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Abstract. Ocular toxicity is an uncommon complication of 
cytotoxic chemotherapy. Bilateral blindness with secondary 
retinitis pigmentosa (RP) following docetaxel and platinum 
combination chemotherapy at the recommended dose is 
extremely rare. The present study reports a case of advanced 
small‑cell carcinoma (SCC) of the endometrium in a patient 
with diabetes mellitus type 2. The patient suffered from RP 
with a sharp decline in vision after the fourth course of post-
operative docetaxel and platinum combination chemotherapy. 
Unfortunately, the patient developed bilateral blindness after 
another course of chemotherapy at a reduced dose. No tumor 
recurrence was observed during the 33 months of follow‑up. A 
total of 35 cases of docetaxel‑ and/or platinum‑induced retinal 
toxicity were found in the English literature and reviewed. The 
ischemic and electrophysiological hypotheses may have been 
implicated in the pathogenesis of ocular toxicity in the present 
case, particularly with the history of diabetes. Understanding 
the ocular side effects of this combination chemotherapy may 
assist gynecological oncologists and ophthalmologists with 
early recognition and timely intervention before blindness is 
established.

Introduction

Ocular toxicity induced by cancer chemotherapy includes 
a broad spectrum of disorders, such as cortical blindness, 
blurred vision and maculopathy, reflecting the unique anatom-
ical, physiological and biochemical characteristics of the eye. 
The ocular side effects may be grouped into adnexal, anterior 
segment, posterior segment and neuro‑ophthalmic. Posterior 
segment lesions are important due to the marked visual loss 
that may occur (1). Visual loss secondary to secondary retinitis 
pigmentosa (RP) is an uncommon complication of cytotoxic 
chemotherapy. Docetaxel and platinum have been frequently 
used in combination to treat various solid tumors, and are rela-
tively rarely associated with severe side effects (2). Although 
secondary RP with bilateral blindness following docetaxel 
and platinum combination chemotherapy is extremely rare, 
this complication warrants attention due to its devastating 
impact on the quality of life of patients who receive various 
anticancer therapies. We herein report a case of a patient with 
small‑cell carcinoma (SCC) of the endometrium who suffered 
from bilateral blindness during postoperative chemotherapy 
at the recommended dose, and review docetaxel‑ and/or 
platinum‑induced retinal toxicity in terms of clinical manifes-
tations, diagnostic and preventive strategies, with the aim of 
improving patient safety during anticancer therapy.

Case report

On 13th October 2013, a 48‑year‑old Chinese woman was 
admitted to the Department of Obstetrics and Gynecology of 
the First Affiliated Hospital of Jinan University (Guangzhou, 
China) complaining of irregular vaginal bleeding for 1 month. 
Magnetic resonance imaging (MRI) revealed a 5.0‑cm mass in 
the endometrial cavity and cervical stromal invasion. Dilation 
and curettage and histological examination revealed SCC of 
the endometrium involving the cervix. Immunohistochemical 
examination showed positive staining for synaptophysin, chro-
mogranin A and neuron‑specific enolase in the tumor cells. 
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The patient also had a 1‑year history of diabetes mellitus type 
2, treated with 50 mg acarbose per day. The blood pressure 
and blood sugar levels were normal, there were no visual 
abnormalities, and other systemic investigations were also 
negative. After systemic metastasis of SCC was excluded, 
the patient underwent open extensive hysterectomy, bilateral 
salpingo‑oophorectomy and pelvic lymph node dissection. 
Pathological evaluation revealed that ~90% of the tumor in the 
corpus uteri was SCC with myometrial invasion and cervical 
involvement, and 10% was endometrioid adenocarcinoma 
(Fig. 1). Metastatic SCC was also observed in the left external 

iliac and obturator lymph nodes. The patient was diagnosed 
with SCC of the endometrium, International Federation of 
Gynecology and Obstetrics stage IIIC1 (3). Docetaxel and 
platinum combination adjuvant chemotherapy was admin-
istered after the operation. After the first four courses of 
chemotherapy with docetaxel 120 mg (70 mg/m2) and cisplatin 
90 mg (50 mg/m2) at 3‑week intervals, the patient complained 
of visual impairment, particularly farsightedness. The visual 
acuities were 0.3 on the right and 0.5 on the left side, and MRI 
revealed no intracranial space‑occupying lesion. Following 
exclusion of ophthalmological contraindications, the fifth 

