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ABSTRACT | A 44-year-old man was referred for evaluation 
of pain and temporal floaters after receiving a rebounded bullet 
impact to his right eye. Typical funduscopic findings, together 
with the confirmed presence of an intraorbital metallic foreign 
body, led to the diagnosis of chorioretinitis sclopetaria. Con-
servative management was performed as no severe symptoms 
were observed. The favorable clinical outcome was confirmed in 
subsequent reviews. Chorioretinitis sclopetaria is characterized 
by a proliferative chorioretinal inflammation as a consequence of 
the expansive wave caused by the entrance of a bullet between 
the eyeball and the orbit.
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RESUMO | Um homem de 44 anos foi encaminhado para 
avaliação de dor e flutuadores temporais após receber um 
impacto de bala ressaltado em seu olho direito. Achados 
fundoscópicos típicos, juntamente com a presença confirmada 
de um corpo estranho metálico intraorbitário, levaram ao diag-
nóstico de coriorretinite esclopetária. O manejo conservador 
foi realizado, pois não foram observados sintomas graves.  
O desfecho clínico favorável foi confirmado em revisões subse-
quentes. A coriorretinite esclopetária é caracterizada por uma 
inflamação coriorretiniana proliferativa como consequência 
da onda expansiva causada pela entrada de uma bala entre o 
globo ocular e a órbita.

Descritores: Coriorretinite; Coriorretinite esclopetária; Órbita; 
Corpos estranhos no olho; Trauma; Tratamento conservador

INTRODUCTION
First described by Goldzieher in 1901(1), chorioreti-

nitis sclopetaria is an infrequent, specific, irreversible, 

and posttraumatic process characterized by proliferative 
chorioretinal inflammation as a consequence of the 
expansive wave and released energy after the entrance 
of a foreign body, usually a bullet, between the eyeball 
and the orbit. Rupture of the retina and choroid may 
be observed, while the sclera remains unaffected(2,3). 
We present a case of chorioretinitis sclopetaria caused 
by an intraorbital metallic foreign body, which is very 
infrequent in our environment, for which conservative 
management was performed.

CASE REPORT

A 44-year-old man was referred for evaluation after 
receiving a rebounded bullet impact to his right eye an 
hour earlier. The patient complained of slight pain and 
temporal floaters. Examination showed a best corrected 
visual acuity of 20/20, an intraocular pressure of 22 
mm Hg, and an isochoric and normoreactive pupil. The 
affected eye preserved extraocular movements, and no 
diplopia was observed. Slit-lamp examination revealed 
the presence of a 3-mm-long incised wound located in 
the internal cantus and parallel to the upper lid margin. 
The lacrimal canaliculus was not affected (Figure 1A). 
In addition, bulbar conjunctival hyperemia in the nasal 
quadrant and chemosis of the caruncle were detected 
(Figure 1B). Funduscopic examination revealed a normal 
macula and dispersed preretinal hemorrhages in the 
lower vascular arch (Figure 2A). Peripheral contusive 
edema, preretinal and subretinal hemorrhages in the 
nasal and inferonasal regions, and vitreous hemorrhage 
were also observed (Figure 2B). Optical coherence to-
mography did not show any pathological findings in the 
macula or optic nerve. Computed tomography of the 
orbit detected the presence of a 4-mm-long intraorbi-
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tal, extraocular, and extraconal metallic foreign body 
adjacent to the medial eyeball side and to the insertion 
of the internal rectus. The size and morphology of both 
eyeballs were conserved (Figure 1C). The patient was 
admitted to the Maxillofacial Surgery Department for 
evaluation, where conservative management was re-
commended. This included a 2-week course of oral amo-
xicillin-clavulanic acid and a 1-month tapering dose 

of topical tobramycin-dexamethasone. Subsequent 
reviews after 1, 2, and 4 weeks confirmed the complete 
disappearance of the symptoms. A progressive decrease 
in size of the funduscopic lesions was observed. Campi-
metry and fluorescein angiography (Figure 3A, B) were 
performed after 2 months, and the results demonstrated 
good morphological and functional evolution of the 
healing process.
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Figure 1. A) Incised wound in the internal cantus with no involvement of the upper canaliculus. B) 
Conjunctival hyperemia in the nasal quadrant and chemosis of the caruncle. C) Intraorbital, extraocular, 
and extraconal metallic foreign body.
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Figure 2. A) Dispersed preretinal hemorrhages in the lower vascular arch. B) Peripheral contusive edema, preretinal 
and subretinal hemorrhages in the nasal and inferonasal regions, and vitreous hemorrhage images.
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DISCUSSION
The decision to manage our patient conservatively was 

based on the location of the foreign body, the type of le-
sions found in the affected eye, and the absence of severe 
symptoms. Given the improvement obtained on subse-
quent reviews, this decision proved to be appro priate. 
Bullet impacts in the facial region are found pre dominantly 
in the maxillary, frontal, ethmoidal, and sphenoidal sinu-
ses, in order of frequency. Impacts on the orbit, as in our 
patient, are infrequent(3). Due to both restriction of and 
direct damage to the extraocular muscles, such impacts 
may result in alterations of ocular motility(4). These effects 
were not observed in our patient. Surgical removal of the 
fragment would have been justified if they had been. When 
a foreign body is inaccessible, is located near any vital 
structure, or produces no symptoms, conservative mana-
gement is recommended, including periodic monitoring. 
This approach was taken in our patient, since surgery could 
have produced undesired secondary alterations(3,5).

Chorioretinitis sclopetaria usually leads to the forma-
tion of fibrous scars and pigmentary alterations of the 
retina, which are the final findings in these cases(2-4). 
Acute retinal detachment is infrequent(3,4,6). However, in 
cases of macular involvement, the visual prognosis may 
be poor due to progressive scarring(7). In our patient, 
chorioretinal lesions were located in the nasal and infe-
ronasal periphery, and the retina remained attached. 
These were the reasons for the intact visual acuity 
maintai ned up to the last review.

The damage caused by these processes depends 
on the type of projectile, the distance from which the 
shot is made(3-5), the initial velocity of the projectile, 
the existence of rebound, and the intention of the 
trigger(3,4). Projectiles frequently remain incarcerated 

in the orbit if their initial velocity was low, they were 
shot from a long distance, or there were intermediate 
impacts that slowed them down(3). In our patient, the 
impact occurred after the rebound of the bullet, which 
probably reduced its velocity and resulted in its super-
ficial location between the eyeball and the medial wall 
of the orbit. This caused little extraocular damage and 
resulted in a better prognosis.

In conclusion, chorioretinitis sclopetaria is a process 
that requires a multidisciplinary approach to select the 
best treatment in each case(8). Retinal, neuroophthalmo-
lo gical, and oral and maxillofacial surgery specialists 
should be in charge of choosing between conservative 
management or a more aggressive treatment in order 
to achieve a better visual prognosis and to minimize the 
appearance of secondary complications in the long term.
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Figure 3. A) Chorioretinal atrophic lesions together with fibrin due to reabsorption of subretinal hemorrhages. 
B) Time- and size-maintained hyperfluorescent lesions due to atrophy of the retinal pigmentary epithelium, 
within a blocking hypofluorescence as a consequence of subretinal hemorrhage.
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