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An unusual case of orbitocranial 
wooden foreign body with amazing 
outcome: A case report

Shyam Sundar Das Mohapatra, Jayanta Das1, 
Harsha Bhattacharjee2

Penetrating	 orbitocranial	 injuries	 can	 present	 with	 foreign	
body/bodies	 (FBs)	 lodged	 in	 eye,	 orbit,	 and/or	 brain.	 But	
limited	 literatures	 are	 available	 about	 FBs	 lodged	 partly	 in	
orbit	 and	partly	 intracranially.	Here,	we	present	 a	 rare	 case	 of	
orbitocranial	 wooden	 FB	 impacted	 in	 right	 palpebral	 aperture	
extending	 intracranially	 following	 accidental	 fall	 from	 height.	
Unexpectedly,	 the	 patient	 himself	 removed	 the	 FB	 in	 fully	
conscious	 and	 oriented	 state	 while	 waiting	 for	 neurosurgical	
intervention,	 later	completely	recovered	under	observation	and	
antibiotic	 prophylaxis.	 Therefore,	 it	 is	 important	 to	 have	 high	
suspicion	of	intracranial	extension	in	impacted	orbital	FBs	and	a	
team	approach	for	managing	such	cases.

Key words:	 Accidental,	 intracranially,	 orbit,	 penetrating	
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Penetrating	orbitocranial	injuries	are	uncommon	nowadays.[1] 
These	 injuries	most	 commonly	occur	 following	accidents,[2] 
followed	by	assaults,	terror	attacks,	war,	etc.	and	can	be	caused	
by	several	unusual	objects.[3]	These	injuries	account	for	24%	of	
all	penetrating	head	injuries	in	adults	and	approximately	45%	
in	children.[4]	Foreign	body/bodies	(FBs)	due	to	such	injuries	
can	lodge	in	eye,	orbit,	and/or	brain.	However,	FB	lying	partly	
in	orbit	 and	partly	 intracranially	 is	 rarely	noted.[5] There is 
very	limited	literature	available	on	this	topic.	Here,	we	report	
a	rare	case	of	orbitocranial	FB	managed	by	us	and	supported	
by	valuable	imaging.

Case Report
A	55‑year‑old	male	patient	had	reported	to	our	hospital	with	
history of injury to right eye following fall from a height with 
complains	of	pain	and	a	FB	has	entered	into	his	right	eye.	As	
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stated,	 the	patient	had	climbed	a	 tree	 to	collect	woods	and	
while	he	was	chopping	a	branch	of	the	tree,	he	suddenly	fell	
from	the	tree	over	a	wooden	[bamboo]	fence	below	and	a	twig	
had	got	broken	and	entered	into	his	right	eye.	There	was	no	

Figure 2: Image showing CT scan of brain and orbit images show a 
linear FB piercing the superior aspect of right orbit through superior 
muscle complex, right frontal sinus, and into right frontal lobe of the 
brain by fracturing the roof of the right orbit with laceration in right 
frontal lobe. The globe integrity was preserved except mild indentation 
by the FB

Figure 1: Image showing a wooden [bamboo] FB projecting from the 
right palpebral aperture in an upward direction toward the upper part 
of the orbit

Figure 3: Follow-up image of the patient showing complete recovery 
without any sequel of the injury



220	 Indian Journal of Ophthalmology	 Volume	68	Issue	1

of	FB	and	to	exclude	any	other	sequel	of	the	injury.	The	risk	
factors	for	an	intracranial	arterial	injury	are	an	entry	wound	
over	the	frontobasal‑temporal	regions,	a	bihemispheric	wound	
trajectory,	a	wound	trajectory	in	proximity	to	the	circle	of	Willis,	
a	 subarachnoid	hemorrhage	 (SAH),	 or	 an	 intraventricular	
hemorrhage.[6]	 In	 frontal	 lobe	 lesions,	patients	 are	 likely	 to	
show	more	aggression	or	violence,	which	may	not	correlate	
with	 the	 total	 size	of	 the	 lesion	or	whether	 the	patient	had	
seizures.[7]	In	our	case,	unexpected	aggression	because	of	frontal	
lobe	injury	could	be	a	possible	factor	behind	the	self‑removal	
of	 the	FB.	 Infectious	 complications	are	more	 frequent	with	
CSF	leaks,	air	sinus	wounds,	transventricular	injuries,	or	with	
crossing	the	midline	occur[8]	and	causes	higher	morbidity	and	
mortality.	Most	of	the	CSF	leaks	following	trauma	generally	
resolve	with	 conservative	management.[9]	 Surgical	 removal	
of	FB	should	be	performed	within	12	h	 from	the	 trauma	 to	
minimize	the	risk	of	infectious	complications,	most	commonly	
meningitis.[9]	Cephalosporins	are	the	most	preferred	antibiotics	
for	 prophylaxis.[8]	 In	 our	 case,	 the	 FB	did	not	 involve	 the	
middle	line	or	major	vascular	trunks	and	not	causing	a	SAH.	
Though	he	was	 from	remote	 location	and	 reported	beyond	
12	h	from	the	injury,	we	have	not	encountered	any	infectious	
complication.	As	per	 the	recommendation,	we	have	put	 the	
patient	on	cephalosporin	[Cefotaxime]	antibiotic	prophylaxis	
and	sought	urgent	neurosurgery	intervention.	The	CSF	leak	
was	also	resolved	spontaneously	following	removal	of	the	FB.

