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CASE REPORT

Unmasking an unusual presentation 
of Hodgkin’s lymphoma masquerading as ocular 
inflammation: a case report
Anna Zein‑El‑Din1*†, Rami Abdo1†, Amina Elbachti2, Gabriel Boustani1, Dany Salik1 and Sayeh Pourjavan1,3 

Abstract 

Background Hodgkin’s lymphoma (HL) is an extremely rare cause of ocular inflammation that is usually not consid‑
ered in the typical workup of uveitis and other eye diseases. A few cases of ocular inflammation were reported previ‑
ously showcasing HL with absence of typical symptoms of HL at presentation. Acknowledging the potential ocular 
inflammation associated with HL can prompt ophthalmologists to broaden their diagnostic approach and collaborate 
with internal medicine departments to investigate this rare yet significant etiology.

Case presentation A 17‑year‑old Caucasian woman presenting unilateral panuveitis was later diagnosed with HL. 
The ocular findings were non‑necrotizing scleritis, anterior uveitis, vitritis, white/yellowish chorioretinal lesions, 
papillitis and vasculitis. A left supra‑clavicular lymph node biopsy confirmed the diagnosis of nodular sclerosing 
Hodgkin’s lymphoma stage IIB. Other causes of uveitis were excluded. Chemotherapy led to remission of the disease 
and the ocular lesions became quiescent with persistent pigmented chorioretinal scars.

Conclusions Hodgkin’s lymphoma should be considered in the differential diagnosis of diseases that can occasion‑
ally be revealed by unilateral ocular inflammation. A comprehensive, multidisciplinary approach is key to properly 
assessing such cases.

Keywords Uveitis, Ocular inflammation, Hodgkin’s lymphoma, Case report

Introduction
Hodgkin’s lymphoma (HL) is a malignant neoplasm aris-
ing mainly from B cells characterized by the spread of 
tumor cells along the lymphoid system, giving local-
ized nodal disease with often indolent clinical presen-
tation. Symptoms of HL encompass a variety of clinical 

presentations ranging from indolent lymph nodes and 
enlarged spleen to the presence of B symptoms includ-
ing fever, night sweats, and/or unexplained loss of body 
weight > 10% within the preceding 6  months. Nonethe-
less, intraocular manifestations are extremely rarely asso-
ciated with this disease. HL predominantly affects young 
individuals regardless of gender, with a heightened risk 
among immunosuppressed patients.

This case reports a young 17-year-old patient with an 
atypical unilateral inflammatory ocular pathology, later 
diagnosed as potentially linked to Hodgkin’s lymphoma. 
The diagnosis became feasible following an extensive 
investigation aimed at uncovering the root cause of the 
patient’s persistent inflammatory symptoms.
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Case report
A 17-year-old Caucasian female presented to our oph-
thalmic emergency department reporting right eye red-
ness, pain, and blurred vision along with intermittent 
temporal photopsia with onset 5  days before consulta-
tion. General symptoms were vague encompassing nau-
sea, headaches, left shoulder pain and long-standing 
night sweats. The patient’s history was significant for 
right eye conjunctivitis, conjunctival hyperhemia and 
papillary edema since 2017 but best corrected visual acu-
ity (BCVA) (using decimal VA notation) remained 1.0 in 
both eyes. No underlying disease was diagnosed despite 

thorough investigations including blood testing, mag-
netic resonance imaging (MRI) and neurological exami-
nations; these previous episodes resolved after brief local 
corticosteroid treatments.

On presentation, the patient’s BCVA was 1.0 in both 
eyes. Initial slit lamp examination revealed right eye non-
necrotizing scleritis, endothelial haze and 1 + cells in the 
anterior chamber. Upon fundus examination, right eye 
vitreous turbidity, inferior vitreous condensations and 
vitreous snowballs in the inferior periphery were visual-
ized (Fig. 1a). Papillary edema (Fig. 2) was also present as 
well as peripheral white/yellowish lesions in the superior 

