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Male, 31-year-old

Post-traumatic endophthalmitis secondary to a full-thickness corneal laceration with a retained IOFB
following a delayed presentation

Eye pain

Ophthalmology

Unusual clinical course

Management of posterior segment intraocular foreign bodies is challenging, requiring the preservation of ocular
integrity and restoring vision. Traumatic endophthalmitis occurs in 7% to 13% of penetrating injuries, particu-
larly with coexisting intraocular foreign bodies. Managing posterior segment intraocular foreign bodies poses
significant challenges due to their complex clinical presentation and the need to achieve multiple goals during
treatment. This unusual case of a large metallic intraocular foreign body associated with traumatic cataract,
retinal detachment, and endophthalmitis underscores the challenges of diagnosis and management.

A 31-year-old man presented with pain and vision loss in the left eye 7 days after penetrating trauma by a me-
tallic foreign body. Examination showed visual acuity 20/20 (logMAR 0.00) in the right eye and hand movement
(logMAR 3) in the left. There was a full-thickness inferior 2-mm corneal laceration with iris incarceration, an-
terior chamber reaction with fibrinous exudation, and a traumatic cataract, with no retinal view. Imaging con-
firmed the presence of an intraocular foreign body and endophthalmitis with an associated rhegmatogenous
retinal detachment at the time of vitrectomy. The 35-mm foreign body was successfully removed. However,
the intraocular foreign body was not detected initially on B-scan ultrasonography, reflecting the diagnostic and
therapeutic challenges, as well as the importance of computed tomography imaging.

This case report highlights the complexity of managing a large retained intraocular foreign body, underscoring
the rarity of its size, complicated by endophthalmitis, traumatic cataract, and rhegmatogenous retinal detach-
ment, emphasizing the importance of multimodal imaging, individualized treatment approaches, and contin-
ued research to improve management of similar conditions.

Cataract ¢ Endophthalmitis ¢ Eye Injuries, Penetrating e Intraocular Foreign Bodies ¢
Retinal Detachment ¢ Vitrectomy
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Introduction

Post-traumatic endophthalmitis is a serious complication result-
ing from open-globe injuries [1]. Physical effects of the trauma
have a significant impact on visual function in addition to the
virulent organisms causing post-traumatic endophthalmitis;
thus, the outcome for this type of endophthalmitis is signifi-
cantly worse than that of postoperative endophthalmitis [1,2].

Ocular traumas, especially those involving intraocular foreign
bodies, can lead to severe consequences such as endophthalmi-
tis, phthisis bulbi, and permanent vision loss [3]. Several stud-
ies have demonstrated the factors influencing prognosis, in-
cluding the type of injury, microbiological virulence, presence or
absence of intraocular foreign bodies and retinal detachment,
as well as the interval between injury and treatment [1,2,4,5].
A thorough ophthalmic examination is essential for the detec-
tion of intraocular foreign bodies, as clinical findings can pro-
vide the first indication of their presence. However, in cases
where the initial ophthalmic evaluation is inconclusive or can-
not be adequately performed because of trauma-related fac-
tors, radiological assessment plays a crucial role in establish-
ing an accurate diagnosis and determining the location, size,
and characteristics of the foreign body [6,7].

Managing posterior segment intraocular foreign bodies poses
significant challenges due to their complex clinical presenta-
tion and the need to achieve multiple goals during treatment,
involving preservation of ocular integrity, removal of the for-
eign body, and optimizing the functional visual recovery. At
present, pars plana vitrectomy is regarded as the preferred
technique for managing disorders of the posterior segment,
including those complicated by retained intraocular foreign
bodies [8]. Similar cases reported in the literature have de-
scribed retinal detachment, traumatic cataract, and infectious
endophthalmitis as frequent complications of delayed intra-
ocular foreign body presentation, often associated with poor
visual prognosis. Nevertheless, several studies demonstrated
that prompt pars plana vitrectomy, intravitreal antibiotic ad-
ministration, and appropriate retinal repair techniques can im-
prove anatomical integrity and visual outcomes in these com-
plex injuries [9-11]. Therefore, we present a complex case of a
large intraocular foreign body associated with traumatic cat-
aract, retinal detachment, and endophthalmitis following de-
layed presentation of an open-globe injury, highlighting the
diagnostic and therapeutic challenges.

Case Report

A 31-year-old man presented to our ophthalmology emer-
gency department in August 2025 with left eye pain and loss
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of vision 7 days after sustaining a penetrating trauma with a
large metallic object.