Conclusion
This	 case	 underscores	 the	 importance	 of	 having	 a	 high	
suspicion	 for	 the	presence	 of	 an	 intracranial	 injury	 in	 the	
setting	of	 impacted	orbital	 FB.	Here,	we	have	obtained	an	
excellent	 outcome	without	 any	neurosurgical	 intervention	
after	 self‑removal	of	 the	FB	and	complete	 recovery	without	
any	sequels	under	observation	and	broad	spectrum	antibiotic	
prophylaxis.	But,	it	is	recommended	to	have	a	team	approach	
comprising	of	ophthalmologist,	radiologist,	anesthesiologist,	
and	 neurosurgeon	 for	managing	 such	 cases	 scientifically	
and	efficiently	with	aggressive	and	timely	workup	as	well	as	
prompt	surgical	management.
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history	of	unconsciousness	following	the	injury.	No	history	of	
any	other	illness	or	injury	was	present	except	he	was	diabetic	
and	hypertensive.	He	had	come	 to	our	hospital	about	13	h	
after	 the	 injury	had	occurred.	On	 examination,	 the	patient	
was	fully	conscious	and	well	oriented.	A	wooden	[bamboo]	
FB	was	 seen	projecting	 from	 right	palpebral	 aperture	 and	
firmly	impacted	in	an	upward	direction	towards	the	upper	
part	 of	 the	orbit	 [Fig.	 1].	 Sight	was	 conserved	 in	 right	 eye.	
There	was	no	 apparent	 distortion	 or	 injury	 in	 right	 globe	
with	clear	cornea,	well‑formed	anterior	chamber,	normal	iris	
details,	and	pupillary	reaction.	Left	eye	was	within	normal	
limit.	Upon	movement,	 dribbling	 of	 clear	 fluid	 from	 the	
projected	end	of	the	FB	had	raised	suspicion	of	intracranial	
extension.	 The	 patient	was	 admitted,	 given	 prophylactic	
Tetanus	Toxoid	injection,	and	started	on	prophylactic	broad	
spectrum	intravenous	antibiotic	Cefotaxime	and	intramuscular	
nonsteroidal	 anti‑inflammatory	medication	Diclofenac.	An	
urgent	computed	 tomography	 (CT)	scan	of	brain	and	orbit	
was	advised,	which	revealed	a	linear	FB	piercing	the	superior	
aspect	of	 right	orbit	 through	superior	muscle	 complex	and	
right	 frontal	 sinus	 and	 into	 right	 frontal	 lobe	 of	 brain	 by	
fracturing	 roof	of	 right	orbit.	There	was	 laceration	 in	 right	
frontal	 lobe	without	 any	 intracranial	hemorrhage	 (ICH)	or	
pneumocephalus.	The	globe	integrity	was	preserved	except	
mild	indentation	by	the	FB	[Fig.	2].	An	urgent	neurosurgical	
intervention was sought and he was shifted to neurosurgery 
department.	But	due	to	uncontrolled	hypertension,	he	could	
not	be	taken	up	for	immediate	surgery.	As	observed	by	the	
attendant,	while	he	was	kept	admitted	in	the	intensive	care	
unit, he himself had pulled out the FB in his agony due to 
pain.	Soon	after,	he	was	relieved	from	pain	to	some	extent.	
He	was	examined	immediately	and	found	to	be	stable	with	
fully	 conscious	 and	 oriented.	 The	wound	was	 examined	
meticulously	for	any	remnant	of	FB.	The	FB	track	was	clean	
with	 no	 remnant	 of	 FB	with	 no	 cerebrospinal	 fluid	 (CSF)	
leak	was	found.	Hemostasis	was	achieved	using	absorbable	
gelatin	 sponge	 and	 the	wound	was	 closed	 by	 suturing	 in	
layers.	He	was	kept	 admitted	under	 close	monitoring	with	
bed	rest	and	strict	maintenance	of	precautions	to	reduce	or	
eliminate	increases	in	intracranial	pressure	with	prophylactic	
medications	for	72	h.	Postoperative	recovery	was	uneventful,	
no	 signs	 of	CSF	 leak	were	 found.	 Postoperative	magnetic	
resonance	imaging	(MRI)	scan	was	performed	after	24	h,	which	
revealed	no	residual	foreign	body,	no	evidence	of	CSF	leak	
inside	the	wound,	no	ICH	or	pneumocephalus,	with	the	globe	
was	normal	in	position	and	integrity.	Later,	he	was	discharged	
from	the	hospital	with	normal	sensorium.	He	was	on	regular	
follow‑up	for	5	years	since	then	and	was	found	to	be	leading	
his	daily	life	happily	without	any	sequel	of	the	injury	[Fig.	3].