Figure 1. Morphological changes of small‑cell carcinoma (SCC) of the endometrium. (A) Sagittal enhanced magnetic resonance imaging showing the endo-
metrial lesion. (B) Macroscopic specimen after the operation showing the tumor of the endometrium. (C) Hematoxylin and eosin staining showing SCC of the 
endometrium (magnification, x200). (D) Positive immunohistochemical staining for synaptophysin (magnification, x200).

Figure 2. Imaging of the eye in a patient with bilateral blindness. (A) No metastatic lesions were found in the bilateral orbital and optic nerves on axial 
T2‑weighted magnetic resonance imaging. (B) Fundus fluorescence angiography showing depigmentation with macular dark areas. (C) Fundus photograph 
showing secondary retinal pigment degeneration. (D) Optical coherence tomography showing thinning of the macular retina.



MOLECULAR AND CLINICAL ONCOLOGY  6:  477-482,  2017 479

Ta
bl

e 
I. 

Su
m

m
ar

iz
ed

 re
po

rte
d 

ca
se

s o
f d

oc
et

ax
el

‑ a
nd

/o
r p

la
tin

um
‑in

du
ce

d 
re

tin
al

 to
xi

ci
ty

.

	
A

ge
, 	

N
o.

 o
f				





O

ph
th

al
m

ic
	

O
cc

ur
re

nc
e 

af
te

r		


A
ut

ho
r(

s)
	

ye
ar

s	
ca

se
s	

To
xi

ci
ty

	
D

ru
g	

D
ia

gn
os

is
	

ev
al

ua
tio

n	
ch

em
ot

he
ra

py
	

Fo
llo

w
‑u

p	
(R

ef
s.)

B
er

m
an

 a
nd

	
30

	
1	

C
or

tic
al

	
C

is
pl

at
in

, v
in

bl
as

tin
e	

Em
br

yo
ni

c	
Th

e 
pa

tie
nt

	
1 

cy
cl

e	
R

ev
er

si
bl

e	
(4

)
M

an
n			




bl
in

dn
es

s	
an

d 
bl

eo
m

yc
in

	
ce

ll 
ca

rc
in

om
a	

co
ul

d 
no

t p
er

ce
iv

e			



					







of
 th

e 
te

st
ic

le
	

lig
ht

; a
n 

op
to

ki
ne

tic
			




						








ex
am

in
at

io
n 

w
as

 p
os

iti
ve

			



						








fo

r b
lin

dn
es

s			



W

ild
in

g 
et

 a
l	

N
D

	
11

	
B

lu
rr

ed
 v

is
io

n 
(n

=8
)/	

C
is

pl
at

in
 (h

ig
h‑

do
se

 	
O

va
ria

n	
R

et
in

al
 to

xi
ci

ty
 in

 	
2‑

4 
cy

cl
es

	
R

ev
er

si
bl

e	
(5

)
			




al
te

re
d 

co
lo

r	
ci

sp
la

tin
 (2

00
 m

g/
m

2 	
ca

rc
in

om
a	

th
e 

fo
rm

 o
f c

on
e			




			



pe

rc
ep

tio
n 

(n
=3

)	
in

 fi
ve

 d
iv

id
ed

 d
ai

ly
 d

os
es

)		


dy
sf

un
ct

io
n 

w
as

			



