CASE REPORT

Intraocular foreign body in the anterior chamber angle
misdiagnosed as herpetic stromal keratitis
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ABSTRACT

We report a case of a metallic intraocular foreign body (IOFB) retained in the anterior chamber (AC) angle that was masquerading
as herpetic stromal keratitis. A 41-year-old male construction worker was referred to our ophthalmology clinic with the complaint of
consistent blurred vision for 3 days in his left eye. He had no history of ocular trauma. The best-corrected visual acuity was found to
be 10/10 in the right eye and 8/10 in the left eye. On slit-lamp examination of the anterior segment, the right eye was normal, while the
left eye showed unilateral corneal edema and scarring, anterior lens capsule opacification, +2 cells in the AC, and the Seidel test was
negative. Fundus examination was normal bilaterally. Despite there not being history of it, we still suspected ocular trauma considering
the patient’s occupational risk. Consequently, an orbital computed tomography imaging was performed which revealed a metallic-IOFB
in the inferior iridocorneal angle. On the second follow-up day, the corneal edema regressed, and a gonioscopic examination of the
affected eye was performed, showing a small foreign body embedded in the inferior iridocorneal angle of the AC. Subsequently, the
IOFB was surgically removed using Barkan lens, and excellent visual results were achieved. This case emphasizes the importance of
considering IOFB in the differential diagnosis of patients with unilateral corneal edema and anterior lens capsule opacification. Fur-
thermore, the presence of IOFB should be definitely excluded in patients with occupational risk of ocular trauma even if there is no
history of trauma. More awareness about the proper use of eye protection should be raised to circumvent penetrating ocular-trauma.
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INTRODUCTION CASE REPORT

Penetrating ocular trauma with intraocular foreign body A 4l-year-old male patient who works in construction was

(IOFB) is a potentially vision-threatening injury that requires
prompt diagnosis and treatment. Estimates of the incidence
of IOFBs in cases of open globe injury vary from 16% to 41%.
1 The occurrence of IOFBs is mostly associated with work-
related injuries and is predominantly found in young male pa-
tients (92%—100%).”! The majority (58%—88%) of IOFBs are
seen in the posterior segment, whereas only 10%—15% reside
in the anterior chamber (AC).”! Detecting IOFBs in the AC
angle can be particularly challenging.!”! It is imperative to have
a high degree of clinical suspicion for IOFBs in patients with
ocular trauma or engage in high-risk activities, as some occult
IOFBs may be asymptomatically retained.'?!

referred to our ophthalmic clinic with an initial diagnosis
of herpetic stromal keratitis. He complained of persistent
blurred vision in his left eye for 3 days with no history of ocu-
lar trauma, pain, or foreign body sensation in the affected eye.
The patient admitted to not using protective eyewear while
working. On initial examination, the patient’s best-corrected
visual acuity was 10/10 in the right eye and 8/10 in the left
eye. Examination of the AC of the patient’s right eye using a
slit-lamp biomicroscope was unremarkable. In contrast, ex-
amination of the left eye revealed corneal edema and scarring,
as shown in Figure la. The Seidel test was negative, +2 cells
were present in the AC, with minimal opacification observed
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in the anterior lens capsule, as depicted in Figure |b. He had
sensation in the left cornea upon stimulation with a cotton
wisp. Fundoscopic examination of both eyes did not reveal
any abnormalities.

Due to the patient’s occupation, a penetrating eye injury was
suspected, and a non-contrast orbital computed tomography
(CT) scan was ordered to exclude the possibility of an IOFB.
The CT scan revealed a single small radiopaque IOFB (Fig.
2a). The patient was given topical moxifloxacin, prednisolone
acetate, cyclopentolate; tetanus prophylaxis; and oral moxi-
floxacin as prophylaxic measure against endophthalmitis. On
the second follow-up day, the corneal edema regressed, and a
gonioscopic examination of the affected eye was performed.
The examination revealed the presence of a small foreign
body embedded in the inferior iridocorneal angle of the AC
at the 6 o'clock position (Fig. 2b).

The patient underwent surgery in a timely manner, and with
the assistance of a Barkan lens, the metallic foreign body was
successfully extracted (Fig. 2c). At his |-year postoperative

follow-up visit, the patient’s visual acuity was 10/10 in his

left eye, with no complications (e.g., infections or any sign of
traumatic cataract).

DISCUSSION

There is a paucity of reports in the literature that docu-
ment cases with |[OFBs located in the AC. This patient had a
metallic foreign-body pierce through the cornea, then collide
against the anterior lens capsule before descending into the
inferior chamber angle, which was impossible to detect on
slit-lamp examination. The patient’s occupation suggests that
this injury was likely work related and went unnoticeable.
The patient denies any history of ocular trauma, pain, or for-
eign body sensation in his affected eye. Therefore, it is of
paramount importance that physicians maintain a high level
of suspicion for IOFBs in all patients with significant occu-
pational risk (e.g. construction workers, metal workers, and
stone cutters) who complain of any ocular symptoms, even if
they deny ocular trauma or the possibility of IOFBs.!"]

When suspecting an IOFB, all physicians should begin by ob-
taining a thorough medical history, paying special attention to

Figure 1. Biomicroscopic image of the patient’s left eye: (a) showing corneal edema and scarring (red arrow); and (b) showing anterior

lens capsule opacification (white arrow).