Fig. 1 Active unilateral right eye (RE) panuveitis at presentation. a–c Color photographs of the right posterior pole, superior and inferior temporal 
white/yellowish round chorioretinal lesions. d–f Fluoroangiography (d, f) and indocyanine green angiography (e) showing venous vasculitis, 
with hyperfluorescent chorioretinal lesions and peripheral hypofluorescent spots

Fig. 2 Color fundus (a) and optical coherence tomography image (b) showing RE papillary edema and FA (c) showing a hot disc aspect 
at presentation
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and inferior retinal peripheries (Fig. 1b, c). Fluoroangiog-
raphy (FA) and indocyanine green angiography (ICGA) 
showed early arterial filling of central choriocapillaris, 
peripheral vasculitis, a hot disc papillitis appearance and 
peripheral hypofluorescent spots (Fig.  1d–f). Spectral 
Domain OCT (SD-OCT) did not show any alterations 
in retinal layers, retinal pigment epithelium (RPE) or the 
vitreoretinal interface (Fig. 3).

The left eye slit lamp examination, fundus examination, 
FA, ICGA and SD-OCT were strictly normal.

The patient was initially treated with local hourly Pred-
nisolone (1%), tropicamide (0.5%) twice daily and oral 
non-steroidal anti-inflammatory drugs (NSAIDs) (Ibu-
profen EG 600 mg twice daily) for pain relief.

Subsequent weekly follow-ups were significant for 
increased flashes and worsening of RE pain and BCVA of 
0.8, 0.5 + cells in the anterior chamber, persistent scleritis 
and worsening of vitreous condensations, progression of 
the papillary edema and emergence of 2 new peripheral 
retinal white/yellowish lesions.

Collaboration with the internal medicine department 
was underway to investigate the underlying causes of 
the panuveitis and recurrent scleritis presented by the 
patient. At time of presentation, the patient’s physical 
examination showed normal lymph nodes as well as nor-
mal neurological, cardiac, and pulmonary examinations.

In light of the papillary changes, a brain MRI was con-
ducted, revealing no abnormalities.

A complete workup ruling out the following diagnosis 
came back negative: infectious causes such as Toxoplas-
mosis, Whipple’s disease, Syphilis, Lyme disease, Cat 
scratch disease, Herpes simplex virus, Varicella-zoster 
virus, Cytomegalovirus as well as systemic disease: sar-
coidosis, Behçet’s disease and systemic lupus erythema-
tosus (SLE). IGRA testing for tuberculosis came back 
positive but with negative Quantiferon.

Treatment with oral corticosteroids (48  mg/day) was 
proposed in collaboration with the internal medicine 
team.

At follow-up, BCVA and pain gradually improved to 
0.9 and then stabilized at 1.0 with persistent photopsia. 
The vitreous reaction as well as retinal lesions aspects 
were showing signs of early regression (Fig. 4).

Considering the clinical improvement, oral corticoster-
oids were progressively tapered with a final dose of 8 mg/
day. Locally, topical corticoids were maintained at a fre-
quency of twice per day.

Further workup consisted of a positron emission 
tomography-computed tomography (PET-CT) scan for 
exclusion of extra-pulmonary tuberculosis in light of 
positive IGRA which revealed hypermetabolic left supra-
clavicular and mediastinal bilateral lymph nodes leading 
to the differential diagnosis of lymph node tuberculosis, 
lymphoma, sarcoidosis, IgG4 related disease or Castel-
man’s disease.

A bronchioalveolar lavage was carried out with subse-
quent negative results. A lymph node biopsy came back 
positive for nodular sclerosing Hodgkin’s lymphoma 
stage IIB.

Subsequently, the patient underwent 6 cycles of ABVD 
(doxorubicin, bleomycin, vinblastine, dacarbazine) 
chemotherapy. With the approval of the oncology team, 
topical and systemic corticosteroids were maintained at 

Fig. 3 Optical coherence tomography showing normal aspect of RE macular retinal layers at presentation

Fig. 4 Fundus imaging at the remission stage shows pigmented 
chorioretinal lesions and peripapillary fibrosis
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the same dosages, and the patient was followed biweekly, 
showing adequate tolerability to chemotherapy and good 
adherence to local treatment, with BCVA staying stable, 
absence of pain but persistence of intermittent temporal 
right eye photopsia that may be linked to the presence of 
chorioretinal scarring.

