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over the next 5 months, visual acuities remaining at 6/9 in 
both eyes. The tattoo swelling persisted until surgical 
excision. 

Ocular examination revealed fine keratic precipitates 
and moderate anterior chamber activity with cells and 
flare. There was no evidence of vitreous involvement, or 
retinal vasculitis. Results of routine investigations includ­
ing a full blood count, erythrocyte sedimentation rate, 
VDRL and TPHA tests, chest radiograph and sacroiliac 
joint radiograph were all within normal limits and there 
were no clinical signs of an underlying systemic disorder. 

Excision biopsy of the skin tattoo revealed a 'sarcoid 
type' allergic granulomatous reaction to the tattoo dye in 
the upper dermis with an overlying subcorneal pustule 
(Fig. 2). Following excision, there was no further recur­
rence of uveitis. 

Discussion 

Tattoos are composed of pigment contammg metallic 
compounds which may provoke a sensitisation reaction. 
Metals commonly found in tattoo pigment include mer­
cury (red), chromium and titanium (green), copper (blue) 
and iron (yellow and brown).' 

Delayed hypersensitivity reactions to the metallic 
component may occur, with the histological appearance 
varying from diffuse Iymphohistiocytic infiltrate' to 
pseudolymphomatous reactions,� lichenoid reactions' and 
sarcoidal granulomas.6 

Buechner and associates 7 suggested that helper T cells 
are important in the formation of sarcoid granulomas by 
mononuclear phagocytes, and that duration and activity of 
the disease process may be related to T cell populations. 

Hanada and associates I reported a case in which symp­
toms of systemic sarcoidosis and concurrent uveitis devel­
oped in a 31-year-old man following extensive tattooing. 
Histological examination of the skin lesions, regional 
lymph nodes and lung tissue revealed non-caseating 
granulomas and, in addition, microscopy of the lung 
specimens showed fragments of red tattoo granules. They 
concluded that tattoo pigments were responsible for the 
sarcoidal granulomas, as all lesions appeared following 
the tattooing process. 

Mansour and Chan1 recently reported a case of recur­
rent bilateral uveitis in a 35-year-old man with extensive 
skin tattoos. Biopsy of the tattoos revealed non-necrotis­
ing granulomas surrounding pigment granules. Immuno­
pathology of the lesions during the phase of acute swelling 
showed nests of infiltrating cells in the dermis, consisting 
mainly of T and B lymphocytes and macrophages. Ninety 
per cent of the infiltrating cells stained positive for major 
histocompatibility complex class 2 antigens. In this case 
there was a high ratio of B lymphocytes and macrophages 
with equal numbers of T-helper and T-suppressor cells 
characteristic of delayed-type hypersensitivity, in contrast 
to sarcoidosis.7,s 

Our patient showed no evidence of active sarcoidosis, 
but 'sarcoid type' granulomas were evident in the tattoo 
biopsy. It is probable that the concurrent tattoo eruption 
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and uveitis were related to the sensitising nature of the 
metallic component of the tattoo dye. 
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Sir, 
Coexistent Optic Disc Pit and Ocular Hypertension 
Misdiagnosed as Glaucoma 
Optic disc pit is an uncommon congenital malformation of 
uncertain embryological origin. I.e It is associated with 
other congenital defects such as retinal dysplasia, ret­
inochoroidal colobomata, ocular vascular anomalies and 
midline neurological abnorrnalities.3A Optic disc pits are 
usually asymptomatic unless associated with macular 
disease,' but unless the examiner is familiar with their 
appearance they may present a diagnostic challenge. 

Case Report 

A 60-year-old man presented with left central visual 
clouding. He had no significant past history and no rele­
vant family history. The visual acuities were 6/6, the 
anterior segments and gonioscopy were unremarkable, but 
the intraocular pressures were 24 mmHg right and 
2 6  mmHg left. The right fundus and disc were normal, but 
an inferotemporal excavation of the neural rim of the left 
disc was noted which was thought to represent glaucoma­
tous cupping. Central perimetry revealed an apparent left 
arcuate scotoma with a normal right field. Left primary 
open angle glaucoma and right ocular hypertension were 
diagnosed and treatment was commenced with guttae tim-
0101 0.25% to both eyes. 

However, during follow-up, the disc appearance was 
reviewed and thought to be an optic disc pit 0.28 disc dia-
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Fig. 1. Fundus photograph (�l the Ie}; eye shows an infero­
temporal oval optic disc pit (margin outlined). 