						








do

cu
m

en
te

d 
by

 E
R

G
			




						








an
d 

co
lo

r v
is

io
n 

te
st

in
g			




K
up

er
sm

ith
 e

t a
l	

N
D

	
3	

M
ac

ul
op

at
hy

	
C

is
pl

at
in

	
M

al
ig

na
nt

	
Lo

ca
liz

ed
 re

tin
al

	
N

D
	

N
D

	
(6

)
			




(s
ev

er
e 

m
ac

ul
ar

 re
tin

al
	

(in
tra

‑a
rte

ria
lly

	
gl

io
m

as
	

pi
gm

en
t d

is
tu

rb
an

ce
			




			



pi

gm
en

t a
bn

or
m

al
ity

)	
ad

m
in

is
te

re
d)

, c
ar

m
us

tin
e		


in

 th
e 

m
ac

ul
a			




K
ha

w
ly

 e
t a

l	
N

D
	

8	
C

ot
to

n‑
w

oo
l s

po
ts

, 	
C

is
pl

at
in

, 	
B

re
as

t c
an

ce
r	

N
D

	
1‑

5 
m

on
th

s	
R

ev
er

si
bl

e	
(7

)
			




in
tra

re
tin

al
 h

em
or

rh
ag

es
	

cy
cl

op
ho

sp
ha

m
id

e,
 					







			



an

d 
m

ac
ul

ar
 e

xu
da

te
	

ca
rm

us
tin

e 
an

d					






				





au

to
lo

go
us

 b
on

e					






				





m

ar
ro

w
 tr

an
sp

la
nt

at
io

n					






H

ill
ia

rd
 e

t a
l	

N
D

	
2	

Sy
m

pt
om

at
ic

 re
tin

op
at

hy
	

C
is

pl
at

in
, e

to
po

si
de

	
N

D
	

R
et

in
al

 to
xi

ci
ty

	
N

D
	

Ir
re

ve
rs

ib
le

	
(8

)
		


(p

ed
ia

tri
c	

w
ith

 a
bn

or
m

al
 E

R
G

	
(b

ot
h 

pa
tie

nt
s h

ad
		


do

cu
m

en
te

d 
by

 V
ER

			



		


pa

tie
nt

s)
	

an
d 

V
ER

	
ab

no
rm

al
 re

na
l f

un
ct

io
n)

		


an
d 

ER
G

			



Ta

n 
an

d 
W

al
sh

	
65

/4
5	

2	
B

lu
rr

ed
 v

is
io

n 
w

ith
	

C
is

pl
at

in
, p

ac
lit

ax
el

 	
Lu

ng
 c

an
ce

r	
N

D
	

2 
cy

cl
es

/1
 c

yc
le

	
R

ev
er

si
bl

e	
(9

)
			




fla
sh

in
g 

lig
ht

s;
 						








			




ph
ot

op
si

a						








W
an

g 
et

 a
l	

47
	

1	
B

ila
te

ra
l b

lin
dn

es
s	

C
is

pl
at

in
, c

ar
m

us
tin

e	
B

re
as

t c
an

ce
r	

H
is

to
pa

th
ol

og
ic

al
	

1 
cy

cl
e	

Ir
re

ve
rs

ib
le

	
(1

0)
						








ex

am
in

at
io

n 
of

 th
e			




						








ey
e 

an
d 

op
tic

 n
er

ve
s			




						








at
 a

ut
op

sy
 re

ve
al

ed
			




						








ne
rv

e 
fib

er
 la

ye
r			




						








in
fa

rc
tio

n 
se

co
nd

ar
y 

to
			




						








rig
ht

 in
fe

rio
r t

em
po

ra
l			




						








re
tin

al
 a

rte
ry

 th
ro

m
bo

si
s			




G
on

za
le

z 
et

 a
l	

N
D

	
1	

A
cu

te
 b

lin
dn

es
s	

C
is

pl
at

in
	

Lu
ng

 c
an

ce
r	

N
D

	
Im

m
ed

ia
te

ly
	

Ir
re

ve
rs

ib
le

	
(1

1)
			




in
 th

e 
le

ft 
ey

e				





af
te

r t
re

at
m

en
t		





TANG et al:  BILATERAL BLINDNESS WITH SECONDARY RP FOLLOWING POSTOPERATIVE DC CHEMOTHERAPY480

Ta
bl

e 
I. 

