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A report on intra orbital foreign body presenting as a chronic discharging sinus
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A B S T R A C T

The visual loss due to retained orbital foreign body may be associated with the ruptured globe, traumatic
optic neuropathy, and orbital fracture. Metallic foreign body is more common than non-metallic foreign
body. A young male are commonly affected by an orbital foreign body. Our aim is to describe a case report
on retained orbital foreign bodies of a young male patient. The presenting feature was chronic discharging
sinus. CT scan confirmed the organic foreign body in the orbit. MRI may be done as adjunct to CT scan of
the orbit in the cases of wooden foreign body. Surgical extraction was made for two times. A high index of
suspicion is mandatory for the suspected case of orbital foreign body. Multiple pieces of wooden foreign
may be found.

© This is an open access article distributed under the terms of the Creative Commons Attribution
License (https://creativecommons.org/licenses/by/4.0/) which permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

1. Introduction

An orbital foreign body (FB) is an important cause of
ocular morbidity especially in the pediatric and adolescent
age group.1,2 Complications of orbital foreign bodies
consisted of loss of the globe and loss of the vision even
after the initial trauma. Orbital foreign body (FB) can be
classified into inorganic and organic. Inorganic are metallic
(steel, pellet, etc.), and nonmetallic (glass, plastic, and
concrete).3,4 An organic foreign body is vegetative material
like a wooden piece. Organic FB is poorly tolerated than
inorganic FB. The common cause of trauma is accidental
trauma (fall over objects, road traffic accident, sports
related injury, and occupational injury) rather than physical
assault. 1,4 The orbital foreign body may be associated
with orbital wall fracture, ruptured globe, traumatic optic
neuropathy, avulsion of the eyelid, face and head injury.
The decision of the management should be individualized
and depends on the types, pattern, size, and location of a
foreign body. A surgical extraction is necessary for organic
foreign body because of increased risk of infections and
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complications.5 We attempt to assess a case report with the
presentation of chronic discharging sinus and a variety of
different patterns of organic foreign bodies in the orbit.

2. Materials and Methods

This case report was evaluated in the national institute of
ophthalmology during the period of July to August of 2014.
A detailed history was taken and meticulous ophthalmic
examination was carried out for the study. Computed
tomography (CT) scans and magnetic resonance imaging
(MRI) was advised at separate times for diagnosing the
foreign body. Obtained written consent and documented all
clinical and imaging reports.

3. Case Report

A 15 year-old boy belonging to the rural area of Bangladesh,
He presented with painful swelling in the left lower eyelid,
Blackish red crust on the lesion, sometimes blood stained
pus comes out through the lesion for the last 1 month. He
had given a history of an accidental fall from a mango tree
on the ground.
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Fig. 1: A-D: A- A 15 -year -old male boy presented chronic discharging sinus in the left lower eyelid, B- CT scan of the orbit showed a
hyperdense elongated wooden foreign body, C, D- The extracted wooden foreign body

Fig. 2: A-E: A- Patient came after 1 month of extraction of one piece of wooden foreign, presented with left orbital cellulitis, B,C- MRI
showed a hypo intense foreign body in the posterior part of the left orbit, D- Surgical extraction of Foreign body, E- The extracted wooden
foreign body

