Article published online: 2020-04-22

NUJHS Vol. 5, No.2, June 2015, ISSN 2249-7110

Nitte University Journal of Health Science
Case Report

INTRAOCULAR FOREIGN BODY-A PECULIAR CHALLENGE
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Abstract :
Intraorbital foreign bodies often present a confusing clinical picture and managing them remains a challenging experience to the oral
and maxillofacial surgeons. Wooden foreign bodies are notorious for remaining quiescent for a long time, before presenting with a
variety of complications. The wound of entry may often be small and self-sealing. Wooden foreign bodies also show a propensity to
break during attempted removal. Intraorbital wood is often not detected by standard diagnostic tests like the computed tomography
scan, adding to the diagnostic dilemma. A retained foreign body can give rise to serious complications, the most devastating of which is
loss of the eye. This interventional case report of an unusual case of a wooden intraorbital foreign body reviews the clinical features,
radiological appearance and surgical management. Details of ocular history, preoperative ocular examination findings including visual
acuity, computed tomography findings were noted. Early surgical exploration was carried out with blunt dissection and careful
hemostasis. Thus the foreign body extraction greatly influenced the visual prognosis and final outcome of the patient.
Keywords : intraorbital, wooden foreign bodies, surgical removal.

Introduction :

removal of foreign bodies of the orbit depend on various

Management of foreign bodies especially in the eye is a

factors like size, shape, nature ,size of impingement

challenging experience for most of the maxillofacial

,potential for developing any complications like optic nerve

surgeons. Presence of foreign body should be suspected if

compression, infections etc. Organic foreign bodies like

the patient presents with severe infection or a sensation of

wood have to be removed as soon as possible due to

foreign body within the orbit. Corneal abrasions may be

associated risk of infections. It has been seen that foreign

present even after the removal of foreign body.

bodies of greater mass are associated with worse visual
outcome and warrants early removal.

Intraocular foreign bodies can be categorized into
superficial and penetrating foreign bodies. Superficial

A peculiar case-report of intraocular foreign body is

foreign bodies are those that stick to the front of the eye or

presented in this article.

get trapped under one of the eyelids, but do not enter the

Case Report :

eye. Penetrating foreign bodies are those penetrate the

A 39 year old female patient reported to us with history of

outer layer of the eye (cornea or sclera) and enter the eye.
Access this article online
Quick Response Code

penetration of thin wooden stick into her right eye at her

Appropriate diagnostic

workplace 2 days back. She also complained of dull aching

imaging technique such as

pain, swelling of right eye, excessive tears from the same

computed tomography is

eye, burning sensation and reduced mouth opening.

necessary before planning

On clinical examination, the patient was well oriented to

the removal of intraocular

time, place and person. A 0.5 x0.5 cm laceration was

foreign bodies.

noticed over the right conjunctiva. About 1 cm broom

The time and method of
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splinter was seen protruding out from the lateral aspect of
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right eye and penetrating the sclera. The eye was inflamed,

the eye. Also was instructed to perform aggressive mouth

tender and edematous with slight subconjunctival

opening exercises.

hemorrhage. However pupils were equal in size with

The patient was recalled after 1 week for follow-up. A plain

normal light reflex. She had no diplopia and her eye

sagittal CT of the right orbit was taken after the removal of

movements were normal in all gazes. Her mouth opening

the foreign body to ensure that no pieces were left behind.

was about 20mm. On palpation right lateral perygoid

The CT orbit showed no traces of the foreign body in the

muscle was found to be tender.

right orbit.

Ophthalmic consultation was done for the same patient.

The patient has been on regular follow-up for 1 year with

The ophthalmologic report confirmed the presence of

no complications.

foreign body in the right eye. However diplopia or
blindness was not reported. The visual acuity was 6/6

Discussion :

according to Snell's chart. Eye movements were normal in

Foreign bodies of the eye or orbit account for a small but

all gazes. Intraocular pressure in the affected eye was

significant part of ocular trauma. The significance of this

within normal limits.

type of injury is heightened by its association with
occupation and the serious complications it causes both

Plain sagittal CT of the orbit showed hypodense linear

early and late.1

foreign body passing through lateral wall of right orbit
through the right maxillary sinus.

Penetrating ocular trauma is a leading cause of unilateral
blindness. Different modes and settings of the trauma may

The patient had to be managed immediately to prevent any

necessitate different approaches to the management of

future complications like infection, corneal abrasion,

such cases.2

blindness etc.

The impacted foreign body in the orbit may be organic or

A single dose of tetanus toxoid injection was given to the

inert. Organic foreign bodies like wood in our case need

patient. The patient was taken up under general anesthesia

to be removed as soon as possible due to the associated

for the procedure with aseptic precautions. Right

high risk of infection especially if the patient is

transconjuctival incision was placed. The eye was retracted

immunocompromised.2 Wood, with its porous consistency

medially. Using fine mosquito forceps, the wooden foreign

and organic nature, provides a good medium for microbial

body was rotated to loosen it from the bony wall and taken

agents. Infection resulting from retained intraorbital

out gently from the eye. Blunt dissection was then

wooden foreign bodies may lead to complications such as

performed to remove the bony spicules that were holding

panophthalmitis, abscess, and fistula3. Inert materials like

the foreign body, from the lateral orbital wall. No major

glass, plastic or steel are associated with lesser risk of

bleeding was encountered during the procedure .An infant

infection and a decision to remove them should be based

nasogastric tube was inserted through the track of the

on factors like site of impingement, size of foreign body,

foreign body for antibiotic wash. The wooden stick was

potential of secondary injuries and hematoma. The

found to be of 8.5 cm long. The eye was then washed with

physical characteristics of the foreign body like mass and

normal saline to flush out any dust and dirt. The wound

shape are also of prognostic importance. Woodcock et al2

closed with 7-0 vicryl.

