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Abbreviations: IOFB, intraocular foreign body; CT, computed 
tomography; MRI, magnetic resonance imaging; BCVA, best 
corrected visual acuity; RAPD, relative afferent pupillary defect; 
SPH, sphere; CYL, cylinder; ERG, electroretinogram; DB, decibel; 
D, diopter; mmHg, millimeter of mercury; mm, millimeter 

Background
Intraocular foreign bodies (IOFBs) resulting from penetration 

into eye chambers, accounted for 18-41% of all open injuries.1 The 
complications of IOFB depend on the nature of the material, which 
penetrates into the ocular tissue. It has been reported that metallic 
foreign bodies are more common than other materials naturally. They 
can induce traumatic cataract and intraocular inflammation, which 
may cause emergency interventions because of visual deterioration 
or even eye loss.2 However, they have been rarely reported to 
remain in the chambers for long time without resulting in visual 
impairment. IOFBs can be found in the anterior segment such as 
cornea, anterior chamber, anterior chamber angle, in the posterior 
segment (vitreous cavity) or they can even be embedded in the retina/
sclera.3 The management of IOFB depends on presentation of the 
problem and surgically clinical assessment. They can be removed 
by an intraocular magnet or a surgical process, so the decision of 
surgical interventions should be based on different factors including 
the chemical composition of the foreign body, size and the potential 
for infection.  Non-metallic intraocular foreign bodies may remain 
quiescent for many years, while intra chamber metallic foreign body 
has rarely been reported in the literature. In this report, we present a 
case of anterior chamber metallic foreign body in place for 30 years 
with inappropriate symptoms. 

Case presentation
A 62-year-old man was referred to our ophthalmology department- 

Nikookari hospital for the first time because of gradually decreased 
visual acuity in his left eye since 2 years ago. There was a history of 
ocular trauma while hammering approximately 30 years before the 
first ophthalmologic visit. He has not felt any discomfort; therefore he 
did not refer to a physician. On the first examination, his uncorrected 

visual acuity was 20/20 in the right eye and 20/40 in the left eye. 
He was presented with orthotropia at far and near distances without 
correction. The manifest refraction revealed sph=-0.5D cyl-0.25D 
axis 180° in the right eye and sph =-1.5D cyl-2D axis 120° in the left 
eye. The best-corrected visual acuity (BCVA) was 20/20 in the right 
eye and 20/25 in the left eye. The intraocular pressure was determined 
13 mmHg and 12 mmHg in the right and left eye, respectively. 
The evaluation of Relative Afferent Pupillary Defect (RAPD) was 
negative. On slit-lamp examination, a spot like pigmentations on the 
corneal endothelium were detected without corneal edema. There was 
also an old scar with sharp borders sized of 2×2mm in the mentioned 
area.

The anterior chamber showed cell reaction 0.5+ and flair 1+. The 
iris was perforated in 6 o’clock hour position and there was an iris cyst 
nearby the perforation, and iris adhesion was also detected around the 
foreign body situation (Figure 1). At the same described site of iris, 
a metallic foreign body without any membranous capsule was found 
to be fixed to iris at the upper site of perforation (Figure 2). In further 
investigations there were not alteration of the pigmented epithelium 
and iris stroma. Moreover, Posterior synechiae at the pupillary border 
was not observed. Lens examination was also conducted, where 
different pigmented spots on the anterior capsule were discovered. 
Besides, nuclear cataract sclerosis was detected without traumatic 
cataract signs. 

In addition, dilated fundus examination of the left eye did not 
reveal any pathologic abnormalities in the anterior vitreous. The disk 
and macula were intact in the left eye. The axial and coronal orbit 
CT scan results reported a metallic foreign body near by the anterior 
surface of left lens (Figure 3). Scotopic ERG determined a wave 
amplitude 30 dB and b wave 78 dB, that indicative for mild decrease 
in both amplitude waves. Photopic ERG did not show any changes 
in amplitude waves. Decrease of visual acuity is justifiable with 
nuclear cataract sclerosis and mild uveitis. The patient treated with 
topical anti-inflammatory (eye drop betamethasone) and mydriatic/
cycloplegic (eye drop homatropine) and followed up for response to 
our medication.
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Abstract

Intraocular foreign bodies (IOFBs) resulting from penetration into eye chambers are 
usually accompanied by notable visual impairment. We report here in a 62-year-old man 
with asymptomatic IOFB for 30 years. His uncorrected visual acuity was 20/20 in the right 
eye and 20/40 in the left eye. He had not been treated because he did not experience any 
discomfort until gradually decreased of visual acuity science 2 years ago. IOFBs can be 
harmful because a penetrating ophthalmic wound, while they may be associated with no 
inflammatory signs for many years as in this patient’s clinical presentation. 
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Figure 1 Retentional foreign body in slit- lamp view.

