


Letters

unresponsive to antimycotic treatment. Our
patient responded well to maintenance flu-
conazole therapy, and there is no evidence of
recurrence 1 year after the initial presenta-
tion.

In conclusion, this case illustrates the
danger of treating a patient with a presumed
diagnosis of idiopathic orbital inflammation
with a trial of corticosteroids.7 Such an
approach masks the true nature of the fungal
abscess, delays incisional biopsy for histo-
pathological diagnosis, and increases the risk
of progressive dissemination. Although corti-
costeroids remain the mainstay of treatment
for idiopathic orbital inflammation a poor
response, recurrence, or abscess formation
require a re-evaluation. Coccidioidomycosis,
especially in endemic areas, should be con-
sidered in the differential diagnosis of any
lacrimal gland fossa mass that does not
resolve with intravenous antibiotics.
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A case of primary orbital melanoma
treated by local excision

EDITOR,-Melanositic tumours of the orbit as
a rule are secondary, arising chiefly from the
uveal tract and adjacent areas such as con-
junctiva, eyelids, nasal sinuses, and intracra-
nial meninges.1 Primary orbital melanoma is
much less common than these secondary
tumours and accounts for less than 1%of pri-
mary orbital neoplasms.2

Wedescribe a case of an uncommon slowly
progressing well circumscribed primary
orbital melanoma. This was treated by pri-
mary resection with no evidence of recurrence
or metastasis on follow up.

CASEREPORT
A 79-year-old man was admitted to the
Ophthalmology Clinic of the University of
Cumhuriyet Medical School, Sivas with a 9
year history of progressive tumour of the left
eye, which had been increasing in size for

about 2 years. He had subjective symptoms
such as pain, bleeding, and an unbearable
smell for about 1 month. He had not sought
medical help in this 9 year period. When he
was first seen at our clinic, the left upper eye-
lid was grossly distended by a large bluish
tumour mass extending approximately 5 cm
anterior to the orbital rim (Fig 1). On palpa-
tion, a semi-soft mass could be felt through
the lids, evidently filling the orbit. There was
a fragile and bleeding ulcer and necrosis on
the anteronasal suface of the tumour. The
eyeball was obscured from view, but when the
mass was elevated with retractors a vascu-
larised cloudy cornea was seen. He has no
light perception in his left eye. The visual
acuity of his right eye was 20/30 and there was
no significant abnormality except nuclear
sclerosis of the lens.

An orbital computed tomographic scan
demonstrated a well demarcated non-homo-
geneous, large mass located anterosuperiorly
in the left orbit. The eyeball itself was normal.
There was no calcification or bony erosion
(Fig 2).

The surgical approach was via incision
through the upper eyelid margin. Overlying
conjunctiva was intact and it was seen to be
easily separable from the tumour. A dark blue
pseudoencapsulated mass was easily freed
from the globe and other orbital tissues by

Fig JA

Fig lB
Figure 1 (A) Patient at presentation showing a
large mass filling the left orbit. The eyeball was
obscured from view. (B) Upper eyelid was Figure 2 Computed tomography of the orbits
grossly distended by the tumour extending show circumscribed mass located anterosuperiorly
approximately 5 cm anterior to the orbital rim. in the left orbit.

Figure 3 Microscopically it is nodular in configuration, and consists of spindle-shaped cells, some
containing melanin. There is no junctional activity in the overlying epithelium. Haematoxylin and
eosin, X25.
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lacrimal gland fossa mass.
Orbital coccidioidomyosis presenting as a
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