Discussion
In	rural	part	of	India,	wooden	FBs	in	orbit	are	seen	in	farmers	
and	agriculture	workers	due	to	nature	of	their	work.	But,	the	
ability	of	an	object	to	penetrate	bony	orbit	and	enter	intracranial	
cavities	is	based	on	a	number	of	factors:	energy,	features	of	the	
object	[tip,	shape,	velocity],	and	angle	of	approach.[2]	In	cases	
of	nonmetallic	[wooden	as	obvious	in	our	case]	FB,	MRI	scan	
is	the	investigation	of	choice	to	determine	the	course	of	FB	and	
any	associated	intracranial	damage.	But	keeping	in	mind	the	
economic	factors,	time‑consuming	MRI	procedure	requiring	
patient	cooperation	and	readily	available	CT	scan	units,	a	CT	
scan	of	brain	and	orbit	was	ordered.	Though	in	postoperative	
period,	MRI	scan	was	performed	to	ensure	complete	removal	
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Oral mucosa for reconstructive surgery 
in a case of severe inflammatory 
necrotizing sclero-uveitis

José Lamarca‑Mateu1,2, Borja Salvador‑Culla2,  
Alba Gómez‑Benlloch2, Rafael I Barraquer1,2

The	purpose	of	this	case	is	to	show	the	efficacy	of	buccal	mucosa	
as	an	alternative	to	treat	a	case	of	severe	necrotizing	sclero‑uveitis	
(NSU)	 associated	 with	 ocular	 perforation.	 We	 show	 a	 severe	
inflammatory	 NSU	 case	 that	 did	 not	 improve	 with	 topical	
treatment	and	scleral	patch.	We	performed	a	buccal	mucosa	graft	
taken	from	the	lower	lip	with	excellent	functional	and	anatomical	
result,	 with	 no	 signs	 of	 relapse	 of	 the	 NSU	 after	 2	 years	 of	
follow‑up.	 Buccal	 mucosa	 can	 be	 a	 safe,	 useful,	 and	 effective	
alternative	for	the	reconstruction	of	the	scleral	wall.

Key words:	Amniotic	membrane	transplantation,	buccal	mucosa,	
necrotizing	scleritis,	necrotizing	sclero‑uveitis,	oral	mucosa

Scleritis	is	an	inflammatory	disease	that	presents	with	edema	and	
infiltrates	that	affect	the	entire	thickness	of	the	sclera.	It	is	frequently	
associated	with	 systemic	 inflammatory	diseases	 (80%).[1,2] 
Necrotizing	 scleritis	 constitutes	 the	most	aggressive	 form	of	
scleritis.	It	typically	appears	in	the	elderly	ages,	bilaterally	(50%),	
and	can	severely	affect	visual	acuity	(VA)	(>50%).[3] The risks of 
associated	systemic	disease	and	visual	loss	in	necrotizing	scleritis	
is	high	(80%	and	50%,	respectively).[4]	Symptoms	include	pain	

and	redness.	On	examination,	we	can	find	distorted	or	occluded	
episcleral	blood	vessels,	scleral	necrosis,	and	sometimes	anterior	
uveitis	 (sclero‑uveitis).[5]	 The	prevalence	of	 sclero‑uveitis	 is	
low,	unless	associated	with	a	 systemic	disease.[5] Among the 
most	common	causes	of	sclero‑uveitis,	we	can	 include	herpes	
virus	 infection,	 rheumatoid	arthritis,	 tuberculosis,	 sarcoidosis,	
or	other	 rheumatologic	diseases.[5]	Treatment	of	necrotizing	
sclero‑uveitis	(NSU)	consists	of	systemic	corticosteroids,	combined	
with	 immunosuppressants	 and/or	 immunomodulators.[6,7] 
Surgery	 is	reserved	only	 to	 treat	complications,	mainly	ocular	
perforation.	In	these	cases,	a	conjunctival	flap	or	other	autologous	
tissue	grafts	may	be	an	option.[8]

