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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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were diffusely infiltrated by a dense mass of large and 
small lymphoid cells, some with angulated or notched 
nuclei, and larger cells with large nuclei and occasional 
nucleoli (Fig. 3). Immunocytochemical studies confirmed 
the B-Iymphocytic lineage of these cells, showing lambda 
immunoglobulin light chain restriction, and a small T-cell 
and dendritic reticulum cell component. These features 
confirmed that the tumour was a high-grade malignant 
non-Hodgkin's lymphoma, most closely resembling a dif­
fuse centroblastic lymphoma of polymorphic type. 

Staging by CT scan and bone marrow biopsy revealed 
that this was an isolated orbital lesion. It was treated by 
localised radiotherapy, and the patient is still alive and 
well 5 years later with no evidence of recurrence. 

Discussion 

Epiphora is a common presenting complaint in older 
patients. Most often this is attributable to the syndrome of 
primary acquired nasolacrimal duct obstruction. I Secon­
dary acquired nasolacrimal duct obstruction may result 
from a wide variety of infectious, inflammatory, neoplas­
tic, traumatic or mechanical causes." 

Nasolacrimal duct obstruction has been reported as a 
complication of orbital secondaries in known diffuse 
malignant lymphoma.'A It is also well recognised in 
malignant tumours of the lacrimal sac,s including primary 
lacrimal sac lymphomas,',6 where epiphora has been the 
presenting symptom.7 The case described is of a primary 
orbital lymphoma which had expanded over the orbital 
rim to compress the nasolacrimal sac. The latter was not 
infiltrated by tumour and remained patent. 

The authors believe that this case illustrates a new and 
unusual presenting symptom in orbital lymphoma. 
Although rare, it emphasises the recognised need for care 
when diagnosing and treating nasolacrimal outflow 
obstruction in the older population lest a serious, and in 
this case readily treatable cause is missed. In addition to 
the importance of thorough examination the value of other 
investigative procedures is well demonstrated, especially 
in this case dacryocystography which showed the com­
pressed nasolacrimal sac, CT scan which defined the 
position, shape and size of the mass, and of course an 
adequate biopsy. 
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Sir, 
Scleral Explant Mimicking Malignant Melanoma 
Scleral explants in retinal detachment surgery may cause a 
number of problems. These are extrusion,I-3 infection, 1-8 

scleritis and scleral abscess,3,9 discomfort,1O diplopia or 
visual distortion",11 cheesewiring through the extraocular 
muscles, le and recurrent subconjunctival haemorrhages 
following mechanical movement of the explant. 2 

We report a case of a 72-year-old man with pigmented 
subconjunctival tumours mimicking an episcleral malig­
nant melanoma. Surgical exploration revealed the 
tumours to be two' chocolate' silicone plombs. 

Case Report 

A 72-year-old man was referred from another centre with 
suspected conjunctival melanoma. On routine examin­
ation for ocular hypertension, he was found to have a pig­
mented raised subconjunctival nodular tumour, firmly 
attached to sclera, in the left upper fornix. No pigmented 
tumour had been noted previously and it was, therefore, 
uncertain how long it had been there. Although there was 
mild discomfort, there had been no recent visual 
disturbance. 

Fig. 1. Photograph of the pigmented raised suhconjunctival 
nodular mass in the IIpperfornix of'the left eye at presentation, 
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