Figure 2. (a) Non-contrast CT scan showing an intraocular foreign body (red arrow) (b), Gonioscopic photo of the foreign body in the angle
of the anterior chamber of the left eye (white arrow) (c), Imaging of the foreign body at the iridocorneal angle with the Barkan lens during
the surgical operation (blue arrow). CT: Computed tomography.
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potential occupational risks that may provide insight into the
possible mechanism of the injury, and the nature and location
of the IOFB If a patient describes a high-velocity mechanism
such as hammering or grinding, the physician should become
increasingly suspicious of an IOFB. A comprehensive ocular
examination should be performed; this includes external in-
spection of the affected eye, visual acuity, slit-lamp exami-
nation, and fundus examination. Gonioscopy should also be
performed to visualize |IOFBs that might be missed by slit
examination, as long there is no risk of extrusion of intraoc-
ular content.l'?

Finally, proper ocular imaging modalities are essential to cor-
roborate the diagnosis and rule out additional IOFBs. CT has
become the predominant imaging technique in cases of oc-
ular trauma.l! Alternatively, ultrasonography (US) could be
used in cases where the IOFB cannot be visualized with a CT
scan (e.g. glass or plastic). It may also be used in adjunct with
CT. US offers the added advantage of real-time, high-resolu-
tion (0.01-0.1mm) imaging from various angles and detecting
coexisting intraocular pathologies (retinal/choroidal detach-
ment or vitreous hemorrhage). Extra care should be taken
when selecting eyes for the US examination as the probe’s
pressure poses the risk of extruding globe contents.** Mag-
netic resonance imaging is generally contraindicated to avoid
the risk of inadvertent damage to the intraocular structures
by the movement of a ferromagnetic foreign body!*!

As a general rule, it is recommended that all patients with
IOFBs are immediately prescribed broad-spectrum antibiotics
to circumvent the development of post-traumatic endoph-
thalmitis.l"! Besides the direct mechanical damage ensued by
the penetration of IOFBs into the eye, their chronic retention
can lead to adverse sequel such as endophthalmitis, perireti-
nal- and vitreous-hemorrhage, cataract formation, and reti-
nal detachment.P! Patients with IOFBs may also present with
chronic uveitisl® or bullous keratopathy.”! Similar to our
present case, a previous report described that an IOFB may
also masquerade as herpetic stromal keratitist®!

When asymptomatic, IOFBs may be easily overlooked and
retained for several years before the onset of these complica-
tions.”! Furthermore, metallic IOFBs predispose patients to
developing metallosis. Iron- or copper-containing IOFBs can
lead to siderosis and chalcosis, respectively, which are vision-
threatening diseases that warrant urgent IOFB removal. Con-
trarily, inert substances such as glass, plastic, gold, and silver
are better tolerated and, if asymptomatic, may be managed
conservatively with regular monitoring.™

This report emphasizes the importance of suspecting and rul-
ing out IOFBs in patients presenting with unilateral corneal
edema and anterior lens capsule opacification, particularly in
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patients engaged in high-risk activity.’®'% In addition, funda-
mental principles when evaluating potential IOFBs were high-
lighted. Comprehensive ophthalmologic examination includ-
ing gonioscopy and CT should be performed to avoid missed
IOFBs, undetected by slit-lamp examination. Moreover, this
report contributes to the pool of literature aiming to rein-
force the need to raise awareness regarding occupational
hazards and promote the proper use of personal protective
equipment by those at the highest risk due to their occupa-
tion.
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OLGU SUNUMU - 0Z

Herpetik stromal keratit olarak yanlis tan1 konmus 6n kamara acisinda gz ici yabanci

cisim olgusu
Dr. Hassan Haidar,' Dr. Esra Biberoglu Celik,2 Dr. Semra Akkaya Turhan?

'Marmara Universitesi Tip Fakaiiltesi, istanbul, Tirkiye
2Marmara Universitesi Pendik Egitim Arastirma Hastanesi, Goz Hastaliklari Anabilim Dali, istanbul, Tiirkiye

Herpetik stromal keratit gibi bulgu gosteren, 6n kamara agisinda yerlesmis metalik intraokdler yabanci cisim (IOFB) olgusunu sunuyoruz. Sol gé-
ziinde 3 giindur bulanik gérme sikayeti olan 4| yasinda, insaat isgisi erkek hasta herpetik stromal keratit tanisi ile merkezimize sevkedildi. Hastanin
anamnezinde travma Oykiisii yoktu. Yapilan muayenede en iyi diizeltiimis gorme keskinliginin sag gézde 10 /10, sol gézde 8/ 10 oldugu goriildii.
Biyomikroskopik 6n segment muayenesinde sag gz dogaldi. Sol gézde korneal 6dem ve skar, 6n kamarada +2 hiicre, lens 6n kapsiilde noktasal
kesafet izlendi. Seidel testi negatif idi. Fundus muayenesi bilateral dogaldi. Hastadan meslegi nedeniyle travmadan stiphelenilerek gekilen orbita bilgi-
sayarli tomografisinde intraokiiler yabanci cisim saptandi. Takibinin 2. giiniinde kornea 6demi gerileyen hastanin yapilan gonyoskopik muayenesinde
inferior iridokorneal agida yabana cisim goriildli. Hasta operasyona alinarak Barkan lensi yardimiyla agidaki yabanci cisim cikarildi. Travma 6ykdsi
olmasa bile travma agisindan stipheli hastalarda kornea 6demi, lens kesafeti gibi muayene bulgulari oldugunda intraokler yabanci cisim varligi diist-
niilmeli ve mutlaka ekarte edilmelidir. Riskli meslek grubunda olan kisiler koruyucu gézliik kullanimi konusunda bilinglendirilmelidir.

Anahtar sézclikler: Goz igi yabanci cisim; herpetik keratit; kornea ddemi; okiiler travma; 6n kamara; 6n kapstil opaklasmasi.
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