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Update: Juxtapapillary choroidal 
excavation with polypoidal choroidal 
vasculopathy - An unusual association

Sir,
This	 is	 in	 reference	 to	 the	 article,	 “Juxtapillary	 choroidal	
excavation	with	polypoidal	choroidal	vasculopathy:	An	unusual	
association”	by	Chowdhury	et al.[1] As an update, we would like to 
further	add	that	this	case	was	presented	at	“RISHI	symposium,”	a	
pre‑conference	imaging	symposium	clubbed	with	annual	meeting	
of	Vitreo‑retinal	Society	of	India	(VRSI),	held	on	November	29,	
2018	at	Jaipur	and	discussed	by	Dr	Bailey	Freund	(Vitreous	Retina	
Macula	Consultants	of	New	York,	NY,	USA)	with	inputs	from	
Dr	Jose	Pulido	(Mayo	Clinic,	Rochester,	MN,	USA).

The	discussants	presented	an	alternative	scenario	that	could	
result	 in	 the	 clinical	 situation	described.	They	 argued	 that	
choroidal	osteoma	is	known	to	typically	present	as	a	unilateral	
tumor	affecting	young	adult	female	subjects	in	the	peripapillary	
location.[2]	 It	 is	 also	known	 that	 choroidal	osteoma	may	be	
complicated	by	choroidal	neovascularization	(CNV),	and	the	
latter	may	be	 related	 to	 tumor	decalcification.[3] Progressive 
decalcification	of	 choroidal	 osteoma	might	play	a	 common	
pathogenetic	role	for	development	of	CNV	and	focal	choroidal	
excavation	(FCE)	in	these	patients.[4]

Both	the	patient	profile	and	the	association	of	“choroidal	
excavation”	with	“choroidal	aneurysmal	dilation”	as	noted	in	
our	reported	case	are	compatible	with	the	hypothesis	discussed	
above	and	add	to	the	differential	diagnosis	in	such	cases.
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A challenging case of a large 
orbitocranial wooden foreign body in 
a child 

Sir,
We	read	the	aforementioned	article[1] with keen interest, and 
congratulate	the	authors	on	successful	management	of	a	case	of	
a	large	intraorbital	foreign	body	perforating	the	nasal	septum	
in	a	 child.	We	would	 like	 to	bring	 to	 light	a	 similar	 case	of	
management	of	a	missed	orbitocranial	foreign	body	in	a	child.

A	7‑year‑old	boy	presented	with	alleged	history	of	trauma	to	
the	right	eye	with	a	wooden	piece	when	he	fell	from	a	motorbike	
into	the	bushes	at	low	velocity	a	week	ago.	He	complained	of	
sudden	loss	of	vision	and	pain	in	his	right	eye	since	the	injury	
but	did	not	experience	loss	of	consciousness,	vomiting,	or	any	
ENT	bleeding.	He	did	not	report	any	direct	head	injury	either.

On	 examination,	 his	 GCS	 was	 normal	 and	 he	 was	
afebrile	with	 no	motor	 or	 sensory	 neurodeficit.	 Vision	
in	 his	 right	 eye	was	 no	 perception	 of	 light	 (No	 PL)	 and	
demonstrated	 signs	 of	 orbital	 apex	 syndrome	with	 total	
ophthalmoplegia,	fixed	dilated	pupil,	proptosis	(25	mm	with	
Hertel’s	 exophthalmometer),	 periorbital	 edema,	 chemosis,	
and	exposure	keratitis.	A	puncture	wound	was	present	on	the	
upper	eyelid,	just	above	the	medial	canthus	[Fig.	1d].	Left	eye	
was	normal	with	6/6	vision.

An	immediate	CT	scan	of	the	brain	and	orbit	was	ordered	
which	revealed	a	well‑defined	low	density	foreign	body	in	the	
right	orbit	in	the	superomedial	aspect	passing	through	superior	
orbital	fissure,	extending	posteriorly	up	to	the	petrous	apex	
abutting	the	superomedial	globe,	medial	rectus	and	superior	
oblique	muscles	with	mild	compression	of	the	optic	nerve	at	the	
apex	[Fig.	1a	and	b].	Findings	were	suggestive	of	orbitocranial	
wooden	foreign	body.
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Patient	was	taken	up	for	right	eye	foreign	body	removal	
under	nil	visual	prognosis	with	neurosurgeon’s	assistance	
under	general	anesthesia.	On	exploring	the	puncture	wound	
on	the	medial	aspect	of	the	right	upper	lid,	we	identified	
one	 end	 of	 a	wooden	 twig	 and	 tried	 to	 extricate	 it	with	
a	 forceps,	 however	 it	was	 impacted	 in	 superior	 orbital	
fissure	and	could	not	be	removed	at	this	stage.	On	deeper	
wound exploration, we identified a greater stump of the 
foreign	body	and	were	able	 to	grasp	 it	better	and	 finally	
removed	it	as	a	whole.	The	wound	area	was	irrigated	with	
povidone	iodine	and	sutured	with	7‑0	polyglactin	(Vicryl)	
in	layers	[Fig.	1e].