He had admitted in a general hospital for the
management of generalized trauma of the body. After
settling down, they referred to an ophthalmologist for eyelid
lesions. Ocular motility showed restricted in abduction and
down gaze, visual acuity was recorded as 6/6 in the right eye
and 6/24 in the left eye. A hyperdense elongated lesion seen
in the inferolateral part of the left orbit, the lesion is close
proximity to the left globe; there was soft tissue swelling in
the left lower lid and inferolateral part of the left orbit which
was suggestive of intraorbital foreign body and a chronic
discharging sinus in the left lower eyelid. We extracted the
wooden foreign body and evacuated the pus from his left
orbit under general anesthesia. Infection and swelling were
reduced on an oral antibiotic and inflammatory medication
after surgery. Patient and Patient’s guardian were happy
and discharged from the hospital. Again he had come
with left lower eyelid swelling, orbital cellulitis, painful
proptosis, ophthalmoplegia, and ptosis. The intravenous
broad-spectrum antibiotic was started, and we advised for
magnetic resonance imaging (MRI) of the Orbit. The MRI
showed a hypointense foreign body compared to fat on T2
weighted images in the most posterior part of the left orbit
that was missed in the CT scan previously. Again, the patient
had undergone for re-exploring the left orbit under general
anesthesia by a team approach including an orbit surgeon
and a neurosurgeon. We removed a pigmented blood stained
irregular almost rectangular shaped wooden foreign body
from the posterior part of the left orbit and a clear outlined
thin, threadlike strong wooden foreign body extracted using
a special neurosurgical instrument from the apex of his left

orbit. After that, patient was cured from further infection
and abscess in the left orbit, but his vision was reduced to
perception of light.

4. Discussion

A high index of suspicion is necessary while examining a
patient with periocular injuries.6,7 Sometimes, the patient
may present later with the initial incident forgotten. A
careful history should be taken to assess the possible
nature of the injury and the pattern of foreign body, to
obtain any previous trivial trauma. Our patient gave only
a history of fall over the ground but he did not give any
history of foreign body. Meticulous ocular examination
and radiological assessment may help to assess ocular
morbidity, and also help to detect the actual size, the site
of orbital foreign bodies. A young male is more common
than other age group and female.8 The common presenting
features of orbital foreign bodies were chronic discharging
sinus (37%), open wound (26%), non healing infection
(22%), visual loss (15%), and proptosis (15%).6 Ideally
CT scan of the orbit must be ordered with 1-1.5 cuts of
slices.4 CT scan is the gold standard imaging technique
to detect orbital FB as well as an orbital fracture.4,9 CT
may give false results if FB is < 0.5mm, and 35% to 40%
of non-metallic foreign body.10–12 Sometimes, wooden FB
is difficult to detect on a CT scan as wood may mimic
isodense with air or orbital fat.10,13 A wooden FB can
be hypodense compared to traumatized fat in the presence
of blood and inflammation. In MRI, the wood appears as
hypointense on both T1 and T2 weighted images compared
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to fat in the initial days of trauma, while in later days, it
is isodense on T1 and T2 weighted images.4,14 Contrast
CT/ MRI can be extremely useful in delineating the extent
of orbital or intracranial abscess. The CT scan can be
ordered to rule out metallic FB before an MRI scan.11,15

Contrast study may help to define the fistulous tract. Visual
improvement is better in the 85% of anteriorly located
orbital foreign body than that of posteriorly located foreign
body (30%). The orbital foreign body may be developed no
perception of light (NPL) vision. The postoperative visual
loss was reported in the literature from 2.5 to 8%.2,4,6,8,13,16

Vegetative (wooden) material is poorly tolerated, provides a
good medium for microbial agents, and it can cause orbital
infection, abscess, and discharging sinus, and sometimes
the abscess may extend intracranial space.17–19 Injuries may
appear as a small puncture site/ entry point wound and the
FB cannot be found from the surface should also be kept
in mind that there may be more than one FB or multiple
fragments of a foreign body may be found in the orbit. Time
since injury is one of the important documents and it may be
a few hours to a few decades. In general, organic FB present
earlier than the metallic or glass FB due to the associated
complications. The extent of the injury also depends on the
size of the FB and the impact velocity. Always need a high
index of suspicion for the treatment of orbital foreign body.7

If you found one vegetative or wooden FB, search for others
fragments of FBs in the orbit.

5. Conclusion

Discharging sinus is one of the common presenting features
of the wooden orbital foreign body. Multiple wooden
foreign may remain in the orbit and sometimes CT scan
may miss the orbital foreign body. The Good quality CT
scan is mandatory to detect and localize the foreign body. A
high index of suspicion is important for the management of
the orbital foreign body. Early management is essential to
reduce ocular and adnexal morbidity.
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