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Retained large intraorbital metallic foreign body with
delayed presentation: An unusual case report
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Abstract

Penetrating orbital trauma necessitates a multidisciplinary ap-
proach because complex orbital injuries often encompass damage to 
the brain, the eyes, and the disfigurement of the face. The prognosis 
depends on the location of the injury, the type and size of the foreign 
body, and the subsequent complications. Given that this kind of trauma 
is a surgical emergency, a thorough evaluation involving a comprehen-
sive history, meticulous examination to determine the mechanism and 
origin of the trauma, appropriate imaging studies to identify the exact 
location of the FB, and a timely referral to a specialty hospital are es-
sential for prompt diagnosis and management to avoid complications 
related to delayed presentation. Here, we describe an unusual case of 
a large metallic foreign body that lodged inside the orbit following an 
incident of trauma while the patient was reasonably asymptomatic for 
four months. It is unusual since the foreign body is too large enough to 
cause symptoms, and a portion of it is clearly visible from the outside, 
but the patient’s presentation was delayed.
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Introduction

Ocular trauma is a significant cause of blindness all over 
the world. Approximately 16% of cases of orbital trauma are 
associated with a foreign body [1]. The term “intraorbital for-
eign body” (IOFB) describes a foreign body that is within the 
bony orbital walls, posterior to the orbital septum, but outside 
the eyeball [2]. It frequently affects teenagers and is typically 
brought on by high-velocity craniofacial trauma forces such as 
work-related injuries, gunshot wounds, or even more minor in-
juries like regular domestic duties [3]. Even though some cases 
seem trivial, special attention must be paid to retained foreign 
bodies because underestimating trauma can have dangerous or 
potentially life-threatening effects, such as vision loss due to le-
sions of the eyeball, optic nerve, or their vasculature, lesions of 
the abducens or oculomotor nerves, orbital inflammation, or-
bital fistula, orbital compartment syndrome, or even pneumo-

cephalus or meningitis [4]. Every case of orbital trauma should 
be checked for the presence of an intraorbital foreign body, and 
this diagnosis should be confirmed or ruled out on imaging be-
cause clinical signs at the anterior surface of the orbit can be 
sparse, nonspecific, like in orbital cellulitis, or delayed presenta-
tion after the orbital trauma when the entry wound is healed 
[4]. In this report, we describe a case of a retained intraorbital 
large metallic foreign body, where part of the object was vis-
ible from outside, that remained reasonably asymptomatic for 
the initial four months following a traumatic event. After a thor-
ough evaluation, the patient later underwent surgical toileting, 
removal of the foreign body, and exenteration due to complete 
loss of vision and a painful eye. We think the presentation is un-
usual because, to the best of our knowledge, we haven’t found 
any other case with a similar presentation in our web search.
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Figure 1: A part of the metal object was externally visible penetrat-
ing left upper. eyelied into the orbit with a healed wound scar sur-
rounding the object

Figure 2 a, b: X-ray shows a large radiop shadow in the left orbit

Case report

A 29-year-old male, a rickshaw puller by profession, hailing 
from a remote northern part of Bangladesh and belonging to a 
low socioeconomic status, presented with a 1-month history of 
left eye tearing, pain, occasional seropurulent discharge, and 
progressive loss of vision. There was a history of a penetrating 
left orbital injury following a road traffic accident 5 months ago, 
which was treated by a local quack doctor. According to the 
statement of the patient, the wound was sutured, leaving a part 
of the foreign body, and he was advised to get admitted into a 
tertiary level hospital as a part of the foreign body could not be 
removed. The patient did not visit the hospital, as he had been 
reasonably asymptomatic for the initial 4 months following the 
incident of trauma, except for difficulty in left eye vision. On in-
spection, a part of the metal object was externally visible, pene-
trating the upper eyelid into the orbit with a healed wound scar 
surrounding the object (Figure 1). Ocular examination revealed 
complete loss of vision in the left eye. Slit lamp and fund us 
examination of the left eye reveal massive retinal detachment. 
An ophthalmological examination of the right eye reveals nor-
mal findings. Routine investigations were within normal limits, 
except for raised WBC and ESR. An orbital X-ray revealed a large 
radiopaque shadow in the left orbit (Figures 2a,2b). For better 
delineation, a CT scan of the brain and orbit was done, which 
showed a large radiopaque metallic foreign body at the lateral 
aspect of the left orbital cavity and left eyeball, which could not 
be well evaluated due to metallic artifacts. However, it appears 
to be deformed (Figure 3a). CT-3D reconstruction shows large 
metallic foreign body at lateral aspect of the left orbital cavity, y 
extending into the posterior segment of the eye causing a com-
minuted fracture at frontal bone forming roof of the orbit, zy-
gomatic bone and post- traumatic encephalomalacic change at 
the left anterior frontal region, and a comminuted fracture at 
frontal bone forming roof of the orbit, zygomatic bone (Figure 
3c). A multidisciplinary (MDT) meeting including neurosurgery, 
ophthalmology, and maxillofacial surgery departments was ar-
ranged, and a decision was made to go ahead with surgery. The 
patient underwent surgical toileting, removal of the metallic 
foreign body (41.5 cm) (Figure 5), fractured bony fragments, 
and exenteration through lateral orbitotomy. Orbital exentera-
tion was done because of globe puncture, painful eye, and com-
plete loss of vision. The patient’s overall general condition was 
normal postoperatively, and he made a quick recovery.

