
two defects were arcuate in nature, above and below the

macula. A corresponding scotoma was present.

Comment

It is rare to see chorioretinal colobomas in these locations.

The presence of a normal visual acuity despite such

extensive involvement of the maculopapillar bundles is

remarkable.

Both retinochoroidal and optic nerve colobomas may

be associated with systemic abnormalities.6

Abnormalities can affect the central nervous,

cardiovascular, genitourinary, musculoskeletal,

gastrointestinal, and nasopharyngeal systems. These

should be appropriately investigated. Other chorioretinal

defects do not require such investigation.

References

1 Duvall J. Histopathologic study of ocular changes in a syndrome
of congenital anomalies. Am J Ophthalmol 1987; 103: 701–705.

2 Mann I. Developmental Abnormalities of the Eye, 2nd ed.
Lippincott: Philadelphia, 1957, p 124.

3 Klein BA. The pathogenesis of some atypical colobomas of
the choroid. Am J Ophthalmol 1959; 48: 597–607.

4 Mann IC. On certain abnormal conditions of the macular
region usually classed as colobomata. Br J Ophthalmol 1927;
11: 99–116.

5 Angioi-Duprez K, Maalouf T. Torpedo maculopathy. J Fr
Ophtalmol 2000; 23: 200.

6 Gregory-Evans CY, Williams MJ, Halford S,
Gregory-Evans K. Ocular coloboma: a reassessment in the
age of molecular neuroscience. J Med Genet 2004; 41: 881–891.

AS Litwin and J Hakim

Ophthalmology Department, Queen Mary’s Sidcup

NHS Trust, Sidcup, Kent, UK

Correspondence: AS Litwin,

Ophthalmology Department,

Queen Mary’s Sidcup NHS Trust,

Frognal Avenue,

Sidcup,

Kent DA14 6LT, UK

Tel: þ 44 02083022678 Ext. 4167 or 4182;

Fax: þ 44 02083083089.

E-mail: andre@doctors.org.uk

Proprietary interests: None

No proprietary interests declared. No funding was

received.

Eye (2007) 21, 879–880; doi:10.1038/sj.eye.6702754;

published online 9 February 2007

Sir,
Primary intraocular lymphoma mimicking multifocal

choroiditis and panuveitis

Primary intraocular lymphoma (PIOL) is well known for

its mimicry of other ocular diseases and its propensity to

evolve.1 We managed a patient who presented with a

picture of multifocal choroiditis and panuveitis, but

subsequently developed more characteristic lesions.

A 73-year-old male had poor vision of the left eye after

cataract surgery 4 months earlier. His ophthalmologist

had been treating him for cystoid macular oedema.

Examination showed corrected visual acuity of 20/30

right eye and 20/200 left eye. Both eyes had 1þ anterior

vitreous cells. Both fundi showed atrophic pigment

epithelial lesions in the mid-periphery (Figure 1). In the

right temporal periphery, a tan subretinal lesion was seen

and was interpreted as an eccentric disciform scar

(Figure 2). The left macula had cystoid oedema

(Figure 3).

Figure 1 Black and white fundus photograph of the left eye
shows atrophic pigment epithelial lesions in the mid-periphery
at presentation.

Figure 2 Black and white fundus photograph of the right eye
shows a tan subretinal lesion in the right temporal periphery
present initially, which was interpreted as an eccentric disciform
scar. It later spontaneously resolved.
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The initial diagnosis was multifocal choroiditis and

panuveitis. RPR, FTA-ABS, Lyme antibody titres, and

Epstein–Barr virus antibody titres were normal.

Empirical therapy with acyclovir 600mg orally four

times daily and a subconjunctival injection of

triamcinolone acetonide 20mg in the left eye was given.2

At 2 months there were no changes.

Four months later, the temporal subretinal lesion of the

right eye had resolved and new retinal infiltrates and

haemorrhages of the left eye were present (Figure 4).

Vitreous biopsy revealed lymphoma. MRI scan revealed

no central nervous system lesions, and spinal fluid was

normal. Craniospinal irradiation and intrathecal

methotrexate were administered. The patient was well

for 7 years until fatal relapse developed.

The clinical presentations of primary intraocular

lymphoma include subretinal deposits, vitritis, retinitis,

infiltrative optic neuropathy, iritis, scleritis, and multiple

evanescent white dot syndrome-like appearances.3 In this

case, the clinical picture was compatible with multifocal

choroiditis and panuveitis. The subretinal deposit of

lymphoma resolved simultaneously with the fellow eye

appearance of white retinal infiltrates and haemorrhage,

a picture associated with PIOL.4 Clinicians faced with a

picture of multifocal choroiditis and panuveitis in an

elderly patient should include primary intraocular

lymphoma in the differential diagnosis and

consideration of vitreous biopsy given. Early treatment

has been associated with improved survival.5
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Sir,
Superior oblique myokymiaFa case report

Superior oblique myokymia (SOM) is an unusual, eye

movement disorder presenting as episodes of oscillopsia

and diplopia.

Case report

A 58-year-old lady presented with a 3-year history

of ‘jumping objects’ and ‘difficulty in focusing’. Her

visual acuity (unaided) was 6/5 in both eyes. Orthoptic

assessment revealed slight updrift of right eye on

Figure 3 Fluorescein angiography of the left macula at
presentation shows cystoid oedema.

Figure 4 Colour fundus photograph of the left eye 4 months
after initial presentation shows new retinal infiltrates and
haemorrhages.
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