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Figure 2 (a) Histopathology of the schwannoma showing an
area of calcification surrounded by many spindle cells (haema-
toxylin and eosin, x44). (b) Magnified view of schwannoma
depicting typical pattern of palisading and verocay bodies
(Hemotoxylin and eosin, x 144).

common nerves of origin of orbital schwannomas.* Till
date, there are only two reports of a schwannoma arising
from the lacrimal nerve.>® In this case too, it may have
been arising from the lacrimal nerve, as it was located in
the lacrimal fossa region although we were unable to
confirm it.

Orbital calcification in the lacrimal fossa region is seen
in dermoid cyst, dermolipoma, plasmacytoma, and
malignant epithelial tumours. Calcification is rarely seen
in schwannoma. Rootman et al” found calcification in one
orbital schwannoma. Although imaging studies such as
ultrasonography, CT scan, and magnetic resonance
imaging (MRI) are helpful in the diagnosis of
schwannoma, there is no single diagnostic feature
among these investigations. In most cases, the diagnosis
is based on the characteristic histopathology. Owing to
the rarity of neurogenic tumours occurring in the
lacrimal gland region and presence of calcification
within the mass, we did not consider schwannoma
in the differential diagnosis. We conclude that
schwannomas should be included in the differential
diagnosis of tumours presenting in the lacrimal gland
region.
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Sir,
Ocular tuberculosis with angle granuloma
Eye (2004) 18, 219-221. doi:10.1038/sj.eye.6700590

Tuberculosis (TB) is one of the major systemic diseases
causing mortality and morbidity in developing countries.
However, migration from these countries to developed
countries, widespread drug abuse, predisposition of
AIDS patients to mycobacterial infections, and
development of multiple drug-resistant strains
of the pathogen have aroused interest throughout
the world."?

TB may affect any ocular or orbital tissue, either by an
active infection or an immunologic reaction, related to
delayed hypersensitivity and an aseptic reaction." Here
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we report a case with a nodular localized angular mass,
diagnosed as presumed intraocular TB.

Case report

A 24-year-old male, 1 month previously having suffered
from redness in his right eye, was prescribed topical
steroids and referred to our clinic with a diagnosis of
intraocular mass and uveitis. Visual acuities were 20/20
OU. Slit-lamp findings of the right eye revealed 1+ cell in
the anterior chamber and a yellow-white coloured
nodular mass at 6 o’clock on the peripheral iris. There
were no keratic precipitates and posterior synechiae.
Vitreous, retina, and choroid were normal. The
intraocular pressure was normal. On gonioscopy, the
minimally vascularized 4 x 3 mm?” nodular mass was
determined in the anterior chamber angle (Figure 1a). On
ultrasonic biomicroscopy, the mass was isolated from
angular structures with no penetration. The left eye was
normal.

General examination and blood tests were
unremarkable. ESR was 17 mm/h. HIV serology was
negative. He had received BCG vaccination in his

childhood, and PPD skin test caused an induration of
19 mm. Cranial and orbital CT and abdominal
ultrasonography revealed normal findings. On the chest
X-ray, there were chronic peribronchial thickenings.
Thoracic CT revealed suspicious nodular lesions in the
right and left lobe apical sections. Sputum culture and
ARB (acido-resistant bacilli) in the sputum were also
negative. Histopathological examination of the biopsy
material taken from the nodular lesion in the lung
parenchyma and the lymph node located in the right
oblique fissure revealed a granulomatous inflammation
with caseation necrosis circumscribed by epithelioid
histiocytes and Langhans-type giant cells. In the
Ziehl-Nielsen staining of the biopsy material, acid-fast
bacilli were seen (Figure 2). The patient was diagnosed as
primary pulmonary TB with a probable secondary
invasion of the iris tissue. An anti-TB regimen of
isoniazid, rifampin, ethambutol, and pyrazinamide for 2
months, and isoniazid and rifampin for 4 months
through a total period of 6 months with regular follow-
ups was initiated. The nodular lesion was smaller with
no anterior chamber reaction after the first month of
treatment, which was no longer seen after the second
month (Figure 1b).

Comment

In primary ocular TB, the eye is the initial portal of entry
into the body, whereas the secondary one is defined as an
infection resulting from contagious spread from an
adjacent structure or haematogenous dissemination.
Intraocular inflammation includes mutton-fat keratic
precipitates, iris granulomas, posterior synechiae, vitritis,
vasculitis, retinal ischaemia, macular oedema, choroidal
tubercules, retinal involvement, endophthalmitis, and
panophthalmitis,"* of which the most common are

Figure 1 (a) Slit-lamp photograph showing a yellowish-white
nodular mass in the anterior chamber on the iris at 6 o’clock
position. (b) Slit-lamp photograph of the right eye. The nodular
mass has been resolved after systemic anti-TB treatment.
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Figure 2 Granulomatous inflammation with caseation necrosis
circumscribed by epithelioid histiocytes and Langhans-type
giant cells in the biopsy material taken from lung parenchyma
(HE; original magnification, x 40).



chronic anterior uveitis, retinal periphlebitis, and
choroiditis.*

Our patient was an immunocompetent young man.
As the mass was slightly vascularized and yellowish-
white in colour, we first made a differentialization from
any tumoral or metastatic lesion. Sarcoidosis was also not
applicable in our case because of the normal blood ACE
level and lack of any other ocular or systemic sign
specific for this disease.

For diagnosis of ocular TB, a high index of clinical
suspicion, past medical history of patients and their
families, ethnic origin, and socioeconomic circumstances
are important.>® The presence of a family history of
primary TB led us to investigate for TB in our patient.
The diagnosis of ocular TB can be made by
demonstrating Mycobacterium tuberculosis from ocular
fluid or tissue specimen by a microbiologic or
histopathologic study or can be made as presumed
ocular TB with proven active systemic disease or as
presumed ocular disease without any active systemic
disease.® Our case is included in the second group.

The ocular TB cases presenting with iris nodules or
iridocyclitis in the literature demonstrated severe
anterior uveitis with corneal involvement, responding to
anti-TB therapy.”>” On the contrary, in our case, the
anterior chamber reaction was more localized and slight
probably owing to the topical steroid treatment.

The PPD test has low sensitivity and specificity,
especially in countries where previous BCG vaccines
may cause a hypersensitivity response.” In the absence
of symptoms and/or chest radiographic findings, a
positive result consisting of indurations less than 10 mm
is generally attributed to a history of BCG in childhood.?
The specificity of the PPD skin test increases with larger
skin reactions and with a history of exposure to an active
case of TB, as for our patient. In a series, selected
PPD-positive patients with clinical findings consistent
with intraocular TB had a favorable response to anti-TB
therapy. Treatment protocols for ocular TB are similar
to those used for pulmonary TB and should be adapted
to the immune status of the host. The most commonly
used one is the four-drug regimen that our patient
received.’

Ocular disease can occur with or without the evidence
of any systemic focus of TB, or as a metastatic spread
from a primary focus.*® Our case demonstrates the
importance of the ocular signs because the systemic
disease had until this time been latent.
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Sir,
Traumatic rupture of the lateral rectus
Eye (2004) 18, 221-222. doi:10.1038/sj.eye.6700592

We present a case of rupture of the lateral rectus that
followed a violent assault. Rupture of the lateral rectus is
an infrequently encountered injury in isolation from
other ocular injuries. The surgical management of this
case is described. The various treatment options and a
review of current literature are discussed.

Case report

A 39-year-old patient presented to the eye casualty
department complaining of double vision following an
assault. He was attacked from behind in an attempt to
gouge out his eyes. He had no significant medical or
ophthalmic history.
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