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Correspondence
Wooden orbital foreign body
SIR, My communication is regarding an article by Mr
John A. Macrae entitled Diagnosis and management of
a wooden orbital foreign body: case report.1 If this case
report history is presented in a chronological order,
fundus examination with binocular indirect ophthal-
moscopy was performed 3j weeks after the initial injury
and only afterCAT scan and orbital ultrasonography were
done. It appears from the drawing in Fig. 3 that indirect
ophthalmoscopy gave the diagnosis, without question, of
indentation of the eye from an external source, i.e., an
inferior orbital foreign body. Mr Macrae goes on to
stress that 'the case dramatically illustrates the limita-
tions of both CAT scanning and ultrasonography in the
diagnosis and localisation of a wooden foreign body
situation in the orbit'. I am in complete agreement with
that statement but am somewhat distressed that these
tests were done prior to completion of an ocular exami-
nation including indirect ophthalmoscopy, which would
have given the diagnosis, in my opinion.

I agree with Mr Macrae's closing statement: 'however,
as Duke-Elder (1972) stressed, it should be considered
potentially hazardous to embark on blind exploration
for a suspected wooden foreign body without positive
proof of its position or even its existence'. However, in
my opinion indirect ophthalmoscopy would have given
the 'positive proof' early in the patient's illness and
would negate the absolute necessity of doing a CAT scan
and ultrasonography.

DONALD L. HALL
2751 Virginia Avenue,
Shreveport,
Louisiana 71103,
USA.
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SIR, May I thank Dr Hall for his letter and comments
about my paper. In his letter Dr Hall expressed concern
that CAT scanning and ultrasonography had apparently
been performed prior to indirect ophthalmoscopy of the
injured eye, and he also suggested that the fundus lesion
described gave 'positive proof' of the presence and
position of the retained wooden foreign body.

It was in fact stated in the presentation that fundo-
scopy by direct ophthalmoscopy was normal at the time
of the patient's admission. However, I apologise for not
clarifying the fact that fundus examination was perfor-
med intermittently thereafter, with full mydriasis by both
direct and indirect ophthalmoscopy. The fundus lesion

described in the paper was not present initially and only
became apparent some 4 weeks later during the course of
the post-traumatic inflammatory reaction. The lesion
subsequently subsided and disappeared during the
administration of systemic and topical steroid therapy.
The evolution of the fundus lesion was therefore

characteristic of the development and resolution of a
granulomatous inflammatory reaction in the trauma-
tised area and did not provide the 'positive proof' neces-
sary to consider further surgical exploration at that time.
The 'positive proof' was provided later by the presence
of a sharply circumscribed palpable mass on the sub-
sidence of the surrounding tissue reaction. Surgical
intervention prior to that clinical finding would have
involved the blind exploration deprecated by Duke-
Elder."

JOHN A. MACRAE
Ninewells Hospital and

Medical School,
Dundee DD2 IUB
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Notes
Microsurgery course
The Department of Clinical Ophthalmology of the
Institute of Ophthalmology will be conducting a course
in ophthalmic microsurgery on 8-10 October 1980. It
will be a practical course concerning common intra-
ocular surgical procedures. The fee is £100, and the
closing date for applications is 1 September. Application
forms and further details may be obtained from the
Microsurgical Course Secretary, Department of Clinical
Ophthalmology, Moorfields Eye Hospital, City Road,
London EC1V 2PD. A further microsurgical course will
be held in the spring of 1981.

Safe swimming goggles
The following information has been issued by the
British Standards Institution. All swimming goggles
complying with BS 5883 will be sold with instructions
to cover adjustment of the headstrap and bridge strap.
Too loose is as dangerous as too tight. An eye safety
warning must be included:
When wearing these goggles, to avoid discomfort and

possible eye damage: DON'T dive. DON'T swim under
water below 2 m. DON'T PUll them away from your face-
they can spring back and hurt your eyes. Here is the
safe way to take them off: Take hold of the eye pieces.
Push them gently up on to your forehead then off over
the top of your head.
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