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ABSTRACT

An intraocular foreign body (IOFB) is mainly acquired via a penetrating globe injury. Some foreign bodies like glass 
have an inert nature, and the timing of intervention can be delayed, but foreign bodies like metals have a toxic effect 
on the eye and require urgent removal.
We present a case of a young male with a penetrating globe injury following a road traffic accident. He acquired a 
foreign body glass piece in his left eye, which was initially missed. Upon thorough examination, it was found at the 
inferotemporal quadrant of the retina. Considering the inert nature of IOFB and the risks of bleeding and damage 
to the surrounding intraocular structures, we decided not to remove it. The patient has been stable for four years 
with good vision in the same eye.
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Introduction
Foreign bodies like glass are easily missed due 

to their transparent nature. An intraocular foreign 
body (IOFB) may need urgent removal if there is 
a risk of developing endophthalmitis [1, 2]. If the 
IOFB is inert, it is best to observe because there is 
a risk of intraoperative bleeding and injuring other 
intraocular structures during removal.

Here, we present a case of a retained intraoc-
ular glass piece following a road traffic accident 
(RTA). It serves as a challenging case because the 
glass piece was not removed, and it has stayed inert 
for four years.

Case report
A 28-year-old healthy male presented with 

a road traffic accident four years ago. His spectacles 

broke in the accident and he was uncertain whether 
the glass pieces had penetrated his left eye.

On initial presentation, visual acuity was 
20/20 (–3.25 DS) in the right eye and hand move-
ment in the left. The right eye looked fine, while 
the left eye had a scleral tear measuring 9 mm from 
the 1 to the 5 o’clock position with hyphaemia. 
A foreign body glass piece had penetrated through 
this tear, which was missed until performing B-scan 
and CT several weeks after the primary repair.

Four weeks following repair, his visual acuity im-
proved to 20/100 with pinhole in the affected eye. 
Sutures of primary repair were intact, but traumatic 
cataract developed and fundoscopy showed vitreous 
haze. B-scan showed vitreous haze inferiorly (Fig. 1). 
Computed tomography (CT) orbits showed a ra-
dio-opaque foreign body within the anteroinferior 
aspect of left globe measuring 1.8 × 1.0 cm and 
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haemorrhage in the posterior chamber (Fig. 2). 
The traumatic cataract was removed with posterior 
chamber intraocular lens (PCIOL) placement, and 
pars plana vitrectomy with air tamponade was per-
formed to remove the vitreous haemorrhage. A glass 
piece fixed in the inferotemporal quadrant of the 
retina was visible during vitrectomy, but we decided 
not to manipulate it because there was a risk of fur-
ther bleed. On the first postoperative day, his visual 
acuity was 20/80 with pinhole, anterior chamber 
was quiet and deep, cornea was clear, and IOL was 
in place. He was routinely followed, and his visual 
acuity gradually improved to 20/25 with –3.25DS 
in his left eye over a period of six months. The 
glass piece remained quiescent during his yearly 
follow-up for four years.

Discussion
In all cases of RTA, IOFB needs to be excluded, 

beginning with the history, with particular empha-
sis on the mechanism of injury. High suspicion for 
IOFB should always be maintained [2]. Complete 
ocular examination is highly important to rule out 
IOFB, even if there is no evidence — a CT scan 
needs to be done to rule it out.

An intraocular foreign bodies account for almost 
40% of penetrating ocular injuries [3, 4]. Seven-
ty-five per cent of IOFBs lodge in the posterior 
segment [5]. They can cause damage to the eye by 
mechanical injury, introducing infection and exert-
ing a toxic effect to the surrounding structures [6].

The decision regarding IOFB removal is de-
termined by several factors, including the risk of 
endophthalmitis and the nature of the foreign 

body. If the risk of endophthalmitis is high and 
the IOFB is metallic in nature, vitrectomy with 
removal of IOFB should be considered as soon as 
possible [1, 2]. If the IOFB is dormant, removal 
can be delayed, and such patients can be followed 
up regularly.

Hwi et al. reported a case of an infant who 
acquired an intraocular glass piece following RTA. 
The glass piece was lodged between the right optic 
disc and the fovea. It measured 3.5 mm × 4.0 mm, 
much smaller than in our case, which measured 
1.8 cm × 1.0 cm. In this case, the glass piece was 
not initially removed. It was later removed when 
the child gained increased mobility and developed 
cataract [7]. In certain cases, the inert IOFBs can 
be left in situ and the patient can be observed over 
time [8, 9]. 

In our case, the foreign body was not removed 
because the patient had a vitreous haemorrhage, and 
removal during vitrectomy could have led to further 
bleeding by injuring surrounding structures. Con-
sidering the risk of intraoperative bleeding and the 
inert nature of the glass piece, it was left in place. 
Although our patient had retained IOFB, his visual 
acuity improved to normal with time, and he has 
remained stable for four years with yearly follow-up.

Conclusions
In all cases of RTA, there should be suspicion 

of IOFB. Intraocular foreign body should always 
be ruled out by means of CT scan in adjunct with 
B-scan. The decision regarding the removal of an 
IOFB can be deferred in cases where the nature of 
IOFB is inert, it is fixed in place, and there are risks 

Figure 2. Computed tomography (CT) scan showing intraocular 
foreign body (IOFB) in the left eye

Figure 1. B-scan showing vitreous haemorrhage and intraocular 
foreign body (IOFB) in the left eye
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of bleeding and damage to surrounding intraocu-
lar structures.
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