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Case Report
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Primary Intraocular T-cell Lymphoma
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Purpose: Intraocular lymphoma can be divided into primary and secondary usually involving B-cell lymphoma. Intraocular T-cell
lymphoma is mostly secondary lymphoma while primary intraocular T-cell lymphoma is extremely rare. We report a case of pri-

mary T-cell lymphoma.

Case summary: A 62-year-old male without any systemic disease presented with a floater in the right eye. A fundus examination
showed multiple whitish retinal infiltrations in the right eye. Intraocular lymphoma was suspected, and systemic examination was
performed, but all results were normal. During steroid treatment, previous lesions were enlarged, new lesions developed, and a
diagnosis of primary T-cell lymphoma was made by diagnostic vitrectomy. Consecutive intravitreal injections of methotrexate
were performed. After eight injections, the vitreous and retinal lesions improved but we decided to terminate the injections due to
corneal epitheliopathy. The corneal epitheliopathy was recovered and the patient is currently undergoing periodic follow-ups

without progression of the lesion.

Conclusions: Although intraocular T-cell ymphoma is a rare condition, this primary T-cell type should be considered when an in-

traocular lymphoma lesion is suspected.
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Figure 1. Fundus findings of a 62-year-old man with primary intraocular T-cell lymphoma. At the initial visit, fundus photography
shows a vitreous opacity and retinal infiltrations (A, white arrow). Fluorescein angiography (FA) shows multiple hyperfluorescent
dots (B, yellow arrows). Three months later, the lesions were aggravated. Previous lesions were enlarged, and the number of yellow-
ish retinal infiltrations was increased (C, white arrows; D, yellow arrows). A new lesion developed in the inferotemporal area (C,
red arrow). Inferotemporal lesion shows a leopard spot pattern on FA (D, green arrow).
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Figure 2. Microscopic features of vitreous tap. Hematoxylin and eosin stain reveals scattered small T-lymphocytes (arrows) with
macrophages (A, X400). Immunohistochemical stain of vitreous shows positive for CD3 (B, X 400).

Figure 3. Consecutive findings of toxic keratopathy followed by multiple intravitreal methotrexate (M TX) injections for intraocular
T-cell lymphoma. After 8 times intravitreal MTX injection, the patient demonstrated a severe corneal epitheliopathy (A, B). There
were severe conjunctival injection, cystic change and limbal haziness causing the loss of palisades of Vogt (A). A month after treat-
ment, the patient had improvement of his corneal epitheliopathy (C).
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Figure 4. Fundus findings at 10 months after multiple intravitreal methotrexate injections. Fundus photograph shows atrophic and
pigmentary changes corresponding to the previous infiltrates lesions (A). Fluorescein angiography (FA) shows a window defect with
leopard spot pattern, and mild disk leakage in the late phase (B). Fundus autofluorescence (FAF) shows hypoautofluorescent dot and
granular appearance. Hypoautofluorescent spots on FAF are hyperfluorescent on FA (C).
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