C
on

tin
ue

d.

	
A

ge
, 	

N
o.

 o
f				





O

ph
th

al
m

ic
	

O
cc

ur
re

nc
e 

af
te

r		


A
ut

ho
r(

s)
	

ye
ar

s	
ca

se
s	

To
xi

ci
ty

	
D

ru
g	

D
ia

gn
os

is
	

ev
al

ua
tio

n	
ch

em
ot

he
ra

py
	

Fo
llo

w
‑u

p	
(R

ef
s.)

W
at

an
ab

e 
et

 a
l	

58
	

1	
V

is
ua

l d
is

tu
rb

an
ce

, 	
C

ar
bo

pl
at

in
	

G
lio

bl
as

to
m

a	
D

iff
us

e 
ch

or
io

re
tin

al
 	

30
 h

	
Ir

re
ve

rs
ib

le
	

(1
2)

			



vi

si
on

 lo
ss

 in
	

(in
tra

ca
ro

tid
 in

je
ct

io
n)

		


at
ro

ph
y 

w
ith

			



			




le
ft 

ey
e			




op
tic

 a
tro

ph
y			




K
at

z 
et

 a
l	

55
	

1	
B

ila
te

ra
l v

is
ua

l	
Fo

ur
 ti

m
es

 th
e	

N
on

‑H
od

gk
in

	
V

is
ua

l fi
el

ds
	

Im
m

ed
ia

te
ly

	
Ir

re
ve

rs
ib

le
	

(1
3)

			



lo

ss
	

in
te

nd
ed

 d
os

e 
of

	
ly

m
ph

om
a	

sh
ow

ed
 c

en
tra

l	
af

te
r t

re
at

m
en

t		


				





in
tra

ve
no

us
 c

is
pl

at
in

		


sc
ot

om
as

 b
ila

te
ra

lly
; 			




						








an
 E

R
G

 sh
ow

ed
 m

ar
ke

dl
y			




						








re
du

ce
d 

a‑
w

av
e 

am
pl

itu
de

s			



						








an

d 
ab

se
nt

 b
‑w

av
es

			



K

w
an

 e
t a

l	
31

	
1	

V
is

io
n 

lo
ss

	
C

is
pl

at
in

, b
le

om
yc

in
, 	

N
on

‑s
em

in
om

at
ou

s	
Fl

uo
re

sc
ei

n 
an

gi
og

ra
ph

y	
10

 w
ee

ks
	

Ir
re

ve
rs

ib
le

	
(1

4)
			




in
 le

ft 
ey

e	
et

op
os

id
e	

ge
rm

 c
el

l	
re

ve
al

ed
 b

ila
te

ra
l			




					






te

st
ic

ul
ar

 tu
m

or
	

re
tin

al
 is

ch
em

ia
			




						








an
d 

le
ft 

re
tin

al
			




						








ne
ov

as
cu

la
riz

at
io

n			



Li

 e
t a

l	
56

	
1	

B
ila

te
ra

l b
lin

dn
es

s	
C

is
pl

at
in

, p
ac

lit
ax

el
	

N
as

op
ha

ry
ng

ea
l	

A
bn

or
m

al
	

10
 d

ay
s	

Ir
re

ve
rs

ib
le

	
(2

)
					







ca
nc

er
	

vi
su

al
‑e

vo
ke

d			



						








po

te
nt

ia
ls

 a
nd

			