Discussion
This case report showcases yet another case of panuveitis 
leading to the diagnosis of Hodgkin’s lymphoma, which 
is a type of lymphoma  in which cancer originates from 
a specific type of white blood cells, lymphocytes, charac-
terized by the presence of typical multinucleated Reed-
Sternberg cells and mononuclear Hodgkin cells (both 
accounting for only 10% of the cells constituting these 
tumors) in a highly inflammatory background formed by 
B cells, T cells, histiocytes, neutrophils, eosinophils, mast 
cells and plasma cells [1]. HL accounts for 15–20% of 
lymphomas in Western countries and has a bimodal dis-
tribution with two peaks occurring in early (15–35 years) 
and late (after age 55) adulthood [2]. Young patients, 
being mainly affected by the disease are good responders 
to chemotherapy (80–90%), one of the main treatments 
employed nowadays, next to radiation and targeted 
therapies. HL can be classified as nodular lymphocyte 
predominant or classic HL (nodular sclerosing, mixed 
cellularity HL, lymphocyte rich HL and lymphocyte 
depleted subtype). The disease mainly affects peripheral 
lymph nodes, mediastinal lymph nodes that may advance 
to infiltrate the spleen, liver or extranodal locations but 
with a constant nodal concomitant disease [2].

Symptoms associated with HL include a variety of clini-
cal presentations ranging from indolent lymph nodes and 
enlarged spleen to the presence of B symptoms includ-
ing fever, night sweats, and/or unexplained loss of body 
weight > 10% within the preceding 6 months [3]. Diagno-
sis of the disease is classically made by histopathologi-
cal evaluation of lymph nodes or punch biopsies of the 
affected organs [4]. As for the staging, apart from histo-
pathological evaluation, detailed history, clinical exami-
nation as well as imaging modalities (contrast-enhanced 
computed tomography (ceCT) and 18FDG-PET/CT) are 
necessary [5].

Based on the various publications on the few simi-
lar cases and the discussion within our medical team, 
we considered two main hypotheses regarding the cho-
rioretinal lesions in our patient: either the presence of 
lymphomatous cells in the choroid or a paraneoplastic 
manifestation. Hematogenous spread of malignant cells 
to the choroid is not a known phenomenon in HL. There-
fore, we considered that the observed condition was 
more likely an unusual paraneoplastic syndrome. Nota-
bly, while uncommon, Cancer Associated Retinopathies 

(CAR) stand out as the most prevalent type of paraneo-
plastic autoimmune retinopathies (AIR).

This syndrome’s mechanisms stem from an interac-
tion between antibodies targeting tumor antigens and 
retinal proteins. Patients with CAR express various 
antibodies [6], notably anti-recoverin (23  kD) target-
ing photoreceptor cells, linked primarily to small-cell 
lung and gynecologic cancers [7]. Melanoma associated 
retinopathy (MAR), encountered in uncontrolled mela-
nomas, and bilateral diffuse uveal melanocytic prolifera-
tion (BDUMP), are also forms of paraneoplastic AIR [8]. 
While our case shares some similarities with CAR, MAR, 
or BDUMP, it presents distinctive features. Unlike typi-
cal cases of these disorders, our patient’s condition does 
not lead to a progressive bilateral irreversible decline in 
vision with narrowed visual fields. Furthermore, manifes-
tations typically include vasculitis, mild vitritis, late-stage 
salt-and-pepper retinal aspects, and optic atrophy, which 
were not observed in our case.

Within the context of Hodgkin’s lymphoma, there have 
been rare occurrences of retinopathies. These manifes-
tations typically present bilaterally and may encompass 
anterior uveitis, occasionally described as granuloma-
tous. Additionally, reported signs include white cho-
rioretinal lesions, cystoid macular edema, papillitis, 
moderate vitritis, and vasculitis [9–13].

In other occurrences, bilateral optic disc swelling, 
periphlebitis, neuroretinitis and focal chorioretinitis were 
observed [10, 14–16].

In one isolated case, granulomatous inflammation 
devoid of tumoral cells was observed following vitrec-
tomy [17].

