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INTRODUCTION 
 

Perforating ocular trauma is a significant cause of 

blindness in young people, especially in our context.
[1,2]

 

The removal of an intraocular foreign body (IOFB) 

depends on its location and associated complications.
[3]

 

Endophthalmitis, vitreoretinal organization with the 

risk of retinal detachment and toxic damage to the 

retina by heavy mineral salts are the main 

complications to be feared, so prevention, as a public 

health measure, is still required.
[4]

 

 

We report the case of a young patient, victim of a right 

ocular trauma by metallic nail. 

 

MEDICAL OBSERVATION 
 

A female patient, 25 years old, was admitted to the 

ophthalmologic emergency room following an ocular 

projection trauma of a metallic foreign body during a 

domestic activity, presenting initially with a sudden 

decrease in visual acuity in the right eye with pain and 

ocular redness. 

 

The initial clinical evaluation included a decrease in 

visual acuity limited to a questionable light perception, 

associated with a jagged inferior corneolimbic wound 

from 5 to 7 o'clock, a herniated iris, and a blood-spotted 

mixed vitreous from contact with the opposing metallic 

foreign body [Figure 1]. The lens appeared cataracted, 

making examination of the posterior segment impossible. 

A standard radiograph of the orbits in front and in profile 

was requested, showing a nail-shaped foreign body in the 

right orbit [Figure 2]. The patient was admitted directly 

to the operating room, where he underwent extraction of 

the giant intraocular foreign body (measuring 21mm in 

length) which turned out to be a nail [Figure 3]. The 

second step consisted of a trimming with suture of the 

corneal wound after reintroduction of the iris, and an 

anterior vitrectomy. Post-operative evaluation of the 

affected eye after 24 hours showed visual acuity still 

limited to light perception without, an edematous cornea, 

and a sutured wound with clean watertight stitches. The 

anterior chamber is formed by a ruptured post-traumatic 

cataract without mass [Figure 4]. Due to the 

inaccessibility of the posterior chamber, an ocular 

ultrasound was performed showing intravitreal 

hemorrhage with localized retinal detachment [Figure 5]. 

The patient was then scheduled for a combined surgical 

revision (cataract cure, iridoplasty with posterior 

vitrectomy) after clearing of the media. 

 

 
Figure 1: Photo-color of the right eye showing the 

corneolimbic wound with IOFB through. 
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ABSTRACT 
 

Ocular perforating injuries are frequent reasons for admission, particularly in young patients, and carry a 

significant risk of blindness. The therapeutic management and prognosis depend on the initial lesion assessment 

and the nature of the perforating agent. We report the case of a 25-year-old female patient with a right ocular 

trauma caused by a metal nail, admitted the same day to the ophthalmologic emergency room and then sent to the 

operating room. The procedure consisted of extraction of the foreign body, which measured 21 mm, with suture of 

the corneolimbic wound. The postoperative workup included a post-traumatic cataract, an iris section, and an 

intravitreal hemorrhage with retinal detachment, thus justifying a repeat surgery. 
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Figure 2: Standard profile radiograph of the right eye showing a radiopaque IOFB through the eyeball. 

 

 
Figure 3: Photography showing the metallic IOFB measuring 21 mm. 

 

 
Figure 4: Photo-color of the right eye showing the postoperative result after extraction of the IOFB and suture 

of the wound. 
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Figure 5: Ocular ultrasound showing a hyperechoic vitreous organization related to an intravitreal hemorrhage 

associated with a localized retinal detachment. 

 
DISCUSSION 
 

The most common cause of intraocular foreign bodies is 

the intraocular penetration of a small piece of metal as a 

result of a projection during an occupational activity. 

Other metallic foreign bodies resulting from firearm 

assaults have become less common due to changes in 

legislation.
[1]

 

 

A review of the literature by Loporchio.D et al.
[2]

 showed 

that IOFB can penetrate through the cornea (65%), the 

sclera (25%), or through the limbus (10%). This series 

documented the cornea (zone I involvement) as the 

primary entry in all patients, which was also the case in 

our female patient. 