						








tra

ns
ie

nt
, fl

as
h 

ER
G

s			



K

or
d 

Va
le

sh
ab

ad
	

78
	

1	
 B

lu
rr

ed
 v

is
io

n 
	

G
em

ci
ta

bi
ne

, d
oc

et
ax

el
	

Sa
rc

om
a	

U
ve

al
 e

ffu
si

on
	

2 
cy

cl
es

	
R

ev
er

si
bl

e	
(1

5)
et

 a
l						








an

d 
ou

te
r r

et
in

al
			




						








di
sr

up
tio

n			



Ta

ng
 e

t a
l	

48
	

1	
B

ila
te

ra
l b

lin
dn

es
s	

Pl
at

in
um

, d
oc

et
ax

el
 	

Sm
al

l‑c
el

l	
R

et
in

al
 c

ur
re

nt
 m

ap
	

4 
cy

cl
es

	
Ir

re
ve

rs
ib

le
	

Pr
es

en
t

					






ca

rc
in

om
a 

of
 th

e	
ex

am
in

at
io

n 
sh

ow
ed

			



st

ud
y

					






en

do
m

et
riu

m
	

th
e 

bi
no

cu
la

r d
ar

k			



						








op

tic
 ro

d 
b‑

w
av

e			



						








re

sp
on

se
 a

nd
 d

ar
k			




						








op
tic

 m
ix

ed
 re

ac
tio

n			



						








b‑

w
av

es
; s

ec
on

da
ry

			



						








re

tin
iti

s p
ig

m
en

to
sa

			



						








w

as
 d

ia
gn

os
ed

			




O
C

T,
 o

pt
ic

al
 c

oh
er

en
ce

 to
m

og
ra

ph
y;

 N
D

, n
o 

da
ta

;V
ER

,v
is

ua
l e

vo
ke

d 
re

sp
on

se
; E

R
G

, e
le

ct
ro

re
tin

og
ra

m
.



MOLECULAR AND CLINICAL ONCOLOGY  6:  477-482,  2017 481

course of chemotherapy consisted of docetaxel 120  mg 
(70 mg/m2) and reduced lobaplatin 45 mg (25 mg/m2) was 
administered. After 2 weeks, the patient was admitted to the 
hospital for worsening vision with light perception. Fundus 
fluorescence angiography revealed early‑stage diffuse depig-
mentation of the retinal pigment epithelium and a window 
defect (hyperfluorescence) involving the macular area in 
both eyes. Electroretinography revealed loss of function of 
rod and cone cells bilaterally. Optical coherence tomography 
showed thinning of the macular retina (Fig. 2). Retinal current 
map examination showed that the binocular dark optic rod 
b‑wave response and dark optic mixed reaction b‑waves 
were not recorded, and absence of photopic a‑ and b‑wave 
cone response. Fundus angiography showed secondary RP. 
Treatments aimed at improving fundus microcirculation were 
performed, including administration of enteric‑coated aspirin 
and tanshinone. Unfortunately, the visual acuity of the patient 
did not improve following cessation of chemotherapy. There 
was no tumor recurrence during the 33‑month follow‑up, but 
the patient developed bilateral blindness.

The patient provided written informed consent to the 
publication of this case report and associated images.

Discussion

Although postoperative adjuvant chemotherapy with docetaxel 
and platinum is an increasingly used regimen for advanced/
metastatic or recurrent endometrial cancer with lower toxicity 
and good tolerability (3), some of these toxicities are irrevers-
ible and may adversely affect the patient's quality of life, 
or even cause a permanent disability (2). To the best of our 
knowledge, RP with bilateral blindness following docetaxel 
and platinum combination chemotherapy has not yet been 
reported in the English literature.