Examination of the patient revealed full extraocular motility.
Visual acuity was 20/20 (logMAR 0.00) in the right eye and
hand movement (logMAR 3) in the left eye, with a mid-dilat-
ed, non-reactive pupil. Anterior segment examination of the
left eye showed conjunctival injection, an inferior 2-mm full-
thickness corneal laceration at 6 o’clock reaching the limbus
and incarcerated by iris tissue, with negative Seidel test, an-
terior chamber reaction with +4 cells, and fibrinous exuda-
tion associated with traumatic cataract and a violated poste-
rior lens capsule. The view of the fundus was obscured. The
patient was protected with a clear eye shield and sent to our
radiology department to rule out the presence of intraocular
foreign bodies.

A computed tomography (CT) scan of the brain and orbit re-
vealed a large left intraocular semicircular well-defined object
seen obliquely. Visualization of the foreign body was partial-
ly limited by the artifact; however, there were no intracranial
abnormalities (Figure 1A-1D). Furthermore, gentle B-scan ul-
trasonography (US) was done, indicating dense vitreous opac-
ities, and an orbital X-ray was obtained (Figure 2A, 2B).

The patient was diagnosed with post-traumatic endophthal-
mitis secondary to a full-thickness corneal laceration with a
retained intraocular foreign body following a delayed presen-
tation. Thus, primary repair included a 2-mm corneal wound
suturing and intravitreal injection of antibiotics. Accordingly,
the surgical retina team was consulted for further manage-
ment and surgical intervention was subsequently planned for
the left-eye intraocular foreign body with possible intra-or-
bital foreign body, traumatic cataract, and endophthalmitis.

Conjunctival peritomy under general anesthesia was per-
formed intraoperatively, demonstrating a clear exam up to
the equators, without evidence of perforation. Lens remov-
al was performed, followed by pars plana vitrectomy, which
revealed a rhegmatogenous retinal detachment with a large
break. Isolation of the foreign body was subsequently carried
out (Figure 3A, 3B). After shaving, perfluorocarbon liquid was
injected with enlargement of the scleral wound up to 7 mm,
followed by extracting a large curved metallic nail measuring
approximately 35 mm using forceps (Figure 4A, 4B). We per-
formed surgical inferior peripheral iridotomy with a 360-degree
endo-laser. Fluid air exchange was followed by injection of sil-
icone oil 1300 centistokes. Closure of all wounds and scleroto-
my with intravenous antibiotic injection to the vitreous cavity.
The complete surgical technique is demonstrated in Video 1.

Postoperatively, the patient reported no pain, and he had vi-
sual acuity of counting fingers (logMAR 2) with intraocular
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Figure 1. Computed tomography images without contrast of an intraocular radio-opaque semicircular object positioned obliquely.
(A, B) Axial view showing the semicircular intraocular foreign body in the left eye (white arrow). (C) Coronal view. (D) Sagittal
view.

Figure 2. An obliquely oriented C-shaped foreign body is visible on the X-ray of the left orbit. (A) Anteroposterior view (white arrow).
(B) Lateral view.
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Figure 3. Foreign body extraction during pars plana vitrectomy. (A) Foreign body isolation during pars plana vitrectomy using the ZEISS
RESIGHT viewing system. (B) Bimanual dissection and release of the foreign body and associated fibrosis from the retina.

e Y ; 5 T -~ A /
Figure 4. Metallic foreign body. (A) C-shaped foreign body visualized under Zeiss microscope. (B) The foreign body measured
approximately 35 mm using a KLS Martin caliber.

Video 1. Step-by-step pars plana vitrectomy demonstrating
removal of a large metallic intraocular foreign body
followed by retinal detachment repair and silicone oil
tamponade.

Dr. Adel Alahmadi

Vitreoretinal Consultant

pressure (IOP) of 14 mm Hg. The AS view showed a clear cor-
nea with loose corneal sutures, silicone oil bubble in the an-
Ohud Hospital - ESC T terior chamber with patent peripheral iridotomy and apha-
I kia. B-scan US demonstrated a flat retina under silicone oil.
Eventually, the corneal sutures were removed, and topical
antibiotic eye drops along with continued tapering of topical
steroid drops were prescribed. The patient was instructed to
maintain a strict face-down position until review in the clin-

ic for further follow-up.
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After 2 weeks, the visual acuity declined to light perception
due to the formation of a pupillary membrane, which was
treated with topical steroids along with the aphakic status of
the lens and the presence of silicone oil in the vitreous cavity.

While the long-term visual prognosis remains uncertain due to
the extent of ocular trauma, future management may include
silicone oil removal and consideration of secondary intraocu-
lar lens implantation. These interventions may offer addition-
al visual rehabilitation depending on the final anatomical and
functional outcomes.

