
CONCLUSION

It is obvious that a diagnosis of breast cancer causes 
stress to both the patient and the family caregivers. 
Coping strategies employed could either be 
problem-focused or emotion-focused. Predominant 
coping strategies are; (a) seeking social support, (b) 
reliance on God, (c) positive suggestion/attitude or 
re-affirmation and (d) acquisition of information 
and education. The strategy employed influences 
adaptation to the diagnosis. Despite the 
demonstrated relationship between coping 
strategies and adaptation nothing is known about 
how Zambian breast cancer patients and their care 
givers cope and adapt. A study to explore the coping 
strategies used by patients with breast cancer and 
family care givers in Zambia is highly suggested. 
Further, a study on the association between coping 
strategies and adaptation is recommended. This will 
result in increased awareness about coping with 
breast cancer; consequently encourage the use of 
culturally sensitive coping strategies which will 
promote adaptive coping. 
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CASE REPORT

Orbital Foreign Body, A Case Report

Medical Journal of Zambia, Volume 37 Number 1 (2010)

ABSTRACT

Penetrating injury to the orbit is a common 
presentation to the ophthalmology outpatient 
section. An orbital foreign body may be overlooked 
because a small penetrating wound may be 
accompanied by minimal or no signs of 
inflammation early in the clinical course. A good 
history accompanied by Computer Tomography 
Scan (CT Scan) and/or Magnetic Resonance 
Imaging (MRI) plays a major role in the localization 
of such foreign bodies. We would like to report the 
case of an unusual intra-orbital foreign body. Its 
presence was not suspected on initial clinical 
examination and it was not visualized and could not 
be detected on CT Scan.

CASE REPORT

A 31-year old business man presented as a referral to 
the eye clinic from Luangwa District Hospital for a 
foreign body (FBs) on the Left Eye (LE) and with 
multiple body injuries. Some of the FBs in form of 
sticks were removed by referring officer from 
Luangwa. The patient presented in July 2009.

The patient was involved in Road Traffic Accident in 
the month of July 2009 and had History of loss of 
consciousness. He was seen at casualty by the doctor 
on call who removed a stick from the Left Eye (LE) 
and admitted the patient to the surgical ward for 
treatment for orbital cellulitis and multiple body 
injuries. He was put on Intravenous (IV) crystalline 
penicillin 2 mega units four times per day and 
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paracetamol 1gm three times per day. A week later 
the ophthalmologists were consulted as patient 
developed persistent fever. At this time the patient 
had developed headache associated with pain, 
discharge and poor vision in the left eye.

On examination patient had visual acuity (VA): - 
RE, 6/6    LE, No Perception of Light (NPL). He 

0was febrile (39.0 C) with cellulitis of the eyelids, 
reduced extraocular motility in all positions of gaze, 
but there was no bruit. The LE was proptosed, 
conjunctiva chemosed and a healed linear scar was 
noted on the left upper eyelid. The Cornea was clear 
and anterior chamber normal. The left pupil was 
dilated with sluggish reaction to light. No 
abnormality was seen on fundus examination.

At this point an impression of orbital cellulitis to 
rule out orbital tumour was maintained. CT Scan 
was requested. Treatment was modified from 
crystalline penicillin 2 mega units to intravenous 
cefotaxim 1gm three times per day. Tetracycline Eye 
Ointment was prescribed for the LE to prevent 
corneal dryness and complications of exposure 
keratopathy. 
14 days later the patient still had severe headache 
and temperature was still spiking (an average of 
39.8°C). Chloramphenical 1 gm IV QID was added. 
In the LUL it was noted that a fistula had formed 
from where pus was discharging. A pus swab for 
microbiology isolated staph. aureus sensitive to 
cefotaxim.
 
Treatment with cefotaxim was maintained, 
however, pus discharge still persisted. A decision 
was made to perform an Incision and Drainage and 
about 20 mls of pus drained.
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On the CT Scan, the radiologist report read a Tumour 
in the Left orbit irregular in shape and measuring 
4cm X 5cm and sinuses were free of tumour with no 
bone involvement. A differential diagnosis of 
pseudotumour or abscess to rule out malignancy was 
suggested. Biopsy of the mass was recommended. 

Therefore an exploratory anterior orbitotomy 
through the superior orbital fissure approach was 
performed under GA. There was foul smelling dark 
pus and deep to orbital septum was a pocket of burnt 
charcoal sticks shown below.

After the operation VA LE improved to 6/24 from 
NPL, proptosis reduced, ptosis reduced, pupil 
reaction became normal and fever was no more. 
Presently the eye is normal with VA LE 6/9 and no 
proptosis.

Critique 

§The clerking and Examination in both the 
casualty and ophthalmology unit was very 
casual and deficient. 

§CT Scan took so long to be done because the 
machine was out of order and was 
misleading because information given to 
radiologists was inaccurate. 

§There is need for timely interunit and 
interdepartmental clinical meetings to 
discuss complicated cases. 

DISCUSSION

The presence of a foreign body although recorded in 
the referral note was overlooked at the casualty and 
was not suspected initially due to inadequate history 
and paucity of clinical findings. An object that 
penetrates through the orbit may leave only a small 

1
entry wound.  These patients may have normal 
vision, a normal neurological examination and 
normal plain radiographs, despite trauma that may 

2lead to significant Complications.  

A CT Scan of the orbit performed when the fistula 
formed showed the presence and exact location of 
the foreign body although this was reported as 
tumour. This could be attributed to the misleading 
information that was given to the radiologists. 
Therefore it is important to note that it is important to 
give a detailed history to the radiologists so that as 
they are reporting they are as accurate as possible. 
The plain radiographs taken did not show any radio-
opaque foreign body. This shows that X – rays have 
no role in certain type of foreign bodies such as wood 
and plastics. Again history taking plays a key role in 
this aspect as if it is well taken one can tell what type 
of foreign body to suspect. CT Scan is the most 
recommended for most of the ocular foreign bodies 
and MRI gives a better alternative except for 
magnetic sensitive type of foreign bodies. Non-
visualization of a foreign body on US may be 
because the foreign body is isoechoic to orbital fat or 
because of other factors such as a smooth surface or a 
posterior location in the orbit.  
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The incidence of intra-orbital foreign bodies in 

orbital trauma was found to be 2.9% in a series of 
3677 patients as reported by Barkowski et al.  Intra-

orbital foreign bodies usually result from 

occupational accidents, gunshot injuries and road 

traffic accidents. Self inflicted injuries have also 
4been reported.  Most of the foreign bodies are 

metallic, wooden particles or glass pieces. 

Accurate localization of foreign bodies in the region 
5of the orbit is vital for correct management.  CT 

Scan or MRI are the investigation of choice. Both 

axial and direct coronal views are preferred with 

3mm sections proving sufficient for most orbital 
6

injuries.  In an age when plastics are used in most 

day to day objects and are largely replacing metal 

and glass, it must be remembered that plastic is not 

particularly radio-opaque and can be missed on 

plain radiographs. The superior sensitivity of CT for 

detecting small variations in X-ray absorption 

allows easy and accurate detection of such foreign 

bodies.
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