
was chosen instead of fine needle aspiration biopsy to
assure an adequate tissue sample for histologic
evaluation.
The histological and immunohistological features

disclosed an extranodal marginal zone B-cell lymphoma
(Figure 2). This diagnosis was confirmed using
PCR for both the heavy and light immunoglobulin
chains.
Staging investigations—for example, brain MRI, CT

chest, abdomen, iliac crest, and spinal tap—were
negative for malignancy. The patient received a low dose
external beam radiotherapy (EBR) to the right eye over
12 days. On review 3 months later, the tumour had
regressed completely. At the 6-months follow-up,
there were no signs of tumour, while the visual acuity
of the affected eye was 6/48 as the result of a moderate
cataract.

Comment
The majority of reported cases of B-cell uveal NHL
were either mainly choroidal or iridal tumours, with
secondary involvement of the CB.1 In 2004, Ahmed et al1

reported a case of 3601 iris-CB B-cell lymphoma
masquerading as post-cataract uveitis. However, there
was significant involvement of the iris, which would
actually suggest that the iris was the primary site of the
tumour. In 2012, Mashayekhi et al2 reported three cases
of primary iris-CB B-cell lymphoma. One case had
significant choroidal involvement, whereas in the other
two cases histological analysis revealed a high-grade
large B-cell NHL, in contrast to the tumour in our
patient.
In conclusion, the differential diagnosis of a CB

tumour should include lymphoma even in the absence of
significant iris and/or choroidal involvement.
Ultrasound shows low acoustic reflectivity. Biopsy with
histomorphological examination is necessary to establish
the diagnosis. EBR may induce rapid and complete
regression.
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Sir,
Enhanced depth imaging as an adjunctive tool in the
diagnosis of decalcified choroidal osteoma

Choroidal osteoma is a rare benign osseous tumor of the
choroid, typically affecting healthy eyes of young female
subjects.1 It is a clinical diagnosis, classically confirmed
by the presence of high reflectivity and acoustic
shadowing on B-scan ultrasonography (B-scan) and/or
hyperdense plaques at the level of the choroid on
computerized tomography scan.1 Here we report a case
of a predominantly decalcified choroidal osteoma and
the use of enhanced depth imaging optical coherence
tomography (EDI-OCT) to confirm the diagnosis.

Case report

A 16-year-old girl presented with a 1 year history
of flashing lights in her right eye associated with
a yellow-white lesion in the superior juxtapapillary
region (Figure 1). B-scan of the lesion showed
nonspecific, mild choroidal thickening with no
hyper-reflective areas or posterior shadowing
(Figure 2). EDI-OCT revealed a small area of subretinal
fluid superior to the optic nerve and a discrete
choroidal mass measuring 387 mm in thickness, with
variable intrinsic reflectivity adjacent to areas of

Figure 1 Right fundus photograph showing large superior
juxtapapillary choroidal lesion.
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choroidal atrophy (Figures 3a and b). These findings
are consistent with a predominantly decalcified
choroidal osteoma.

Comment
Classically described by Gass et al in 1978,1

choroidal osteoma is typically a unilateral, well-
demarcated yellow-white to orange juxtapapillary or
macula lesion located within the choroid. Using
spectral domain OCT, Navajas et al described a
distinctive lattice work pattern of reflectivity in some
choroidal osteomas,2 similar to the intratumoral
channels described histopathologically by Gass.1

However, choroidal osteoma change over time and can
undergo decalcification,3 losing their typical
appearance on B-scan. Decalcification is often

associated with shrinkage of the tumor, resulting in
RPE and choriocapillaris atrophy.3 In our case, the
residual tumor measured only 387 mm in thickness on
EDI-OCT, making it undetectable by B-scan. The
characteristic features of the residual tumor,
demonstrated on EDI-OCT, confirmed the clinical
suspicion of choroidal osteoma, albeit predominantly
decalcified.
EDI-OCT has recently emerged as a noninvasive

technique to visualize the choroid in greater detail,4

capable of measuring choroidal tumors up to 1mm in
thickness.5 This technique can serve as an adjunctive
modality to distinguish predominantly decalcified
choroidal osteomas from other choroidal lesions and
enable assessment of the overlying retina and future
monitoring.

Figure 2 B-scan showing mild thickening but no hyperreflectivity or posterior acoustic shadow.

Figure 3 (a) EDI-OCT section illustrating choroidal mass with variable intrinsic reflectivity. Note the intrinsic hyper-reflective dots
(red arrow) and isoreflective areas and well-defined scalloped posterior border. Adjacent to this mass is atrophic choroid (white arrow).
(b) EDI-OCT section below Figure 3a illustrating thickened outer retina (black arrow) and underlying subretinal fluid. Note that there
is increased transmission of light through the atrophic choroid.
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Sir,
Capsular neovascularisation: case report and review of
literature

A unique case of neovascularization of the lens capsule
(NVC) in a phakic eye without neovascularization of the
iris (NVI) or angle is described.

Case report

A 30 year old male presented with pain OD since
1 month. He gave a history of post-traumatic glaucoma

13 years back for which trabeculectomy was performed.
Ten years later, he presented again with chronically
raised intraocular pressure (IOP), vision of light
perception only, and advanced glaucomatous cupping.
3601 cyclo-crotherapy was administered at this time. At
present, he had lost light perception, and had low
IOP (6mmHg) OD. Slit-lamp biomicroscopy showed a
mydriatic pupil with multiple sphincter tears, absence of
NVI, a mature cataract with sparse capsular
pseudoexfoliation, and a fine circumferential radiating
spoke like net of anterior capsular vessels (Figures 1a and b).
Gonioscopy showed obscuration of the anterior chamber.
Anterior segment optical coherence tomograpy (Visante,
Carl Zeiss Meditec Inc., Dublin, CA, USA) and
ultrasound biomicroscopy (Sonomed Escalon, Wayne,
PA, USA) confirmed peripheral anterior synechiae
(Figures 2a and b) and ruled out the presence of any
retro-iridial proliferative membrane (Figure 2b).
Fluorescein angiography demonstrated a diffuse
fluorescein leakage persisting till late phase with absence

Figure 1 (a) Figure shows complicated cataract with overlying pseudoexfoliation material; pupil is mydriatic with multiple large
sphincter tears. (b) Higher magnification shows a fine net of vessels growing onto the lens capsule centripetally.

Figure 2 (a) Anterior segment optical coherence tomograpy
showing extensive peripheral anterior synechiae. (b) Ultrasound
biomicroscopy showing peripheral anterior synechiae in a
mydriatic pupil. Note the absence of any proliferative membrane
over the lens capsule.
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