Discussion

Traumatic endophthalmitis has been reported in approxi-
mately 7% of penetrating ocular injuries, with the incidence
increasing to 13% when an intraocular foreign body is pres-
ent [5]. However, the incidence is higher in young men, par-
ticularly those residing in rural areas or working in high-risk
environments [12].

Our patient presented unusually late, with traumatic cata-
ract, posterior capsule rupture, and rhegmatogenous retinal
detachment, predicted a poor visual prognosis. Notably, the
large metallic intraocular foreign body was initially missed on
the B-scan US, emphasizing the critical role of CT for diagno-
sis and the need for interpretation. B-scan, CT-scan, and mag-
netic resonance imaging (MRI) have been used to detect and
diagnose intraocular foreign bodies. The appropriate imaging
modality for visualization and localization depends on the sus-
pected nature and location of the intraocular foreign body. CT
is considered the imaging modality of choice for suspected
intraocular foreign bodies because of its high sensitivity and
specificity for detecting metallic and radiopaque foreign bod-
ies, rapid acquisition time, and ability to precisely localize the
foreign body and assess associated orbital injuries [13,14]. In
contrast, MRI is generally contraindicated in suspected me-
tallic intraocular foreign bodies because of the risk of foreign
body migration and ocular tissue damage caused by the mag-
netic field [15]. Furthermore, although B-scan US can assist
in detecting vitreoretinal complications, its diagnostic accu-
racy may be limited in open-globe injuries due to severe me-
dia opacity, intraocular air, and distorted ocular anatomy, and
large metallic artifacts can further reduce the image quality;
therefore, it requires sophisticated machinery and skilled op-
erators to distinguish artifacts from intraocular foreign bod-
ies. In addition, direct probe pressure on the injured eye can
exacerbate the wound leakage and increase the risk of extru-
sion of intraocular contents [16]. As reported in earlier stud-
ies, CT imaging demonstrates substantially greater sensitivi-
ty in detecting intraocular foreign bodies (94.9%) compared
with B-scan US (51.9%) [17].
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Regarding management, evidence suggests that early surgical
repair, ideally within 24 hours, is associated with better visual
prognosis, provided no intraocular foreign bodies or lens rup-
ture is involved [1,18,19]. Nevertheless, our patient’s delayed
presentation and the complex clinical findings required indi-
vidualized surgical planning. The extracted metallic intraocular
foreign body, a curved nail, measured approximately 35 mm,
a large size that is rarely reported in the literature [20-23]. As
described in a previous cohort study, the size of the adult hu-
man eye measures around 24.2 mm (transverse) x 23.7 mm
(sagittal) x 22.0-24.8 mm (axial), with no significant variation
between sexes or age groups. However, the transverse diam-
eter can range from 21 mm to 27 mm [24]. Notably, the length
of the retained intraocular foreign body exceeded the average
dimensions of the adult globe and even surpassed the upper
limit of the reported transverse diameter. This striking size dis-
crepancy underscores the exceptional nature of this case and
highlights the rarity of successful retention and subsequent
surgical extraction of an intraocular foreign body whose di-
mensions exceed those of the ocular globe itself. Furthermore,
this large foreign body entered through a small 2-mm corne-
al wound, illustrating the unpredictable dynamics of pene-
trating trauma.

However, despite the patient’s delayed presentation, the prompt
administration of intravenous antibiotic and immediate removal
of the intraocular foreign body with the treatment of existing ret-
inal detachment and removing the cataract resulted in effective
resolution of the endophthalmitis. Nevertheless, the postopera-
tive vision remained poor, likely due to the aphakic status of the
lens along with the presence of silicone oil in the vitreous cav-
ity and the subsequent development of a pupillary membrane.

Conclusions

This case report underscores the complexity of managing a
large retained intraocular foreign body associated with endo-
phthalmitis, traumatic cataract, and rhegmatogenous retinal
detachment, and emphasizes the value of comprehensive mul-
timodal radiological imaging. The decision to perform vitrecto-
my should be individualized, considering each patient’s specific
presentation and clinical needs. Further research is warranted
to optimize the management of similar challenging conditions.

Institution Where Work Was Done
Ohud Hospital, Medina, Saudi Arabia.
Consent Statement

The authors clarify that they have obtained all appropriate pa-
tient consent forms. In the form, the patient has given consent
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for the use of images and other clinical information to be report-
ed in the journal. The patient understands that his name and
initials will not be published, and due to efforts will be made
to conceal his identity, but anonymity cannot be guaranteed.
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