The	foreign	body	was	a	thick	wooden	piece	measuring	
9	cm	in	length	and	1	cm	in	width	[Fig.	1f].	Postoperatively	
patient	was	treated	with	systemic	antibiotics,	oral	steroids,	
and	 local	 antibiotic,	 lubricating	 eye	 drops,	 and	 topical	
cycloplegic.	 On	 the	 third	 postoperative	 day	we	 did	 CT	
angiography	 of	 brain	 that	 revealed	 narrowing	 of	 the	
cavernous	 segment	 of	 right	 internal	 carotid	 artery	 and	
right	ophthalmic	artery	[Fig.	1c].	The	proptosis,	chemosis,	
and	 periorbital	 edema	 reduced	 over	 1‑month	 period.	At	
1	month,	 vision	was	 still	No	PL	 and	 fundus	 examination	
revealed	right	eye	optic	disc	pallor	secondary	to	traumatic	
optic	 neuropathy.	We	 report	 successful	management	of	 an	
extremely	large	orbitocranial	foreign	body.

Transorbital	 intracranial	 penetrating	 injuries	 due	 to	
wooden	foreign	bodies	are	so	rare,	that	a	PubMed	search[2,3]
reveals	only	10	such	cases,	though	metallic	and	other	foreign	
bodies	have	been	reported	more	frequently.[4,5] Lee reported a 
similar	case	with	a	wooden	twig	measuring	7.5	cm	in	length	
that	traversed	through	the	superior	orbital	fissure	and	caused	
injury	to	the	temporal	lobe.[6] Similarly, Mutlukan reported a 
case	of	brain	abscess	due	to	a	missed	wooden	orbitocranial	
foreign	body.[7]

There	is	no	single	confirmative	method	for	the	diagnosis	of	
wooden	foreign	body.	Hence	clinical	suspicion,	history	taking,	
and	complete	physical	examination	is	essential.

There	should	be	suspicion	about	a	wooden	foreign	body	in	
a	child	with	an	accident	in	the	countryside	fields	as	he/she	will	
not	give	a	detailed	history.	Also	in	this	case	entry	wound	had	
self‑sealed	and	was	camouflaged	by	the	brow	so	a	high	index	
of	suspicion	and	necessary	orbital	imaging	with	ultrasound	and	
CT	SCAN	should	be	performed,	avoid	MRI	if	metallic	foreign	
body	is	suspected.	In	this	case,	the	stick	was	extending	into	
the	cranium	hence	 it	 is	necessary	to	plan	 in	a	neurosurgery	
operating	theater	along	with	neurosurgeon	whether	a	cranial	
approach	 along	with	 orbital	 is	 needed	 for	 retrieving	 the	
distal	fragments	of	the	stick.	The	removal	of	stick	which	was	
degenerating	was	done	gingerly	to	avoid	fragmented	pieces	
and	was	removed	in 	toto.	Postoperative	antifungal	systemically	
was	given	as	it	was	a	vegetative	foreign	body.	Signs	of	orbital	
apex	syndrome	with	no	light	perception	in	a	case	of	orbital	
trauma	should	raise	suspicion	of	an	intraorbital	foreign	body	
and	orbital	imaging	should	be	performed.

To	the	best	of	our	knowledge,	our	case	represents	the	largest	
wooden	orbitocranial	 foreign	body	 till	date.	Though	visual	
loss	was	 irreversible,	we	were	 able	 to	prevent	 catastrophic	
intracranial	complications.

In	 conclusion,	 orbitocranial	 foreign	 bodies	 should	 be	
suspected	in	all	cases	of	orbital	trauma,	orbital	imaging	should	
be	performed	and	surgical	removal	should	be	attempted	at	the	
earliest.	Visual	prognosis	is	usually	poor	but	survival	can	be	
achieved	if	intervened	early.
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Figure 1: (a) CT scan, axial view showing the hypodense wooden foreign body (blue arrow). (b) CT scan, sagittal view showing the hypodense 
wooden foreign body (blue arrow). (c) CT angiography showing narrowing of cavernous part of right internal carotid artery. (d) Preoperative image, 
right eye. (e) Postoperative image, right eye. (f) Showing 9 × 1 cm wooden foreign body after surgical removal
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