 

A careful ophthalmologic examination supported by a 

thorough radiologic workup is essential to identify the 

site and nature of the IOFB. The extraction of the IOFB 

depends on its location, its nature, but also on the 

transparency of the lens and the presence or absence of 

vitreoretinal damage.
[3]

  

 

CT scan with thin sections is considered the reference 

examination in the detection, localization and 

characterization of metallic and non-metallic IOFBs.
[3,4]

 

 

The most serious complication of retained iron-

containing IOFB is the development of bulbar 

siderosis.
[4,5]

 Therefore, IOFB require prompt and urgent 

evaluation and management due to the clear risk of 

irreversible blindness.
[4,5]

 

 

Surgical management of IOFBs includes closure of the 

wound as soon as possible; to avoid the risk of 

endophthalmitis.
[6]

  If the IOFB is present in the anterior 

segment, it can be removed at the same time. However, if 

the latter is located in the posterior segment, it can be 

removed during the primary or secondary surgery, 

depending on the surgeon's clinical assessment and 

practices.
[7]

 

CONCLUSION 
 

In penetrating ocular trauma, IOCs penetrate primarily 

through the cornea, causing broad-spectrum ocular tissue 

damage. Various visual outcomes are seen, depending on 

the area affected, the size of the IOC, and the operative 

difficulties encountered during removal. Posterior 

segment ocular trauma is a poor prognostic factor. A 

careful ophthalmological examination, associated with a 

thorough and adapted radiological exploration are 

essential to establish an initial damage assessment, 

allowing to identify the localization and the 

characteristics of the IOC. The time interval between the 

trauma and the consultation is a crucial prognostic factor, 

which conditions the visual but also general prognosis. 

 

REFERENCES 
 

1. Jonas JB, Budde WM. Early versus late removal of 

retained intraocular foreign bodies. Retina, 1999; 

19(3): 193-7. doi: 10.1097/00006982-199905000-

00003. 

2. Dean Loporchio, Lekha Mukkamala, Kavya 

Gorukanti, Marco Zarbin, Paul Langer, and Al. In-

traocular foreign bodies: A review. un bilan.Surv 

Ophtalmol, 2016; 61: 582–96. Published:March 16, 

2016. 

3. Gitalisa A Adriono, Referano Agustiawan, Kartika C 

Fibrian, Lily S Ardiani, Yunia Irawati. Variations in 

clinical manifestations and outcomes of penetrating 

ocular injuries with intraocular foreign bodies: a 

case series. Journal of Surgical Case Reports, May 

2022; 5: rjac198,   

4. Al-Tamimi ER. A peculiar case of a retained inert 

piece of fireworks as an intraocular foreign body in 

the anterior chamber. Saudi Journal of Ophthalmo-

logy, 2014; 28: 2257. 

5. Nair UK, Aldave AJ, Cunningham ET Ophthalmic 

Pearls: Trauma. Identifying intraocular foreign bo-

dies. In: Scott IU, Fekrat S, editor. EyeNet Maga-

zine, Oct 2007. 

https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
https://www.surveyophthalmol.com/article/S0039-6257(15)30051-5/fulltext
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;


Khare et al.                                                                         World Journal of Pharmaceutical and Medical Research 

www.wjpmr.com        │         Vol 9, Issue 1, 2023.          │         ISO 9001:2015 Certified Journal         │ 

 

79 

6. Katz G, Moisseiev J. Posterior-segment intraocular 

foreign bodies : An update on management. Risks of 

infection, scarring and vision loss are among the 

many concerns to address. Retinal Physician, April, 

2009; 20. 

7. Pieramici D.J. Open globe injuries are rarely hope-

less. Managing the open globe calls for creativity 

and flexibility of surgical approach tailored to the 

specific case. Rev Ophthalmol, 2005; 12: 6. 


