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Decade Later Presentation of an Intraosseous Metallic Foreign Body in
the Pelvis: A Case Report and Literature Review

Mansingh Jarolia, Siva Srivastava Garika', Vishwanath Mahadevuni', Vijay Sharma,
Shivanand Gamnagatti2

Learning Point of the Article:
Late presentations of retained foreign bodies are uncommon and if symptomatic should be addressed surgically.

Introduction: Metallic foreign body reactions are observed many times, usually in the early periods. However, late presentations are often
uncommon. Management of these foreign bodies varies from a military setting to a civilian setting where saving a patient s life is the priority.

Case Report: In this case report, we present a 49-year-old soldier with recent onset swelling in the right gluteal region with elevated local
temperature and minimal tenderness. The patient suffered aland mine blast injury 10 years ago with multiple injuries to the chest, abdomen, and
lower limb. According to military protocols, he was initially managed for life-threatening chest and open abdominal injuries. The right lower limb
was non-salvageable and underwent above-knee amputation. A dormant metallic foreign body, which was retained inside the right iliac bone,
presented a decade later with a subacute non-pyogenicabscess.

Conclusion: The primary goal in military injuries is always to save a patient’s life. While acute management remains the same for both military
and civilian injuries. In military injuries, deep-seated, inactive foreign bodies are often left behind in order to avoid fresh plane dissection, and to
minimize bloodloss for early stabilization and save patientlives. Late-onset inflammatory responses are the cause of the delayed presentation of
retained foreign bodies.
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Introduction structures are retained [S]. Patients with retained foreign bodies

Metallic foreign body reactions are observed many times and
often within a period of a few months to a year [ 1]. However, the
late presentations, almost a decade later, of a foreign body are
very rarely seen [2-4]. Even though the underlying possible
mechanisms were explained by some authors, they still remain
unclear [2]. Metallic foreign bodies are rarely retained in the
management of civilian injuries [5]. Military injuries are
addressed by lifesaving surgeries, and at times, inactive, deep-
seated foreign bodies not lodged near neurovascular or vital

may have different types of symptoms, such as pain, soft-tissue
swelling, and hardware irritation [3, 4]. Deep-seated foreign
body removal surgeries involve long, extensive soft tissue
dissection and, at times, failure to locate them in tissue planes
[6]. Here we present a peculiar case of a retained foreign body in
the pelvis thatbecame symptomatic after 10 years of injury.

Case Report
A 49-year-old soldier presented to us with a large ovoid right
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gluteal region
swelling of nearly
15 cm x 10 cm X
1S cm for the past
S months (Fig.
1). The patient
had no history of
any kind of
recent trauma or
any symptoms
related to
malignancy. In
the past, the
patient had
sustained a land
mine blast injury
10 years ago with
secondary blast

injuries to the

Figure 1: Large ovoid swelling in the right chest, abdomen,

gluteal region with an old punctured wound in and pelvis. On
theabdomen and pelvis. radiological
evaluation, the
patient had one retained metallic bolt near the right iliac blade
(Fig. 2) and two bolts in the thoracoabdominal region (Fig. 3).
Following the blast, the patient was initially managed as a
casualty with ATLS protocol, and a chest tube was inserted for
hemopneumothorax. Later, he was taken for damage control
surgery, where a laparotomy with repair of the omentum and

kidney was done. The patient also sustained open fractures of

the right lower limb with absent distal pulses, for which he
underwent above-knee amputation. The patient had a
punctured wound over the right iliac region without any sign of
active bleeding. Under the principles of damage control surgery,
the iliac region punctured wound was debrided and closed. He
was kept in intensive care monitoring for several weeks. In the
follow-up period, the patient’s right iliac region wound healed
without any complications, and he was reviewed regularly on an
outpatient basis. Lower-limb prosthesis for the amputation was
provided to the patient. With proper rehabilitation, he
improved eventually. For the past 10 years, he has been
asymptomatic without any pain, swelling, or symptoms around
the right gluteal region.

On clinical examination, there was a large ovoid swelling
measuring 15 cm x 10 cm X 15 cm with a slightly raised local
temperature and no localized tenderness. Serum chemistry
markers for suspected infection were marginally elevated [ESR-
35 mm/hour and CRP-5.6 mg/L]. On non-contrast computed
tomography, there was a communicating tract extending from
the right iliac bone and the metallic foreign body with
surrounding soft tissue edema, suggesting an abscess formation
(Fig.4).