Some reports of more anterior involvement such as 
conjunctivitis [18], corneal inflammation [19], episcleri-
tis and slceritis [20] related to HL were also previously 
made.

A serum antibody reacting to a 65 kD retinal protein 
was detected in a case of lymphoma-associated retin-
opathy [7]. This bolstered the hypothesis that a paraneo-
plastic mechanism, associated with an immunological 
cross-reaction, is more likely than intraocular prolifera-
tion of lymphomatous cells.

In the majority of cases, achieving remission of 
Hodgkin’s lymphoma led to the disappearance of ocu-
lar lesions. However, the visual prognosis varied con-
siderably, primarily depending on the extent of initial 
involvement [9]. Therefore, a regular follow-up and 
adaptation of systemic treatment of HL along with local 
ophthalmic treatment may facilitate complete regres-
sion of symptoms, better preservation of vision and 
may prevent permanent damage to the affect part of the 
eye [21]. Likewise, in our patient, collaboration with 
internal medicine and oncology teams led to a prompt 
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examination and a timely diagnosis that allowed halt-
ing of the progression of the panuveitis most probably 
being a paraneoplastic symptom of HL. While chori-
oretinal scarring was still present in our patient, her 
BCVA and symptoms such as pain were halted due to 
local and systemic anti-inflammatory treatment as well 
as general treatment of HL by chemotherapy sessions. 
A consistent ophthalmological follow-up would be of 
high importance to conclude whether regression of 
HL might cease ocular inflammation and its associated 
symptoms.

Despite our meticulous approach to this case, which 
involved thorough investigation of all notable differential 
diagnoses and close collaboration with internal medi-
cine and oncology teams, some limitations were present, 
prompting reflection. Clinically, we did not obtain objec-
tive evidence of HL in the eye through methods such 
as vitreous tap or biopsy. However, we opted for a non-
invasive approach as invasive procedures were deemed 
unnecessary from a clinical standpoint. Additionally, 
further longitudinal assessment of retinal lesions and 
continued patient follow-up are essential to observe the 
long-term effects of chemotherapy and local treatments 
on the disease. It’s essential to acknowledge that our 
observations and discussions are limited by the time-
frame after the patient’s consultation.

Conclusion
This case emphasizes the importance of a meticulous 
investigation and a multidisciplinary approach to ocular 
presentations leading to consideration of both common 
and rare entities. In our patient, panuveitis and recur-
ring scleritis led to an extensive investigation ultimately 
revealing an underlying scleronodular Hodgkin’s lym-
phoma, a rarely described cause of ocular inflammation. 
Timely collaboration with internal medicine and oncol-
ogy departments facilitated successful management and 
halted the progression of ocular inflammation, highlight-
ing the importance of considering HL as a rare systemic 
etiology capable of manifesting as an ocular inflamma-
tion at patient’s presentation.

Acknowledgements
Not applicable.

Author contributions
Conceptualization and visualization: A.Z.‑E.‑D., R.A. and G.B.; writing‑original 
drat preparation: A.Z.‑E.‑D., R.A., A.E.‑B.; writing‑review and editing: A.Z.‑E.‑D., 
R.A., D.S., S.P.; supervision: D.S. and S.P. All authors have read and agreed to the 
published version of the manuscript.

Funding
This article received no specific grant from any funding agency.

Data availability
 On request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Written informed consent was obtained from the patient’s legal guardian for 
publication of this case report and any accompanying images. A copy of the 
written consent is available for review by the Editor‑In‑Chief of this journal.

Competing interests
The authors declare no competing interests.

Received: 10 May 2024   Accepted: 3 June 2024

References
 1. PDQ Adult Treatment Editorial Board. Hodgkin Lymphoma Treatment 

 (PDQ®): Patient Version. In: PDQ Cancer Information Summaries. National 
Cancer Institute (US); 2002. http:// www. ncbi. nlm. nih. gov/ books/ NBK65 
804/. Accessed 27 Feb 2024.

