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Intracranial foreign bodies related to trauma have been
well described over the centuries. King Henry II of France
died in 1559 after a broken shaft of a lance was driven
through his orbit during a joust [1]. The severity of the
potential complications arising from intracranial-penetrating
foreign bodies is often quite dramatic and includes
intracranial hemorrhage, major vessel injury, arteriovenous
fistula formation, focal neurological deficits, cerebral
contusion and edema, hydrocephalus, seizures, and central
nervous system infections with the majority of deaths
generally occurring early from intracranial bleeding [2].
Many penetrating intracranial foreign bodies are simple to
identify from external trauma. Occasionally, diagnosis may
be difficult with more occult objects or routes of penetration
[3-9]. We present a case which presented to our institution
with delay in diagnosis.

A 27-year-old white man presented to an outside
emergency room after being hit with a branch in the face
while riding a horse. The patient was noted to have an
approximately 2-cm laceration of the upper eyelid which
was primarily closed without complications. On the next
day, the patient presented to the emergency room again
complaining of headaches, fever, and decreased vision in the
affected eye. A computed tomography scan of the brain was
performed which revealed a foreign body tracking through
the ethmoid and sphenoid sinuses and extending intracra-
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nially (Fig. 1). He was diagnosed with meningitis and
retained intracranial foreign body. An ophthalmologic
examination revealed decreased range of motion of the left
eye and 20/70 vision in that eye, which was worse than
baseline. An angiogram was obtained which showed no
carotid artery abnormalities. He was started on intravenous
antibiotics and taken to the operating room for removal of
the foreign body. The patient’s traumatic laceration was
opened, and a wooden foreign body was noted approxi-
mately 1 cm under the skin. The wound was explored, and a

Fig. 1  Reconstructed 3-dimensional computed tomography scan
showing the foreign body entering the orbit and extending
intracranially.
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7-cm wooden stick was removed. The patient was taken to
the intensive care unit, and his postoperative course was
complicated by syndrome of inappropriate secretion of
antidiuretic hormone which resolved after medical treat-
ment. The patient was discharged with resolution of his
syndrome of inappropriate secretion of antidiuretic hormone
and improvement of his vision. In follow-up, the patient’s
vision had returned to preoperative levels, and he had no
long-term neurological sequelae.

1. Discussion

A majority of penetrating intracranial trauma is due to
high-velocity injuries, often gunshots, with obvious diag-
nosis from external signs [5]. In some instances though,
intracranial foreign bodies are less obvious and can result in
a delayed diagnosis. In addition, plain radiographs of the
head will not reveal radiolucent objects such as wood and
plastic. Delay in diagnosis of intracranial foreign body has
been reported as long as 15 years after the initial incident
[4]. A study by Miller et al found that, in patients with
intracranial wooden foreign bodies, survival was only
38% without surgery but improved to 90% with a
combination of appropriate antibiotics and surgery [10]. A
high index of suspicion is warranted in any patients
presenting with a history of what may appear to be minor

facial trauma but with a symptom complex out of proportion
to physical findings.
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