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History of present illness:  A 7-year-old male with no past medical history presented to the emergency 
department with 24 hours of right eye pain and redness. The previous day he had been smashing rocks on 
the floor and felt an object strike his eye. The following morning, he was seen by his pediatrician who referred 
him to an ophthalmologist. No same-day appointments were available, so the family sought emergency care. 
On arrival, he described right eye pain which increased with light exposure and blurry vision. 
 
Significant findings: On physical exam, his extraocular movements were intact. The right anterior chamber 
appeared cloudy, particularly nasal to the pupil. The conjunctiva of the right eye was injected. The right pupil 
was 3 mm and sluggishly reactive and appeared slightly irregular (see yellow arrow). Of note, the right eye 
also had a 1 mm hypopyon, indicating inflammation of the anterior chamber, which was visible on slit lamp 
examination (not pictured). There was no fluorescein uptake or Seidel sign. His visual acuity was 20/60 OD 
(right eye) and 20/20 OS (left eye). 
  
Computed tomography (CT) of the orbits was performed without contrast. There was a spherical high-density 
foreign body in the right posterior globe, inferiorly, at the 5 o’clock position measuring 3mm in diameter. No 
hematoma, lens dislocation, or significant decrease in volume was noted.  
 
Discussion: An open globe due to a small intraocular foreign body (IOFB) can be a challenging diagnosis. 
Findings that aided in diagnosis in this case included a slightly irregular pupil, clouding of the anterior 
chamber and a small hypopyon which may have indicated early onset of endophthalmitis. Careful history and 
physical examination, combined with CT are the ideal diagnostic modalities for patients presenting with an 
open globe secondary to an IOFB.1  
 
The physical exam typically includes fluorescein examination with a Wood’s lamp. The Seidel Test is 
performed by applying fluorescein and observing for dye streaming away from the puncture site by leaking 
aqueous humor, indicative of penetrating trauma. However, it is important to recognize that the Seidel sign 
has sensitivity of just 70%.2 Ultrasound, used with caution (large amounts of gel, minimal pressure), may be 
used to evaluate for IOFB in compliant patients, and may also identify other pathologies such as retinal 
detachment and vitreous hemorrhage.3-5 If an open globe injury is diagnosed or highly suspected, tonometry 
should be avoided to prevent further extruding ocular contents.5  

 
Open globe injuries should receive systemic intravenous antibiotics to reduce the chance of developing 
endophthalmitis.6 Retained intraocular foreign bodies are associated with endophthalmitis in 7% to 12% of 
cases.7 The association is reduced to 0.9% with 48 hours of intravenous antibiotics and prompt 
ophthalmology intervention.8 
 

In this case, intravenous cefepime and vancomycin were given in the emergency department. Ophthalmology 
was consulted and their exam noted a 3 mm laceration nasal to the pupil, intermittent Seidel sign and early 
cataract formation in the right eye. The patient then underwent emergent operative repair. 
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