
[. 
LETTER TO THE EDITOR 

I 

PECKING INJURY OF THE EYE 

A 62 -year -old Malay woman was brought to our clinic after 

having been pecked in the eye by a hen. Ocular examination 
of the right eye revealed a through and through laceration 

wound of the upper eyelid and a limbal perforation at 1-2 

o'clock position with iris and vitreous prolapse. The limbal 
perforation was found to have extended onto the sclera na- 

sally for 6mm with the eyeball collapsed nasally due to 

prolapsed vitreous. The anterior chamber was shallow with 

total hyphaema. 
The patient was started on intravenous gentamicin and 

cloxacillin and taken to the operating theatre, where the 

prolapsed iris was repositioned, anterior vitrectomy was done, 

the limbal and scteral perforation repaired and the globe re- 

formed with balanced salt solution. Ocular examination one 
week later revealed folds in the Descement's membrane, fully 

formed anterior chamber, low intraocular pressure of only 
4mm of mercury, blood clot covering the pupillary area and 

a visual acuity of only perception of light. 
According to Duke - Elder injuries to the human eye that 

result from the pecking of birds are uncommon and are mostly 

caused by owls and roosters. Complications that have been 

reported include septic abscess of the lens and retinal detach- 

ment021. In the animal world, predators often attack the most 

vulnerable areas, which allow for rapid injury to the prey. 

Perhaps the cornea, shaped like a target, and its colour, con- 

trasted with the rest of the face, draw the attention of the 

predator. 
This case reminds us that serious injuries to the human 

eye can result from the pecking of birds. As the patient was 

pecked in the eye while feeding the hen, all poultry rearers 

are advised to take care while feeding the hen and if possible 
to wear some form of protective goggles. 

Dr. Sivagnanam Chidambaram 
Consultant Ophthalmologist, 
General Hospital Kota Bharu, 
Malaysia. 

1. Duke - Elder S, Mac Faul P Perforating wounds of the eye. In: Duke - Elder S- ed. 

System of ophthalmology. Vol 14. St. Louis : C.V. Meshy, 1972: 324 

2 Chaddah MR, Agganval Dc. Pocking injury of ihr coma_ Indian J Opbthalmol 

1977;25:9. 

BOOK REVIEW 

SINGAPORE OPHTHALMOLOGY - Selected Essays to 
commemorate the 30th Year of The Society of Ophthalmology 
Compiled by Dr Lim Kwang Hui 

Singapore Society of Ophthalmology, 1994 

ISBN 981-00-5416-5 

This is a collection of selected papers which have been published 
in the Singapore Medical Journal, the Annals of the Academy of 
Medicine, Singapore, and international journals, editorials and 

messages to commemorate the 30th Anniversary of the Society 

of Ophthalmology, Singapore, compiled by an eminent 
Singaporean ophthalmologist. 

It is divided into six sections which follow the messages and 
introductory remarks about ophthalmology in Singapore. Section 
1 deals with the history of ophthalmology in Singapore from its 

inception in the Civil General Hospital in 1934 to date. Section 
2 is composed of papers which deal with the problems associated 

with blindness which have been published in both local and 

international journals. Section 3 reproduces ten outstanding 
research papers in ophthalmology which have been published 

and also prize-winning essays, special lectures and orations. 

Section 4 deals with the activities of the Society of 
Ophthalmology since its inception in 1934 to date. Section 5 

reports on the two important international Congresses which were 

hosted by the Society in 1986 and 1990. Finally, Section 6 deals 

with the contributions of the Society to the CME Programme in 

Singapore. 
The hook has been a labour of love and much pain and care 

has been put into its publication. It is an excellent anthology of 

ophthalmology in Singapore which one would like to have on 

one's bookshelf whether or not one is an ophthalmologist for it 

provides not only a collection of some of the best essays in 

ophthalmology by local ophthalmologists, but also a resource 

centre for tracing the history and development of ophthalmology 
in Singapore. 

A/Prof Tan Choon Kim 
Department of Anatomy 
National University of Singapore 
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Fig 2 - ECG of the same patient one day kater showing evolved inferoposterlateral MI. 
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ANSWER TO ELECTROCARDIOGRAM 
Acute inferoposterolateral myocardial infarction. 

DISCUSSION 
This patient has clearly suffered an acute inferior myocardial 
infarction (MI). The diagnostic ECG criteria for an acute 
myocardial infarction arc the presence of pathological Q 

waves and elevated ST segments best seen in leads II, III and 

aVF which are leads orientated to the inferior wall of the left 

ventricle. The characteristic history of chest pain and ECG 

changes definitely confirms the diagnosis of myocardial 
infarction. The main differential diagnosis is that of acute 
pericarditis and this has been discussed previously ('). 

Inferior MI is associated with occlusion of either the right 
coronary artery (RCA) or the left circumflex artery (LCx). 
Acute inferior MI results from RCA occlusion in 50-70% of 
cases, while the remainder are due to occlusion from LCx or 
rarely from occlusion of a left anterior descending artery 
(LAD) wrapping around the apex to supply a portion of the 

inferior wall of the left ventricle (2). LCx artery occlusion can 
cause an inferior MI (changes in II, Ill, aVF), a lateral MI 

(changes in I, aVL, V5, V6) or a true posterior MI (R duration 
of 0.04 second or more, and R>S in VI or V2). RCA 

occlusion causes inferior MI which may be associated with 
right ventricular infarct when the proximal right coronary 
artery is occluded or a lateral MI when the mid or distal 
portion is occluded13°1. Unlike patients with anterior MI which 
is invariably due to occlusion of the LAD artery, identification 
of the infarct -related artery in inferior infarction is less clear- 
cut. This ECG illustrates some of the features that may help 
to distinguish involvement of the right coronary from the left 

circumflex artery. 
In this patient's ECG, upsloping ST segment elevations 

are seen in leads V5 and V6 indicating concomitant lateral 
MI. The presence of both ST segment elevations in the inferior 
leads and lateral leads (aVL, V5 or V6) have been found to 

be much more common in circumflex artery -related 
infarctions compared to RCA lesions, with a positive 
predictive value of 91% (4s). Furthermore, ST depressions are 

seen in the praecordial leads VI to V4 which, in the context 
of inferior MI, can represent (i) hyperacute phase of posterior 
myocardial infarction, or (ii) extensive inferior MI associated 
with anterior wall ischaemia. In this case, tall R waves are 
present in the precordial leads V1-3 on the ECG donc 1 day 
later (Fig 2) indicating a concomitant posterior infarction. 
Huey et al found that a posterior MI was highly specific for 
LCx occlusion although the sensitivity was lowt4J. The height 

of the ST segment elevations in II and III have also been 
found to be useful in localisation. In LCx occlusion, the 

hyperacute ST elevation is more marked in lead II than lead 
III. The converse is true in right coronary lesion t6J. Other 
more subtle signs of a circumflex artery lesion have been 

described in the literature. Some of these can be seen in Fig 
1. An isoelectric or elevated ST segment in lead I suggests 
circumflex lesion, while ST segment depression in the same 
lead is seen more frequently in right coronary lesions. In LCx 

occlusion, the T wave in lead V4R is negative while it is 

positive in right coronary lesions t7.91. 

A coronary angiogram was done for the patient on the 

eighth day post MI and a 90% occlusion of the distal LCx 

artery was found. 
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