Fig. 2. Fluorescein angiogram of the hit eye rel'eals a hypoflu­
orescent area in the inferotemporal disc corresponding to the 
optic disc pit. Hypojiuorescence was maintained throughout the 
run. The macula appears normal. 
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Fig. 3. Goldmann perimetry of the left eye showing an enlarged 
hlind spot connected to a centrocaecal scotoma. There is also a 
constriction ol the peripheral nasal field. 
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meters wide and 3 dioptres deep with a normal macula 
(Fig. 1). Fluorescein angiography confirmed this and 
highlighted the pit as an area of inferotemporal hypo­
fluorescence (Fig. 2). Careful Goldmann perimetry 
revealed a centrocaecal scotoma and enlarged blind spot 
with a nasal step (Fig. 3). Computed tomography of the 
head was normal. The diagnosis was revised to ocular 
hypertension and during follow-up the disc appearance 
and visual fields have not changed, 

Discussion 

Optic disc pits are usually small. single. unilateral. well­
circumscribed depressions in the inferotemporal optic 
nervehead and may be oval. circular or triangular.1.4 The 
width ranges from 0. 1 to 0.7 disc diameters. the depth 
from 0.5 to 25 dioptres (average of 5 dioptres) and the 
colour varies from black to grey-olive to yellow. IA The 
affected disc is often larger and may show peripapillary 
chorioretinal atrophy.4 Fluorescein angiography shows 
early hypofluorescence and. in 50% of cases. a late hyper­
fluorescence. particularly in those with macular disease.4 

Optic disc pits usually present with the maculopathy 
found in 60% of these patients,1A Classically. serous ret­
inal detachment of the macula occurs but macular oedema, 
cystic retinal changes, haemorrhages, full-thickness or 
partial-thickness holes and mottled retinal pigment epi­
thelial changes are recognised.1.4 Theories proposed for 
the origin of the subretinal fluid include: a connection with 
the cerebrospinal fluid or liquefied vitreous through the 
pit; leakage from pit or choroidal blood vessels; an 
abnormal development of papillomacular nerve fibres 
with a lowered resistance to later insults; traction from 
glial elements in the pit floor.56 Laser photocoagulation 
has been used in treatment with inconsistent results.c,o 

Although usually asymptomatic. 60% of those with a 
disc pit and a healthy macula have some visual field 
defect. including arcuate scotoma. enlarged blind spot, 
central. paracentral and centrocaecal scotomata. localised 
peripheral constrictions and steps and sectorial defects.4 
These may not be consistent with the size and location of 
the pit and may represent an anomaly of the retinal nerve 
fibres.7 

The differential diagnosis includes glaucoma, optic 
nerve tumour. optic neuritis and optic atrophy, There have 
been 7 patients cited in passing in the literature in whom 
glaucoma was suspected.4.7-9 In these cases the diagnosis 
of glaucoma was excluded by the lack of raised intraocular 
pressure. including during phasing and after provocation 
testing, and the failure of progression of field defects with 
time. In our patient confusion arose because of coexisting 
ocular hypertension. However, the field disturbance was 
not typically glaucomatous. This patient was unusual in 
that the field defect was symptomatic despite an absence 
of macular involvement. Optic disc pit is a clinical diag­
nosis and differentiation of this appearance from glauco­
matous optic disc cupping in the occasional confusing 
patient requires the vigilance and awareness of all clinical 
examiners within whose remit disc assessment may fall. 
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Sir, 
Primary Orbital Lymphoma Presenting as Epiphora 
We present a case of epiphora caused by compression of 
the nasolacrimal sac by a primary orbital lymphoma. This 
is both a rare cause of a common presenting symptom and 
an unusual presentation of such a tumour. The history, 
management and histology are described and their impli­
cations discussed. 

Fig. 1. Dacryocystogram showing a patent and medially 
compressed left nasolacrimal sac. 
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Fig. 2. CT scan showing a lejf-sided orhital tumour extending 
o\'er the orhital rim. 

Fig. 3. Histology shows a mass of lymphoid cells infiltrating 
hetween musc!ejihresji'om the orhital tissue. (Haematoxylin & 
eosin. x 160). 

Case Report 

A 68-year-old woman presented with a 6 month history of 
epiphora from the left eye and a 6 week history of a mass at 
the medial canthus. Examination confirmed the presence 
of a firm, non-compressible swelling extending over the 
medial orbital rim, which exhibited no reflux. The patient 
was otherwise asymptomatic and had no other medical 
problems. 

A dacryocystogram was performed which demon­
strated a patent but medially compressed nasolacrimal sac 
(Fig. I), and a CT scan showed that this was due to com­
pression by an expanding orbital tumour (Fig. 2). This 
lesion was then biopsied under a general anaesthetic by 
dividing the overlying skin and fibres of orbicularis to 
reveal its surface from which samples were taken. 

Macroscopically the two biopsied tissue fragments, the 
larger 5 mm in diameter, consisted of muscle and connec­
tive tissue with a white infiltrate. Microscopically both 
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