from UK had found that foreign bodies of greater mass
Systemic and topical antibiotic as well as analgesics were

were associated with worse visual outcome. Lid laceration

prescribed for the patient. Also an eye patch was placed

and adnexal injuries have been found to be associated with

over the right eye. The patient was instructed to flush the

the eventual enucleation of injured eye.

eye with cold water frequently for a week and not to rub
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Fig 1 : Lateral profile of the patient showing 1cm broom splinter in
the right eye.

Fig 2 : Plain sagittal CT of the orbit

scan of the orbit must be ordered. Thin axial and coronal
views of 1.0–1.5 mm cuts of the orbit are extremely useful
to delineate the shape and for determining the
composition of the foreign body. However, despite being
highly sensitive and specific for detection of foreign bodies,
CT scans may produce false negative results, particularly if
the size of the foreign body is less than 0.5mm, and
especially in the case of wooden objects. These are better
seen with magnetic resonance imaging (MRI). However, an
Fig 3 : The removed foreign body

MRI is contraindicated if the suspected foreign body is
ferromagnetic.4

Assessment through radiological images assists in the
proper localization of the foreign body, estimation of its

Retained organic foreign bodies are not often immediately

consistency and size, and evaluation of the response of

apparent on imaging studies, making prompt removal

surrounding orbital tissue. Additionally, it is useful in

difficult. Previous studies report that wood, depending on

determining the integrity of the globe. The choice of

its level of hydration, can be isodense to either air or orbital

imaging modality chiefly depends on the nature of the

fat on CT scan.5

suspected foreign body. Plain film radiography is useful to
localize radiopaque objects. However, plain films lack the

Although the radiological appearance may show a great

capacity to demonstrate the object details, their exact

variety, CT imaging is the basic diagnostic technique. MRI is

location in relation to surrounding structures and tissue

the method of second choice.6

response or damage. Standardized ophthalmic

Once an intraorbital foreign body is diagnosed, appropriate

ultrasonography (combination of standard A-mode and B-

management includes culture of the wound (or foreign

mode scanning) has been recommended as the imaging

body if removed) and administration of antibiotic(s).

modality of choice during initial evaluation. Nevertheless,

Tetanus toxoid has to be administered according to the

this diagnostic method requires specific expertise and

vaccination status.5

technology that may not be available in many institutions.
CT scanning has therefore been recommended as the

The management and prognosis depend on the

imaging modality of choice in this situation. Ideally, a CT

composition and location of the foreign body as well as the
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possible presence of secondary infection.7

injuries or foreign body-related complications (such as
optic nerve compression, infections and extra ocular

Most metallic foreign bodies remain quiescent for a long

muscle involvement). 5

period of time without causing any problems. So the
general recommendation is to leave them alone in the

Foreign body injuries in the orbital region can be

absence of specific indications for removal.

approached with a combination of clinical suspicion, basic
knowledge and diagnostic tests. The skill and experience of

However, organic foreign bodies like wood have a much

the surgeon are fundamental to decreasing the risk of

higher incidence of potentially sight-threatening and life-

iatrogenic injuries .7

threatening complications. They may remain dormant for a
variable period of time and manifest with delayed-onset

We efficiently managed the case of wooden foreign body in

orbital granuloma, cellulitis, abscess or chronic draining

the right orbit by removing the foreign body under general

sinus.

8

anesthesia and administering antibiotics and analgesic.

Hence, surgical removal of organic intraorbital foreign

To conclude, intraocular foreign bodies remain a diagnostic

bodies is recommended.

dilemma and challenging experience to the maxillofacial
surgeons. We have described an unusual case report of an

Large intraorbital foreign bodies usually slide between the

intraorbital foreign body and the treatment was planned

eyeball and the orbital walls, but rarely cause severe

with accurate and detailed history as to the mechanism of

trauma to the eye. However, immediate direct trauma to

injury, meticulous examination, as well as a CT scan of the

important intraconal structures may even damage the
optic nerve.

orbit, which is the imaging modality of choice for detection

Paresis of the extraocular muscles and

and localization of the foreign body. The final outcome and

anaesthetic immobile globe has been reported. Rarely do

visual prognosis depend greatly upon early diagnosis and

the foreign bodies traverse the orbit into the cranium or to

also on frequent follow up visits. Foreign body injuries in

adjacent paranasal sinuses causing extensive damage to

the orbital region can be treated with a combination of

surrounding structures. 9

clinical suspicion, basic knowledge and diagnostic tests and

In general, surgery to remove the foreign body is planned

call for surgical skill and experience to decrease the risk of

on the basis of the size and nature of the foreign body

iatrogenic injury in relation to the inherent risk of retaining

(organic objects are usually poorly tolerated), the location

an organic intra-orbital foreign body.

(anterior or posterior orbit) and the presence of other
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