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DESCRIPTION
A 21- year- old man presented to the ophthalmology 
casualty with sudden diminution of vision in the 
right eye for the past 7 days (figure 1). He gave a 
history of being shot by an airgun following which 
a pellet had entered his right eye.

On general examination, he was alert, conscious 
with stable vitals. On ocular examination, his best 
corrected visual acuity (BCVA) in the right eye was 
finger counting close to face and 6/6 in the left 
eye with accurate projection of rays in both eyes. 
However, there was a relative afferent pupillary 
defect in the right side. Intraocular pressure was 
15 mm Hg in the right eye and 17 mm Hg in the 
left eye. There was an ecchymosis over the lower 
lid skin on the right side. On slit lamp examina-
tion, in the right eye there was a localised temporal 
conjunctival congestion, rest of the anterior and 
posterior segments were within normal limits in 
both eyes. There was no ocular movement limita-
tion or obvious globe displacement. X- ray of the 
orbit and the paranasal sinuses (anteroposterior and 
lateral views) revealed the presence of radiopaque 
multiple foreign bodies in the posterior aspect of 

the right orbit near the apex (figure 2). A CT scan 
revealed features of multiple metallic foreign bodies 
near the apex without any obvious evidence of 
orbital wall fracture (figure 3).

The patient was diagnosed to have right eye 
retained intraorbital foreign bodies with trau-
matic optic neuropathy. The location as well as the 
number of foreign bodies made it difficult to plan 
for removal without damaging the optic nerve. On 
explaining the situation to the patient, he refused 
to undergo any form of surgery. He was treated 
conservatively with oral steroids (tablet predniso-
lone 1 mg/kg, tapered gradually), the foreign bodies 
were left untouched. After 3 weeks, his BCVA in 
the right eye improved to 6/9. However, he had 
reduced contrast sensitivity, reduced visual field on 
automated perimetry and partial red- green defi-
ciency in his right eye. The patient has been on 
regular follow- up ever since and there has been no 
change is his visual fields or contrast sensitivity at 
6- month follow- up (figure 4).

Intraorbital foreign bodies are uncommon and 
foreign bodies in the orbital apex are rarer. Foreign 
bodies located at the apex are associated with signif-
icant ocular and orbital morbidity, especially if the Figure 1 Clinical picture of the patient at presentation 

showing temporal subconjunctival haemorrhage in the 
right eye and ecchymosis of the lower eyelid.

Figure 2 X- ray orbit showing fragmented multiple 
radio opaque foreign bodies at the orbital apex.

Figure 3 CT scan showing fragmented metallic 
hyperdense foreign bodies near the apex.

Figure 4 Clinical picture of the patient at 6- month 
follow- up.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://casereports.bm

j.com
/

B
M

J C
ase R

ep: first published as 10.1136/bcr-2020-237280 on 23 July 2020. D
ow

nloaded from
 

http://casereports.bmj.com/
http://orcid.org/0000-0002-4446-0274
http://orcid.org/0000-0001-6667-249X
http://crossmark.crossref.org/dialog/?doi=10.1136/bcr-2020-237280&domain=pdf&date_stamp=2020-07-23
http://casereports.bmj.com/


2 Das D, et al. BMJ Case Rep 2020;13:e237280. doi:10.1136/bcr-2020-237280

Images in…

foreign body is a metallic projectile.1 2 Few cases may be asymp-
tomatic initially and present after several months.3 Management 
of intraorbital metallic foreign body depends mainly on its size, 
location and composition.1 4 Certain metallic foreign bodies, 
particularly iron, copper and lead, can cause specific complica-
tions such as retinopathy, siderosis, chalcosis or systemic toxicity.4 
Organic foreign bodies can cause severe inflammation and have 
an increased potential of subsequent infection compared with 
inorganic materials and warrants immediate surgical removal.5 
Inorganic non- metallic foreign bodies are most commonly inert. 
Surgical removal of foreign bodies can be done via multiple 
approaches. There are few reports where foreign bodies have 
been successfully removed from the orbital apex using a lateral 
orbitotomy, endoscopic approach or a transnasal approach.6–8 
However these surgeries carry a lot of risks that include failure 
to locate the foreign body, fragmentation at the time of removal 
causing collateral damage and inadvertent injury to orbital struc-
tures including the optic nerve and extraocular muscles. Keeping 
these factors in mind many authors advocate ‘watchful waiting’ 

as an option for inert foreign bodies not causing significant 
symptoms, which was also done in our case.3

To our knowledge, fragmented foreign bodies located at the 
apex have never been reported before. The location and the 
fragmented state of the foreign body made it an impossible task 
to operate without causing damage to the optic nerve and other 
vital structures at the apex. In our case, the foreign body was 
inert; therefore, conservative approach was a good option and 
the patient had a satisfactory outcome.
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Patient’s perspective

After the injury, I almost lost my vision. I did not want to lose 
all of it so I chose not to get operated. I feel blessed that I have 
regained my vision.

Learning points

 ► Orbital foreign bodies sitting at the apex may not be always 
associated with significant deprivation of visual acuity; 
however, there is always a possibility of developing optic 
neuropathy.

 ► All intraorbital foreign bodies may not require removal. The 
number of foreign bodies, their composition, nature and 
location are being considered.
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