade and macular
region. The visual acuity in the right eye had decreased
to 0.3. Blood tests revealed an elevation in total choles-
terol levels to 6.8 mmol/l. The patient had discontin-
ued rosuvastatin therapy (Crestor) without consulting
her healthcare provider. Her physician recommended
rosuvastatin (Roxera) 5 mg daily in order to manage
dyslipidemia.

Laser coagulation of macroaneurysms was per-
formed using an ELLEX laser system with a wavelength
of 561 nm and coagulation parameters: a power
of 130 mW, an exposure time of 0.2 sec, a spot diame-
ter of 200 um (the spot diameter overlaps the diameter
of the macroaneurysm), and a total of 12 coagulates.
The coagulates were applied to projections of two
macroaneurysms located along the inferotemporal
vascular arcade.

After 3 weeks of examination following laser coag-
ulation of the patient’s macroaneurysms, she report-
ed an improvement in her vision. The visual acuity
in the right eye had increased to 0.95. Upon ophthal-
moscopic examination of the fundus in the right
eye, a pale pink, centrally deepened optic disc was
observed, measuring 0.5 DD, with no retinal edema
in the macular region. Dyspigmentation, solid exu-
dates, and pigmentary coagulates were also noted.
Along the inferior temporal vascular arcade, retinal ar-
terial macroaneurysms were present, as well as minor

Ophthalmology
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FIG. 3.

L

A. - fundus image: white arrows indicate retinal arterial macroaneurysms, black arrows with a white outline indicate hard exudate de-
posits in the macular area, retinal edema is indicated by a dotted elliptical line. B. OCT - retinal thickness map

retinal edema and deposits of solid exudates and pig-
mentary coagulates. At the site of the macroaneurysm
coagulation, subretinal hemorrhage was observed
during ophthalmoscopy, which may have resulted
from a rupture in the macroaneurysm'’s wall following
laser treatment. Additionally, an atrophic focus was
noted at the extreme peripheral edge of the retina, at 7
o'clock position (Fig. 4).

Consecutive restrictive (barrier) laser coagulation,
five injections of aflibercept, and laser coagulation
of macroaneurysms allowed us to stabilize the patho-
logical process and achieve resorption of macular ede-
ma and solid exudates (Fig. 5).

According to the fluoroscopic examination, dye
extravasation in the aneurysm projections is moder-
ate, approaching a mild level. The dye has penetrated
the retina and there is no evidence of accumulation
in intraretinal cyst formations. Transient fluorescence
can be observed in the projection of the coagulates
(Fig. 6).

Given the minor extravasation of the dye, it is rec-
ommended to continue dynamic observation. When
the patient returned 6 months after fluorescein an-
giography, the visual acuity in the right left eyes was
1.0. Ophthalmoscopic examination of the fundus
in the right eye showed that the optic disc had a pale
pink color with a deep central excavation of 0.5 DD.
There was no retinal edema in the macular region, dys-
pigmentation or pigmentary coagulates. Minor retinal
edema, solid exudate deposits, retinal arterial macroan-
eurysms, and pigmentary coagulates persisted along
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the inferior temporal vascular arcade. An atrophic lesion
was observed at the periphery of the retina at 7 o'clock.
In the fundus of the left eye, the optic disc appeared
to be pale pink with well-defined borders and a deep
central excavation measuring 0.5 DD. Reflexes within
the macular region were retained. The peripheral retina
appeared to be calm. The a:b ratio was 2:3. Further ob-
servation is recommended. If there is an increase in ex-
udation from retinal arterial microaneurysms, further
treatment options should be considered (Fig. 7).

DISCUSSION

Currently, there is no standardized approach
to the management of Coats’ retinitis. The choice
of therapy is at the discretion of the physician and de-
pends on the severity of the disease. Different treat-
ment modalities are employed at various stages
of Coats’ retinitis: laser photocoagulation, cryotherapy
of the retina and retinal vessels, intravitreal admin-
istration of angiogenesis inhibitors, corticosteroids,
and in advanced cases, vitreoretinal surgery. For neo-
vascular glaucoma, transscleral cyclophotocoagula-
tion with a diode laser is performed, and in certain cas-
es (painful subatrophy), the eye may be enucleated [3,
7, 8]. Efforts at conservative therapy (corticosteroids,
antibiotics) have been unsuccessful. In the initial stag-
es of Coats’ retinitis treatment, the aim is to obliterate
vascular changes (micro- and macroaneurysms, tel-
angiectasia), shut off areas of non-perfusion, in order

Ophthalmology



FIG. 4.