 2. Piris MA, Medeiros LJ, Chang KC. Hodgkin lymphoma: a review of patho‑
logical features and recent advances in pathogenesis. Pathology (Phila). 
2020;52(1):154–65. https:// doi. org/ 10. 1016/j. pathol. 2019. 09. 005.

 3. Shanbhag S, Ambinder R. Hodgkin Lymphoma: a review and update on 
recent progress. CA Cancer J Clin. 2018;68(2):116–32. https:// doi. org/ 10. 
3322/ caac. 21438.

 4. Eichenauer DA, Aleman BMP, André M, et al. Hodgkin lymphoma: ESMO 
Clinical Practice Guidelines for diagnosis, treatment and follow‑up. Ann 
Oncol. 2018;29:iv19–29. https:// doi. org/ 10. 1093/ annonc/ mdy080.

 5. Momotow J, Borchmann S, Eichenauer DA, Engert A, Sasse S. Hodgkin 
lymphoma‑review on pathogenesis, diagnosis, current and future treat‑
ment approaches for adult patients. J Clin Med. 2021;10(5):1125. https:// 
doi. org/ 10. 3390/ jcm10 051125.

 6. Ohguro H, Yokoi Y, Ohguro I, et al. Clinical and immunologic aspects of 
cancer‑associated retinopathy. Am J Ophthalmol. 2004;137(6):1117–9. 
https:// doi. org/ 10. 1016/j. ajo. 2004. 01. 010.

 7. To KW, Thirkill CE, Jakobiec FA, Lessell S, Berson EL. Lymphoma‑associated 
retinopathy. Ophthalmology. 2002;109(11):2149–53. https:// doi. org/ 10. 
1016/ s0161‑ 6420(02) 01261‑7.

 8. Bilateral diffuse melanocytic uveal tumors associated with systemic 
malignant neoplasms. A recently recognized syndrome. https:// pubmed. 
ncbi. nlm. nih. gov/ 70659 42/. Accessed 8 May 2024.

 9. Towler H, de la Fuente M, Lightman S. Posterior uveitis in Hodgkin’s dis‑
ease. Aust N Z J Ophthalmol. 1999;27(5):326–30. https:// doi. org/ 10. 1046/j. 
1440‑ 1606. 1999. 00224.x.

 10. Ayhan Z, YıldırımKarabağ R, Alacacıoğlu İ, Kaynak S, Koçak N. Rare clinical 
sign of Hodgkin’s lymphoma: ocular involvement. Turk J Ophthalmol. 
2017;47(2):110–2. https:// doi. org/ 10. 4274/ tjo. 92609.

 11. Ohta K, Yoshida A, Sato A, Fukui E, Kikuchi T. Retinal involvement in uveitis 
associated with Hodgkin disease. Retin Cases Brief Rep. 2014;8(1):17–20. 
https:// doi. org/ 10. 1097/ ICB. 0b013 e3182 a489f1.

 12. Mateo‑Montoya A, Bonnel S, Wolff B, Héron E, Sahel JA. White dots 
in the eye fundus revealing Hodgkin’s lymphoma. Eye Lond Engl. 
2010;24(5):934–7. https:// doi. org/ 10. 1038/ eye. 2009. 188.

 13. Marchese A, Giuffrè C, Miserocchi E, Cicinelli MV, Bandello F, Modorati G. 
Severe hypotony maculopathy in anterior uveitis associated with Hodg‑
kin lymphoma. Ocul Immunol Inflamm. 2021;29(3):460–4. https:// doi. org/ 
10. 1080/ 09273 948. 2019. 16689 52.

 14. Barr CC, Joondeph HC. Retinal periphlebitis as the initial clinical finding in 
a patient with Hodgkin’s disease. Retina Phila Pa. 1983;3(4):253–7. https:// 
doi. org/ 10. 1097/ 00006 982‑ 19830 0340‑ 00003.

