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A 19-year-old boy presented with the chief complaint of diminution of vision in the left eye since 
childhood. There is no history of any trauma. Best-corrected visual acuity in the right eye was 
20/60 and in the left eye 20/400. The patient was operated on for the left eye congenital ptosis 
9 years back, which explains the poor vision in the left eye with the subsequent development of 
sensory exotropia. On the modified Krimsky test, it was 35 prism diopter (PD) exotropia with 10 
PD left hypertropia. The anterior and posterior segments were normal. No inflammatory signs 
were noted in the palpebral conjunctiva or fornix of the left eye. Neuroimaging gave the evidence 
of incidental finding of <1 mm small, round hyperintense, and well-defined lesion in the sclera of 
the left eye suggestive of intraocular foreign body (IOFB), as shown in Figure 1.

There were no signs of inflammation of the outer coat of the eye as well as the extraocular 
muscles; therefore, the patient was given glasses and was asked to follow up after 3 months.

IOFBs may appear as hypointense structures on magnetic resonance imaging (MRI) or computed 
tomography (CT) scans, depending on their composition and magnetic susceptibility. In cases where 
IOFBs are incidentally discovered in the sclera, imaging findings may be subtle and require careful 
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Figure 1: (a and b) show the round, small, hyperintense foreign body of 1mm in the inferior sclera in the 
coronal and sagittal section of the CT orbit, respectively (arrows). (c and d) show hyperintense foreign 
bodies in the axial section of the MRI orbit (arrows). (e) shows hyperintensity involving the inferior 
rectus muscle of the orbit (arrow). (f) shows the clinical appearance of the patient concerned (arrow).
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evaluation by experienced radiologists and ophthalmologists. 
MRI is particularly useful for delineating soft-tissue involvement 
and assessing the extent of ocular trauma, while CT scans 
provide high-resolution images of bony structures and metallic 
foreign bodies.[1]

Even asymptomatic IOFBs can lead to significant complications 
if left untreated. These may include intraocular inflammation 
(uveitis), secondary glaucoma, retinal detachment, and 
endophthalmitis. The risk of complications is influenced by 
various factors, including the size, location, and composition of 
the IOFB, as well as the presence of associated ocular injuries.[2]

The management of incidentally discovered IOFBs in the 
sclera depends on several factors, including the patient’s 
symptoms, visual acuity, ocular examination findings, and 
imaging characteristics of the foreign body. In cases where the 
IOFB is small, superficial, and not associated with intraocular 
inflammation or other complications, a conservative 
approach with close observation may be warranted. However, 
larger or deeper IOFBs, or those associated with intraocular 
inflammation or structural damage, may require surgical 
intervention for removal and repair of ocular tissues.[3]
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