Case Report
An	86‑year‑old	male	presented	 to	our	hospital	 for	a	second	
opinion	with	a	history	of	NSU	in	the	right	eye	(RE)	refractory	to	
treatment	with	ofloxacin	drops	three	times	a	day,	brinzolamide	
twice	a	day,	and	latanoprost	every	night.	His	past	ocular	history	
included	evisceration	of	the	left	eye	1	year	before,	secondary	
to	 a	 corneal	 perforation.	Uncorrected	VA	was	 0.3	decimal	
(20/60)	and	best‑corrected	VA	was	0.6	(20/32).	On	examination,	
RE	presented	conjunctival	hyperemia,	very	engorged	scleral	
vessels,	and	an	area	of	de‑epithelialization	with	scleral	thinning	
with	perforation	 [Fig.	 1].	Anterior	 chamber	was	deep,	with	
moderate	 Tyndall	 flare,	 abundant	 cells,	 and	 endothelial	
keratic	precipitates.	Intraocular	pressure	(IOP)	was	8	mmHg.	
Fundus	examination	confirmed	that	the	vitreous	cavity	was	
uninflamed.	Thus,	a	diagnosis	of	NSU	was	suspected.

Although	 clinically	 the	 lesion	did	 not	 look	 infectious,	
corneal	 scrapes	were	 taken	 to	 rule	 out	 infective	 etiology,	
which	 came	back	negative.	 In	 addition,	 blood	 samples	 for	
immunological	(p‑ANCA,	c‑ANCA,	ANAs,	rheumatoid	factor,	
ECA,	B27)	and	 infectious	 (hepatitis,	HIV,	 syphilis)	markers,	
Mantoux/quantiferon‑TB	Gold	 test,	 and	 radiodiagnosis	
tests	were	performed	 to	 rule	out	 systemic	diseases.	General	
examination	did	not	show	any	abnormalities	or	signs	of	systemic	
disease,	 such	as	 rheumatoid	arthritis.	Given	 the	 seriousness	

Cite this article as: Lamarca-Mateu J, Salvador-Culla B, Gómez-Benlloch A, 
Barraquer RI. Oral mucosa for reconstructive surgery in a case of severe 
inflammatory necrotizing sclero-uveitis. Indian J Ophthalmol 2020;68:221-3.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

For reprints contact: reprints@medknow.com

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_671_19

PMID: 
*****

Transorbital	orbitocranial	penetrating	injury	due	to	bicycle	brake	
handle	in	a	child.	Pediatr	Neurosurg	2007;43:498‑500.

4.	 Kasamo	S,	Asakura	T,	Kusumoto	K,	Nakayama	M,	Kadota	K,	
Atsuchi	M,	et al.	Transorbital	penetrating	brain	injury	[in	Japanese].	
No	Shinkei	Geka	1992;20:433‑8.

5.	 Kasper	EM,	Luedi	MM,	Zinn	PO,	Rubin	PA,	Chen	C.	Retained	
transorbital	 foreign	body	with	 intracranial	 extension	after	pipe	
bomb	explosion.	Surg	Neurol	Int	2010;1:94.

6.	 Bodanapally	UK,	Saksobhavivat	N,	Shanmuganathan	K,	Aarabi	B,	
Roy	AK.	Arterial	 injuries	 after	 penetrating	 brain	 injury	 in	

civilians:	Risk	factors	on	admission	head	computed	tomography.	
J	Neurosurg;	2015;122:219‑26.

7.	 Grafman	 J,	 Schwab	 K,	Warden	 D,	 Pridgen	A,	 Brown	HR,	
Salazar	AM.	 Frontal	 lobe	 injuries,	 violence,	 and	 aggression.	
Neurology	199646:1231.

8.	 Kazim	SF,	Shamim	MS,	Tahir	MZ,	Enam	SA,	Waheed	S.	Management	
of	penetrating	brain	injury.	J	Emerg	Trauma	Shock	2011;4:395‑402.

9.	 Le	 C,	 Strong	 EB,	 Luu	 Q.	 Management	 of	 anterior	 skull	
base	 cerebrospinal	 fluid	 leaks.	 J	Neurol	 Surg.	 B	 Skull	 Base	
2016;77:404‑11.

Mangesh.Kamble
Rectangle