 15. Siatkowski RM, Lam BL, Schatz NJ, Glaser JS, Byrne SF, Hughes JR. Optic 
neuropathy in Hodgkin’s disease. Am J Ophthalmol. 1992;114(5):625–9. 
https:// doi. org/ 10. 1016/ s0002‑ 9394(14) 74495‑2.

http://www.ncbi.nlm.nih.gov/books/NBK65804/
http://www.ncbi.nlm.nih.gov/books/NBK65804/
https://doi.org/10.1016/j.pathol.2019.09.005
https://doi.org/10.3322/caac.21438
https://doi.org/10.3322/caac.21438
https://doi.org/10.1093/annonc/mdy080
https://doi.org/10.3390/jcm10051125
https://doi.org/10.3390/jcm10051125
https://doi.org/10.1016/j.ajo.2004.01.010
https://doi.org/10.1016/s0161-6420(02)01261-7
https://doi.org/10.1016/s0161-6420(02)01261-7
https://pubmed.ncbi.nlm.nih.gov/7065942/
https://pubmed.ncbi.nlm.nih.gov/7065942/
https://doi.org/10.1046/j.1440-1606.1999.00224.x
https://doi.org/10.1046/j.1440-1606.1999.00224.x
https://doi.org/10.4274/tjo.92609
https://doi.org/10.1097/ICB.0b013e3182a489f1
https://doi.org/10.1038/eye.2009.188
https://doi.org/10.1080/09273948.2019.1668952
https://doi.org/10.1080/09273948.2019.1668952
https://doi.org/10.1097/00006982-198300340-00003
https://doi.org/10.1097/00006982-198300340-00003
https://doi.org/10.1016/s0002-9394(14)74495-2


Page 6 of 6Zein‑El‑Din et al. Journal of Medical Case Reports          (2024) 18:309 

 16. Litvak J, Leder MM, Kauvar AJ. Hodgkin’s disease involving optic nerve 
and brain. J Neurosurg. 1964;21:798–801. https:// doi. org/ 10. 3171/ jns. 
1964. 21.9. 0798.

 17. Mudhar HS, Fernando M, Sheard R, Rennie I. Paraneoplastic granuloma‑
tous vitritis and retinitis as a presentation of recurrent classical Hodgkin’s 
lymphoma. Int Ophthalmol. 2010;30(4):341–3. https:// doi. org/ 10. 1007/ 
s10792‑ 009‑ 9340‑9.

 18. Barkana Y, Zadok D, Herbert M, Kornberg A, Nemet P. Granulomatous 
kerato‑conjunctivitis as a manifestation of Hodgkin lymphoma. Am J 
Ophthalmol. 2001;131(6):796–7. https:// doi. org/ 10. 1016/ s0002‑ 9394(00) 
00895‑3.

 19. Matteucci P. Corneal lesions in Hodgkin’s disease; report of a case. Am J 
Ophthalmol. 1947;30(2):136–42. https:// doi. org/ 10. 1016/ 0002‑ 9394(47) 
90521‑7.

 20. Thakker MM, Perez VL, Moulin A, Cremers SL, Foster CS. Multifocal nodular 
episcleritis and scleritis with undiagnosed Hodgkin’s lymphoma. Ophthal‑
mology. 2003;110(5):1057–60. https:// doi. org/ 10. 1016/ S0161‑ 6420(03) 
00090‑3.

 21. Valenzuela J, Echegaray JJ, Dodds E, et al. Ophthalmic manifestations 
of Hodgkin lymphoma: a review. Ocul Oncol Pathol. 2021;7(6):381–9. 
https:// doi. org/ 10. 1159/ 00051 9032.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.3171/jns.1964.21.9.0798
https://doi.org/10.3171/jns.1964.21.9.0798
https://doi.org/10.1007/s10792-009-9340-9
https://doi.org/10.1007/s10792-009-9340-9
https://doi.org/10.1016/s0002-9394(00)00895-3
https://doi.org/10.1016/s0002-9394(00)00895-3
https://doi.org/10.1016/0002-9394(47)90521-7
https://doi.org/10.1016/0002-9394(47)90521-7
https://doi.org/10.1016/S0161-6420(03)00090-3
https://doi.org/10.1016/S0161-6420(03)00090-3
https://doi.org/10.1159/000519032

	Unmasking an unusual presentation of Hodgkin’s lymphoma masquerading as ocular inflammation: a case report
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Introduction
	Case report
	Discussion
	Conclusion
	Acknowledgements
	References