The patient was planned for surgical intervention using the
previous incision. Under fluoroscopy, the foreign body was
localized (Fig. S). Muscular planes were dissected, and roughly
750 ml of pus was evacuated. The metallic foreign body was
found loosely lying in the iliac blade with surrounding bone
sclerosis (Fig. 6). The sinus tract was excised, and the metallic
foreign body was removed (Fig. 7). Pus samples were sent for

Figure 2: Radiograph showing metallic bolt in the right iliac blade close to
the sacroiliacjoint.

Figure 3: Radiograph showing two metallic bolts in the
thoracoabdominal region.
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Figure 4: NCCT axial cut showing communicating sinus extending from right iliac
bone and metallic foreign body and also with the surrounding soft tissue swelling.

culture and sensitivity testing of bacterial, fungal, and slow-
growing organisms, which were subsequently negative. On
histopathological evaluation, scanty pus cells with non-
caseation granulomas were seen. All the laboratory evaluations
were in favor of a late-onset, slow reaction to the foreign body
with subacute non-pyogenic abscess formation.

The patient was followed up regularly for 1 year. He was
completely asymptomatic withoutanyrecurrence (Fig. 8).

Discussion
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Figure S: Fluoroscopy guidedlocalization of foreign body on the lateral view
ofthe pelvis.

Following the case, the first question that comes to
mind is why a foreign body was not retrieved at the
initial presentation. Here, it is very important to
understand that the management of injuries in a
military setting is different from that of a civilian. In
military injuries, there are primary and secondary
blast injuries that lead to multiple foreign body
retentions in the human body, along with life-
threatening injuries. In this scenario, saving
patients’ lives remains the primary goal [S, 7].
Absolute indications for foreign body removal are
very few and only advisable in the case of any
neurovascular structure abutment or involvement,
which may pre-dispose to serious complications.
Unnecessary exploration and opening fresh planes
in healthy tissue to explore the metallic body is not
advisable [2]. Common indications for retained
metallic foreign body removal are localized
infection, disturbed joint or part of body function,
and localized pain. While rarer indications for
retained metallic foreign bodies include and lead poisoning
confirmed by serum lead levels, progressive neurological deficit
due to cord compression confirmed by radiological
investigations, and foreign body in the anterior eye chamber
[2].

Metallic foreign bodies may stay in situ for a long time without
causing any symptoms. Very small foreign bodies may get
resorbed by degradation. The size and location of the foreign
body also correlate to the type and duration of the symptoms.
Patients can have minimal symptoms, such as palpable mass,
visual difficulty, fever, or decreased joint movements [ 3,4,8].

Figure 6: The metallic foreign body lying loosely in the iliac blade with
surrounding bone sclerosis..
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Figure 7: Extracted metallic bolt from right iliac
bone and the post-operative radiograph.

A very late presentation of metallic foreign bodies has been
reported in other medical fields [2-4,6,8]. Metallic foreign
bodies lying on or inside bones mostly remain dormant for a
long time. Because of the periosteal reaction, the fibrous
capsulated cyst formed at the local site is thicker compared to
any other tissue in the humanbody.

Over a period of time, patients can present with acute or
subacute symptoms due to the gradual release of lead by the
metallic foreign body or may be due to a prolonged dormant
systemic infection for which the foreign body may act as anidus.
Increasing age and systemic infection may have synergistic
effects in the gradual lysis of long-standing fibrous capsulated
metallic foci, which is superadded by lead release in the
surrounding area. All these events lead to late-onset
inflammatory reactions and subsequent pus formation. This
leads to the exaggeration of the late-onset inflammatory
response [2].

At times, small foreign bodies may present with serious
symptoms, while large ones may remain dormant for many
years [3,9,10]. In the presentation of multiple retained foreign
bodies in the same patient, some of them may be symptomatic
while others may remain dormant. It is still unclear regarding
the selective presentation of metallic foreign bodies, like in our

Figure 8: One-year follow-up radiograph with no new bony changes around the
surrounding region of the removed foreign body.

case, where two thoracoabdominal metallic bolts remained
dormant while the single pelvic bolt presented with a large
gluteal abscess [2].

Conclusion

The primary goal in military injuries is always to save a patient’s
life. In acute presentations of deep-seated foreign bodies,
unnecessary dissection and opening of fresh planes should be
avoided. Those lying superficially can be removed at the time of
injury with minimal exploration and breach of the fresh planes.
The reason behind the selective presentation of multiple
retained foreign bodies in the same patient remains unknown.
Late-onset inflammatory responses are the cause of the delayed
presentation of retained foreign bodies.

Clinical Message

Foreign bodies lying in superficial planes should be removed at the
time of primary management, while deep-seated foreign bodies
lying in inactive planes can be left behind in polytrauma and life-
saving surgeries. Out of multiple foreign bodies, some of them can
present with different clinical manifestations, while others remain
inactive.
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