A. - fundus image: white arrows point to retinal arterial macroaneurysms, black arrow with white outline points to hard exudate
deposits in the macular area, subretinal hemorrhage is indicated by the dotted line in the form of an ellipse. B. OCT. Horizontal B-scan
through the center with a retinal thickness map. Deformation of the fovealar profile. Juxtafoveolar intraretinal hyperreflective lesion
(hard exudates) blocking the underlying retina is indicated by a black arrow with a white outline. C. OCT. Horizontal B-scan along the
inferotemporal vascular arcade through the retinal arterial macroaneurysm with a retinal thickness map. The hyperreflective protrud-
ing lesion (blood) blocking the underlying tissues is indicated by the dotted line in the form of an ellipse

FIG. 5.

A. - fundus image: white arrows point to retinal arterial macroaneurysms, black arrow with white outline points to hard exudate de-
posits along the inferotemporal arcade. B. OCT. Horizontal B-scan through the center with retinal thickness map. Deformation of the
fovealar profile. Juxtafovealar intraretinal hyperreflective lesion blocking the underlying retina is indicated by a black arrow with
white outline. C. OCT. Horizontal B-scan along the inferotemporal vascular arcade through the retinal arterial macroaneurysm with
retinal thickness map. The white arrow points to destruction of the outer retinal layers
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FIG. 6.

A - FAG: white arrows point to multiple saccular and fusiform aneurysmal dilatations (macroaneurysms) in the inferior temporal
branch of the central retinal artery. B. The dotted elliptical line indicates moderate dye extravasation in the projection of the mac-

roaneurysms

to prevent the development and progression of exuda-
tive retinal detachment, as well as secondary neovas-
cular glaucoma and eyeball subatrophy [2, 3, 5].

Today, there are several treatment options
available for this disease, but laser coagulation
of the retina (zones of nonperfusion) and treatment
for vascular changes remains the preferred method.
G. Meyer-Schwickerath and K.J. Pesch were the first
to propose the use of laser coagulation as a treatment
for this pathology in 1960 [3, 4, 9, 10]. The number
of laser coagulation stages depends on the severity
of the disease and ranges from two to six on average.
Recently, there has been a shift in approaches to laser
coagulation for Coats’ retinitis. Yellow-wavelength la-
sers (577 nm) are considered to be the most effective
as they exhibit maximum absorption by blood hemo-
globin and oxyhemoglobin, facilitating direct laser co-
agulation of vascular malformations [11]. Additionally,
due to their low absorption by macular xanthophylls
and their central location, yellow-wavelength laser
use is preferred, reducing the risk of retinal damage
to the central part of the fundus. However, the use
of monotherapy with laser coagulation at various
wavelengths for Coats' retinitis is restricted to the ear-
ly stages of the disease (1A, 1B, and 2A, according
to the classification system used by .M. Mosin) and,
in most cases, its peripheral location [2, 3, 7, 8]. When
there is significant retinal exudation and exudative ret-
inal detachment in the central part, the efficacy of this
method is greatly reduced.

In case of central localization of vascular malforma-
tions, it is not always feasible to perform laser coagula-
tion to the full extent, as complications after treatment
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FIG.7.