Figure 2 Retentional foreign body in gonioscopic view.

Figure 3 Intraocular foreign body in axial view of orbital CT.

Discussion
Intraocular foreign bodies can cause ocular damages due to 

penetrating injuries and related complications or foreign body infection. 
They can induce chemical inflammatory reactions particularly if they 

contain iron (siderosis) or copper (chalcosis).4–6 Most of the patients 
with retained intraocular foreign bodies developed cataract formation 
which results in impaired vision. Other complications of retained 
IOFBs could be uveitis, glaucoma, endophthalmitis and intraocular 
metallosis and Siderosis bulbi. Thus, IOFBs require prompt evaluation 
and management; as they might lead to threatening complications of 
the vision. History taking and ocular examination are two keys of 
IOFBs diagnosis.7 Radiologic imaging such as plain X-rays, ocular 
ultrasonography, computed tomography and magnetic resonance can 
be used for the detection and localization of the penetrated object.7–10 
Plain X-ray is known as a screening modality for IOFBs, while 
localization of IOFBs without limbal ring is one of the limitations 
of this method. B-scan ultrasonography is able of detecting metallic 
IOFBs, however the sensitivity is operator dependent and the use of 
ultrasound is contraindicated in globes suspected of rupture. CT scan 
is currently considered as the gold standard of diagnosis, not only 
formetallic bodies, but also for non-metallic IOFBs, while MRI is 
contraindicated to detect metallic IOFBs. Magnetic Resonance could 
be considered as the best choice of diagnosis for non-metallic foreign 
bodies.11

Clinical features associated with better visual acuity outcomes 
include better presenting visual acuity, absence of clinical 
endophthalmitis, non-virulent organism culture, non- retinal 
detachment, small sized foreign body, minimal involvement of other 
intraocular structures and immediate surgery.12–14 Management of 
IOFB includes initial assessment of its size, site, material, potential 
for infection, and degree of lenticular and other intraocular damage. 
Small metallic foreign bodies which do not affect the visual axis, 
accompanied with clear lens and without intraocular damage or 
inflammation are often conservatively treated with topical antibiotic 
and steroids. If any complication develops, the removal of the foreign 
body would be necessary.15 IOFB surgery includes wound closure for 
prevention of endophthalmitis and removal of IOFB, which should be 
planned immediately by means of an elective surgery.16 It has been 
proved that delayed repair of these wounds could increase the risk 
of expulsive hemorrhage and extrusion of intraocular contents plus 
the infectious complications.17 Anterior segment foreign bodies can be 
removed at the time of primary repair but removal of posterior segment 
foreign bodies depends on surgeon’s clinical assessment. Arnaiz et 
al.18,19 have suggested that the reason for prolonged asymptomatic 
retained IOFBs might be IOFBs encapsulation by a thin membrane at 
the area.18 They also reported a case of noninfectious endophthalmitis, 
induced by a retained IOFB in the posterior wall of the left eye for 16 
years.19

Lin et al.20 also reported an occult plastic intravitreal foreign body 
which has been retained for 30 years. It was accidently discovered 
and removed through the cataract operation. A case presented by Al-
tamimi described a peculiar case of a retained inert piece of fireworks 
placed in the anterior chamber for more than five years. It was 
reported as non-mobile object, placed out of endothelium and without 
inflammatory reaction. As the foreign object has not impaired the 
patient’s vision, it was decided to be followed conventionally.21 The 
intraocular foreign body of this report occurred as an occupational 
hazard by hammering. It was entered through the peripheral cornea. 
Studies have confirmed that the portal of entry for intraocular foreign 
bodies is predominantly corneal.22 In addition, patient’s visual acuity 
did not seem to be affected as any pathological changes were not 
detected in the injured eye. Findings from this report implied a rare 
possibility of intact vision while the presence of intraocular metallic 
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foreign bodies. The explanation for the recent vision impairment 
in this patient is justifiable with nuclear cataract sclerosis; however 
despite the presence of the prolonged metallic foreign body, the vision 
was not greatly affected.
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