Discussion

Foreign objects in orbit have the potential to become lodged 
in the orbital walls, which could cause harm to neighbor-
ing structures like the globe, cranial nerves (especially cranial 
nerves II, III, IV, V, and VI), and extraocular muscles. Even though 
it’s uncommon, an orbital foreign body can enter the orbit right 
through the globe and settle into the apex [5]. In our case, a 
large metallic foreign body measuring around 4 × 1.5 cm pen-
etrated through the lateral aspect of the upper eyelid into the 
posterior aspect of the left orbital cavity and injured the globe 
with a comminuted fracture at the frontal bone forming the 
roof of the orbit and zygomatic bone following an incident of 
RTA. There are very few articles on this topic, especially when 
it is located posteriorly in the orbit. In the study by Finkelstein 
et al., which was done retrospectively over a period of 7 years, 

they gathered a total of 27 patients with such injuries, all involv-
ing only metallic foreign bodies. Results of this study showed 
that 13 projectiles were lodged anteriorly, 4 were in an epibul-
bar position, and the remaining 10 were posterior to the equa-
tor. Out of these, all except one of anterior and 8 of posterior 
positions were operated. It shows that 80 percent of posterior 
positioned foreign bodies were not operated and safely left be-
hind 6. Another review of 40 patients seen at two regional or-
bital surgery departments with intraorbital foreign bodies was 
done by Fulcher et al. Out of them, 22 had metallic -inorganic; 
5 had nonmetallic - inorganic; and 13 had organic intraorbital 
foreign bodies. All of them had surgery except for 6 patients 
as they had posteriorly located inorganic foreign bodies. They 
concluded that posteriorly located inorganic IOFB should be 
treated conservatively unless it causes major orbital compli-
cations [7]. In another case highlighted that Inorganic foreign 
bodies on the other hand should be removed if located anteri-
orly and freely palpable. Non-palpable anterior, epibulbar and 
posterior foreign bodies can be managed conservatively given 
the risk of further damage during surgical extraction [8]. In our 
case, the patient was initially treated by a local quack doctor. 
The foreign body was partially left behind in the wound after 
it was sutured. He was advised to visit a higher level hospital 
because the foreign body could not be completely removed. 
Despite having a large metallic foreign body that is visible from 
outside, he didn’t seek medical help further as he had been 
reasonably asymptomatic for the initial 4 months following the 
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Figure 3: a. (Bony-window) show large radiodense metallic foregin 
body at lateral aspect of the left orbital cavity and left eyeball could 
not be well evaluated due to metalic artifact however it appear to 
be deformed.
b. CT-3D reconstruction shows large metalic foreign body at lateral 
aspect of the left orbital cavity and comminuted fracture at frontal 
bone forming roof of the orbit and zygomatic bone.
c. Post traumatic encephalomalacic change at left anterior frontal 
bone forming roof of the orbit zygomatic.

Figure 4: Lateral orbitotomy.

Figure 6: Post-operative CT-3D skull shows evidence of removal of 
metallic foregin body and fractured bony fragments.

Figure 7: Patient in a 2month follow-up visit.

Figure 5: Removed metallic foregin body (4 1.5 cm). 

incident of trauma except for difficulty in left eye vision, which 
he overlooked. This is not so unusual in a third-world country 
like Bangladesh, where many remote parts of the country are 
too impoverished to get even primary healthcare services. On 
top of that, patients’ negligence and a delayed referral system 
are equally responsible for the delayed presentation. A patient 
with an orbital foreign body may occasionally experience no 
symptoms since it is an occult foreign body. Patients may pres-
ent with double vision, discomfort, edema, or visual abnormali-
ties [5]. Our patient remained reasonably asymptomatic for the 
first 4 months, and then he gradually developed eye tearing, 
pain, occasional seropurulent discharge, and progressive loss of 
vision and presented to our neurosurgery department. With no 
delays, a decision for surgery was made after liaising with the 
ophthalmology and maxillofacial surgery departments. Regard-
ing management, the principles of advanced trauma support 
must be followed in any trauma case. Removal of the foreign 
body should be postponed until a physical examination and a 
full radiological evaluation are completed. Early removal of the 
foreign body outside of the controlled situation and the operat-
ing room may lead to a fatal hemorrhage [9,10]. In our case, 
the principles had not been followed; rather, an endeavor was 
made to remove the FB, which could have led to a fatal situa-
tion. If the patient could have been referred to us, an appro-
priate immediate intervention could have saved the patient’s 
vision. Facial and orbital trauma can precipitate vision-threat-
ening injuries. In the case of the ruptured globe, primary surgi-
cal exploration and repair should be attempted; however, with 
an unsalvageable eye, there is no consensus in the literature 
as to whether orbital exenteration is the best treatment [11]. 
But during the presentation to us it was already too late to do 
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immediate surgical exploration, removal of the FB, and repair 
of the globe to minimize loss of vision. In our case, the patient 
underwent surgical toileting, the removal of the metallic for-
eign body, broken bony fragments, and a modified orbital ex-
enteration done through a lateral orbitotomy because of the 
painful eye, complete blindness, and intraoperative evidence 
of globe perforation. Modified orbital exenteration is a surgical 
technique that consists of the removal of the entire intraocular 
contents while preserving the eyelids [12]. 

Conclusion

Not all penetrating intraorbital foreign bodies appear right 
away after the occurrence. Every incidence of orbital trauma 
should be promptly investigated for the possibility of an intra-
orbital FB. Through evaluation involving proper history-taking, 
physical examination, appropriate imaging modality, and most 
importantly, an early referral to the specialty center and timely 
intervention, it is necessary to minimize the chances of compli-
cations.
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