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known lesions including the lymphadenopathy
regressed dramatically (Fig. 4). The visual acuity in
the left eye improved to 6/5.

Six months later and only several weeks after the
patient's sixth cycle of chemotherapy a new sub-
cutaneous mass developed in the left breast. A slight
swelling in the area of the right brow was also
evident. A biopsy of the breast lesion was performed
and a firm, walnut-sized nodule was removed. At
microscopic examination a tumour composed of
monomorphic lymphoid cells infiltrating the normal
fat and connective tissue of the breast was identified.
A review of the slides from the previous lid specimen
showed the lesions to be histologically similar. The
breast as well as the brow tumour also resolved on
further chemotherapy. However, the patient

returned in August 1984 with a 1 x 1 cm right lower lid
nodule (Fig. 5). Additional chemotherapy is being
undertaken.

Discussion

Large-cell lymphoma can be divided into two main
presentation patterns. The first and most important
to ophthalmologists is the intraocular-central
nervous system (CNS) type. The combination of
these two sites together 75% of the time clearly labels
this as a distinct entity. There is only a 25% associa-
tion with disseminated large cell lymphoma in this
form.4 Usually eye findings precede CNS clinical
signs by an average of 21 months.56 However, CNS
disease rarely occurs before eye involvement. A
posterior uveitis or a vitritis with or without chorio-
retinal involvement is the main feature.7 8

Diffuse systemic large-cell lymphoma is far com-
moner than the ocular-CNS form. Mainly a disease
of lymph nodes, spleen, and bone marrow, it can also
begin in the viscera or skin. This form is not usually
associated with ophthalmic disease. However, when
it occurs, orbital or ocular adnexal involvements is far
more likely to be seen than intraocular lesions.9' ' In
addition, intraocular involvement here is more likely
to be choroidal, as opposed to retinal or vitreal, as
usually seen in the ocular-CNS form." Proptosis and
periorbital swelling are the typical presenting
adnexal manifestations.'2
Recent immunofluorescent techniques have

detected immunoglobulins on the surface of the
cells.'I'5 It now appears that large-cell lymphomas
are derived mostly from B lymphocytes and rarely
from T lymphocytes.
Our patient with systemic lymphoma is unusual in

several respects. He represents one of the few cases

Fig. 5 Clinicalphotograph of
right lower lid nodule.
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of intraocular disease presenting in the systemic form
of the malignancy. He is even more unusual in that
his choroidal tumours became manifest early in the
course of his illness and before any systemic signs or
symptoms occurred. In addition he also had eyelid
and conjunctival tumours, which prompted him to
seek medical attention. The fact that his initial
intraocular and periocular lesions were ipsilateral
rather than contralateral may be coincidental, but
the ocular-CNS form of large-cell lymphoma does
tend to be ipsilateral.'6 However, it is also curious
that our patient's later tumour sites involved the right
periorbita.
Chemotherapy was used to good advantage in our

patient. Both the original ophthalmic tumours as well
as the later recurrences responded dramatically. Any
future site will be similarly treated, with local radio-
therapy held in reserve. Unfortunately there is no
curative treatment for large-cell lymphoma, and the
prognosis for our patient remains guarded.
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