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ABSTRACT

We hereby describe a rare case of a patient with retained sugarcane stem in the anterior chamber of the right eye for 4 months leading to only corneal
edema and no other ocular complications. The foreign body entered the anterior chamber following a penetrating self sealing corneal injury. The
patient presented with redness and blurring of vision in the eye. Diagnosis was confirmed by slit lamp examination. The foreign body was removed
surgically by an external approach.
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Introduction:

Penetrating trauma to the eye with resultant anterior or posterior
chamber intraocular foreign bodies (IOFB) has been frequently
encountered and may cause devastating sequelae including even loss
of vision or the globe. The extent of injury depends on various factors
such as size of the foreign body, composition of the foreign body, force
and velocity of entry into the eye, site of entry wound and the final
position of the foreign body in the globe. Anterior chamber foreign
bodies account for only up to 15% of all intraocular foreign bodies [1].
The clinical manifestations and sequelae of anterior chamber foreign
bodies varies depending on its composition, shape and its reaction with
surrounding structures. To date, there have been several reports
describing anterior chamber foreign bodies. Some foreign bodies such
as glass, plastic and even cilium are well tolerated. [1-4] On the other
hand, several studies have also reported that foreign bodies such as
some glasses, metals, and cotton fibres may induce persistent
iridocyclitis or bullous keratopathy. [1],[5],[6] In addition to the
damage caused at the time of entry, there is also an increased risk of
infective endophthalmitis with subsequent scarring. This also plays an
important role in deciding the management.

Case Report:

A 67-year-old female presented to the emergency department with
complaints of gradual, painless diminution of vision and redness of her
right eye, which had developed since the last four months. Thorough
history revealed that the patient had ocular trauma four months back
with a sugarcane stick while working at a farm in her village. However,
due to paucity of any severe symptoms or discomfort, the patient did
not seek medical help earlier. On initial examination, her visual acuity
was Finger Counting 1/4" metre with projection of rays present in all
quadrants in the right eye and 6/6 in the left eye. Intraocular pressure
was 14mm of Hg in the right eye and 15 mm of Hg in the left. Slit lamp
and fundus examination of the left eye was within normal limits. Slit
lamp examination of the right eye showed conjunctival congestion,
generalized stromal edema of the cornea with epithelial microcysts,
and a thin self-sealing corneal wound. This wound was initially
estimated as a linear erosion of 2.5 millimeters in length located in the
upper nasal quadrant of the cornea and was Seidel test negative. The
anterior chamber was well formed with mild inflammatory reaction. A
linear foreign body was noted in the superonasal part of the chamber
with one end attached to the sealed corneal tear [Figure 1]. Lens
appeared otherwise normal with only early nuclear changes. Posterior
segment could not be visualized due to diffuse corneal edema.

USG B-Scan of the right eye revealed no foreign body in posterior
chamber.

The patient was taken for surgical intervention. Foreign body was
removed via a superior limbal incision and was found to be a 10mm
linear sugarcane stem [Figure 2]. Patient was started on topical and
systemic antibiotics. The postoperative vision remained finger
counting at 1/4"meter.

Figure 1: Pre-operative picture of the right eye showing a sealed
corneal tear nasally (blue arrow) and a linear intracameral foreign
body (red arrow).
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Figure 2: Intra-operative picture of the right eye showing a 10mm
linear foreign body (sugarcane stem) being removed via a superior
limbal incision.

Discussion:

Intraocular foreign bodies following penetrating ocular trauma are
commonly encountered in ophthalmological practice. According to
the United States Eye Injury Registry (USEIR), the incidence of
intraocular foreign bodies in cases of open globe injuries is 16%. The
site and velocity of entry determine the resultant location of the foreign
body in the eye. Due to their higher velocity, metallic foreign bodies
usually locate themselves in the posterior chamber, whereas non-
metallic foreign bodies only penetrate the cornea and remain in the
anterior chamber. The severity of anterior chamber inflammation
induced depends on the level of irritation caused to the adjacent
corneal endothelium, iris and lens.[7],[8] In case of vegetative foreign
bodies, the resultant complications depends mainly on concurrent
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entry of microbes during ocular trauma. Devastating sequelae
including acute pyogenic panophthalmitis have been observed
following entry of contaminated vegetable matter.[8] Mild
inflammation following weed entry contaminated with saprophytic
yeast or fungi has also been reported[9]. Epidermoid pearl cyst has also
been seen as arare end result of a retained foreign body.[10].

Management of an anterior chamber foreign body is decided based on
factors such as type of initial trauma, size of the wound and features of
the foreign body such as composition, exact location and size.
Depending on the structural and visual complications caused in the
eye, a decision is taken on whether to observe or to remove the foreign
body. Due to advancements in surgical techniques leading to better
prognosis, it has become easier to decide on foreign body removal.

In this case, the foreign body which had penetrated 4 months earlier,
did not show any cellular adhesion or pigment deposition on its
surface, or cause any corneal microbial infiltrate. The foreign body
seemed to be well tolerated and showed no signs of infection.
However, in view of diffuse corneal edema, it was decided to
surgically remove the foreign body under the cover of topical and
systemic antibiotics.
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