A.- fundus image: white arrows point to retinal arterial macroan-
eurysms, black arrow with white outline points to hard exudate
deposits along the inferotemporal arcade. B. OCT. Horizontal
B-scan. Fovealar profile deformation. Juxtafovealar intraretinal
lesion of medium reflectivity blocking the underlying retina is in-
dicated by a black arrow with white outline

may lead to a significant reduction or even loss of visu-
al acuity. Therefore, the efforts to find alternative treat-
ment modalities in order to preserve the patient’s vi-
sual function as much as possible continue. To date,

Ophthalmology



vascular theory is considered the predominant theory
of Coats’ disease pathogenesis. Thickening and hya-
linization of blood vessels, as well as loss of endothelial
cells from the vascular walls due to the action of “cer-
tain” factors, lead to impairment of the blood-retinal
barrier and the development of vascular malforma-
tions (telangiectasia, micro- and macroaneurysms).
These vascular disorders contribute to lipid exuda-
tion, retinal ischemia and activation of VEGF [1, 8, 9,
12]. Previous research has demonstrated that intra-
vitreal administration of anti-VEGF drugs is effective
for the treatment of retinal arterial macroaneurysms
and macular edema of various origins [13].

According to foreign researchers, elevated levels
of VEGF have been found in the anterior chamber flu-
id and vitreous body of patients with Coats’ retinitis
[10, 12]. Elevated VEGF levels have been associated
with retinal ischemia, although the exact role of VEGF
in the pathogenesis of Coats’ retinitis is still unclear.
Considering this data, there has been discussion about
the potential use of anti-VEGF medications as a supple-
mentary treatment option (neoadjuvant or adjuvant)
in combination with laser therapy [14-17].

On the one hand, analysis of data from foreign
and domestic literature has shown the efficacy of an-
ti-VEGF drugs in treating patients with Coats’ retinitis
[14-18]. However, there is also conflicting data. A group
of researchers conducted a retrospective study of cas-
es based on treatment outcomes for Coats’ disease
(initial stages 1-3A according to Shields’ classification),
assessing the efficacy by visual acuity and fundus
changes. The study analyzed treatment with anti-VEGF
monotherapy in 69 eyes and standard laser coagula-
tion treatment in 96 eyes. The results were conflicting.
While the use of anti-VEGF as monotherapy (1-5 injec-
tions) resulted in subretinal fluid resorption and solid
exudate reduction in 33.3 % of cases, active vascular
lesions required laser treatment. According to the au-
thors, the use of laser coagulation as monotherapy
resulted in an improvement or stabilization of Coats’
retinitis in 39 % of early-stage cases, although this
was not always accompanied by an increase in visual
acuity [19]. Therefore, anti-VEGF therapy can improve
the prognosis of the disease, even in the most severe
cases of Coats’' retinitis. However, it does not lead
to a long-term remission or cure for the patient [18,
19]. Laser coagulation of the retina remains the prima-
ry treatment method for early-stage Coats’ retinitis [2,
16, 19].

Our clinical case demonstrates the benefits
of a combined, staged approach to the treatment
of Coats’ retinitis. A significant increase in exudative
activity in the macular region and along the inferior
temporal arcade following retinal laser photocoagula-
tion (restricting, macular band) would have prevented
the need for further laser treatment without signif-
icant complications. Therefore, the use of anti-VEGF
drugs as adjuvant therapy is optimal to create favor-
able conditions for subsequent laser photocoagulation

stages. The combined, staged treatment of Coats' reti-
nitis in this patient has stabilized the pathological pro-
cess and preserved high visual acuity. Therefore, com-
bined treatment with retinal laser photocoagulation
and anti-VEGF therapy for Coats’ retinitis has shown
promising results. Anti-VEGF drugs may be used as ad-
juvant therapy depending on individual patient pre-
sentation. It should also be noted that the course
of Coats’ retinitis in adult patients is often associated
with hypercholesterolemia. Therefore, it is necessary
to perform a lipidogram and prescribe appropriate
treatment for the identified disorders, which helps
to reduce cholesterol excretion [3, 10].

CONCLUSION

Coats’ retinitis is a condition that requires constant
monitoring and, if necessary, appropriate treatment.
The treatment depends on the stage of the disease
and is at the discretion of an ophthalmologist. Cur-
rently, there is no standardized treatment protocol,
and laser photocoagulation is the primary treatment
option for Coats’ disease. Laser photocoagulation,
as a monotherapy, is only feasible for peripheral le-
sions in the initial stages of Coats’ retinitis. Therefore,
anti-VEGF drugs can be used as adjuvant therapy
for retinal laser photocoagulation.
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