Of note, paraneoplastic retinopathy‑related bilateral blind-
ness from SCC of the endometrium should be excluded. The 
initial symptoms of paraneoplastic retinopathy‑related bilateral 
blindness were decreased visual acuity and narrowing of the 
visual field, or blindness on exposure to bright light and total 
achromatopsia. In the present case, the patient first presented 
with visual disturbances >2 months after the diagnosis of 
SCC of the endometrium. Visual disturbances associated with 
malignant neoplasms are more often caused by metastasis to 
the brain, meninges, optic nerve, orbit, choroid, or retina. MRI 
revealed no intracranial space‑occupying lesion and metastatic 
brain tumor from SCC of the endometrium was also excluded.

A total of 35  cases involving docetaxel‑ and/or plat-
inum‑related retinal toxicity have been reported and are 
summarized in Table  I. The mean age of the patients was 
51.3 years. Vision loss developed immediately after treatment 
in 2 cases, whereas in the remaining cases it developed after 
10 days to 4 cycles of chemotherapy. A total of 7 cases suffered 
from bilateral blindness or hemianopia. A total of 24 cases 
were reversible and 8 cases were irreversible at follow‑up. 
Retinal toxicity was more severe in 4 patients who received 
intra‑arterially administered cisplatin chemotherapy for brain 
malignancy.

Retinal toxicity includes maculopathy in the form of 
pigmentary changes attributable to localized retinal pigment 
disturbance, altered color perception attributable to cone 

dysfunction, and mild retinal ischemic changes, such as 
cotton‑wool spots and intraretinal hemorrhages in the poste-
rior pole (14).

The mechanism underlying ocular neurotoxicity remains 
unknown and the ischemic and electrophysiological hypoth-
eses may be involved in the pathogenesis of ocular toxicity. 
Cisplatin‑associated neurotoxicity is dose‑dependent. Severe 
neurotoxicity is extremely uncommon at a cumulative dose 
<400 mg/m2, but the incidence increases at a cumulative dose of 
600‑800 mg/m2 (2).Occlusion of a retinal artery branch, severe 
macular ischemia or retinal neovascularization are associated 
with high‑dose platinum. Cisplatin increases human platelet 
reactivity (onset of platelet aggregation wave and thromboxane 
production) to non‑aggregating concentrations of the agonists 
involving arachidonic acid metabolism (16). In addition, a 
study on autopsy specimens also identified focal small‑vessel 
thrombosis and vessel occlusion as the cause of blindness in 
a patient on high‑dose carmustine and cisplatin therapy (10).

The visual symptoms and electrophysiological changes 
following intravenous paclitaxel administration were likely 
caused by retinal vascular dysregulation or optic nerve isch-
emia (17). As the cystoid macular edema occurred following 
treatment with paclitaxel, one possible theory is that Müller 
cell toxicity results from intracellular fluid accumulation 
and subclinical extracellular fluid leakage. Reversible uveal 
effusion and outer retinal disruption were reported following 
gemcitabine and docetaxel chemotherapy (15).

Bakbak et al (18) reported that systemic administration 
of cisplatin and paclitaxel affected the peripapillary retinal 
nerve fibre layer thickness and visual field index, as revealed 
by frequency‑doubling technology (FDT) perimetry. Optical 
coherence tomography and FDT perimetry may be adjunctive 
tools for the screening of ocular toxicity in patients treated 
with these agents.

It has been reported that children and those patients with 
renal dysfunc‑tion or diabetes mellitus appear to be the highest 
risk groups for cisplatin‑related neurotoxicity (19,20). Patients 
with diabetic complications may opt to avoid paclitaxel plus 
platinum combination therapies if there are alternative effec-
tive treatment options available (20). Unfortunately, our patient 
suffered from diabetes and developed an apparent acceler-
ated decline in visual function during conventional adjuvant 
chemotherapy; an alternative regimen of adjuvant radiotherapy 
was not applied.

Due to its rarity, retinal toxicity may be underes‑timated or 
considered as a minor complication when compared with other 
life‑threatening complications. Understanding the ocular side 
effects of chemotherapy may assist ophthalmologists and 
oncologists with early identification and timely intervention, 
before blindness becomes established.
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