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Impacted Foreign Body in the Infratemporal Region: Case Report
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Abstract

The incidence of retained foreign body deep in the maxillofacial region has increased greatly in recent years.
Retained foreign bodies following a penetrating trauma may pose a diagnostic difficulty for an Oral and Maxillofacial
surgeons. The case of XR-negative impacted foreign body located deep in the infratemporal region is described. The
operation was carried out under local anesthesia and impacted by foreign body (plastic pen cap) was found by deep
finger palpation, grasped with a hemostat and retrieved out successfully.
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Introduction

Foreign bodies are often encountered by oral and maxillofacial
surgeons and may present a diagnostic challenge to the trauma surgeon
due to many factors such as the size of the object, the difficult access,
and a close anatomic relationship of the foreign body to vital structures.
They are usually a result of injuries or operations [1-3]. Fragments
of broken instruments can be left behind and entire teeth or their
fragments can be displaced during extraction. In particular, penetrating
injuries represent a rare but a complex variety of craniofacial trauma.
Generally, the penetrating material is stiff enough to cross through different
anatomic structures during a particularly violent collision caused by a road
or work accident or during an attack. The therapeutic strategy adopted
for this type of patient depends mainly on diagnostic procedures such
as skull radiograms in different projections, computerized tomography,
magnetic resonance imaging, and, occasionally, echo tomography [1,4,5].
Removal of the foreign body can be delayed in approximately one third
of all foreign bodies because they are initially radiologically missed or
misdiagnosed [6]. The approach to this kind of injury should be sequential
and multidisciplinary, beginning with the trauma unit that will provide
maintenance of the airways, hemodynamic stabilization, and, but only
if necessary, neurologic, ophthalmologic, and vascular evaluation [7].
The case of an infratemporal region impacted foreign body, caused by a
stabbing weapon is presented.

Case Report

A 33-year-old male patient was admitted to ENT and Maxillofacial
Surgery department with a complaint of painful swelling over his left
cheek and evident limitation of mouth opening for three days. He gave
a history of drunken brawl in which he got a stab on the left cheek
area. On examination the patient was conscious and well oriented.
His vital signs were normal. There was a small laceration measuring
approximately 1.0 cm in the left parotidea-masseterical region (Figure
1). The lacerated area was swollen with a little bruise and there was
no neurosensory dysfunction. The mouth opening was limited up
to 1.5 cm and painful. The oral cavity clinical examination did not
reveal any pathology: there was no open communication into the oral
cavity. The CT scan examination showed 2.7 x 0.38 cm cylindrical XR-
negative gaseous zone, which was at the depth of 3 cm from the skin
in the infratemporal region with the distal end between condylar and
coronoid processes (Figure 2a-c). As an additional finding left side
macxillary sinusitis and hypertrophic rhinitis were revealed.

The patient was taken up for surgery under local anesthesia for
wound revision. The 2 cm long incision was done from the upper point
of wound laterally and parallel to facial nerve buccal branch. The skin
and SMAS were excised and the deeper tissues were opened by blunt
dissection. Finger was used as a tactile sensor in the surgical pocket to
probe the object (Figure 3). His distal end was at the depth of 3-3.5 cm
from skin. The tissue tunnel was performed, when the finger was kept
approximately 1 minute in touch with foreign body edge. Once the
finger was located precisely the embedded foreign body was grasped
with a haemostat and was retrieved out successfully. The retrieved
object was a plastic pen cap (Figure 4). It was estimated, that the stab
was done by the pen with cap, and after pen removing the cap was stuck
in the surrounding soft tissues, may be because of mandible movement
at that moment. The wound was inspected for hemostasis, a rubber
ribbon drain was inserted, and the wound was closed in layers. The
patient was prescribed routine antibiotics. The drain was removed on
the second postoperative day (Figure 5). Sutures were removed on the
seventh postoperative day (Figure 6). No facial nerve branch injures or
salivary fistulas were observed in postoperative period.

Discussion

The incidence of retained foreign body deep in the maxillofacial
region has increased greatly in recent years [1]. Retained foreign
bodies following a penetrating trauma may pose a diagnostic difficulty
for an Oral and Maxillofacial surgeons [2]. The foreign body can
often modify the regional anatomy [8]. Inflammatory response in the
tissues around a foreign body can add difficulties [9]. Patient history,
physical examination, and radiographic examinations may not confirm
the presence of a foreign body [5,10]. The clinical examination of the
patient who presented an impacted object injury in the face should be
carried out in a systematic manner [11]. The paranasal region is the
most affected by this kind of injury, and it is important to observe the
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Figure 1: External view of patient before operation.
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Figure 2b: CT of the head: coronal plane.

major anatomic structures, such as the facial nerve and the parotid
gland and duct [12].

Metallic objects are radiopaque and mostly are clearly visible on
plain radiographs itself [13]. Though a surgeon might still desire a CT
scan for precise location and accurate diagnosis of these metallic objects
[9]. Wood or bamboo foreign bodies are difficult to diagnose if they
are placed very deeply [14]. Radiological examination including three
dimensional CT enables the surgeon to choose the optimal surgical
approach to remove the foreign body, thereby avoiding purulent
inflammatory complications [15]. Wooden or bamboo foreign bodies
in both fat and soft tissues may present in CT patterns simulating as
different as a gas bubble or a bone fragment [13,14]. In our case plastic
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pen cap has shown the gas cylinder that was observed deep in the
infratemporal region, horizontally, close to the nasopharynx.

Foreign bodies may migrate within the tissues and become
symptomatic after a certain time lapse. In these cases, it is very difficult
to correlate the direct relation between the suspected foreign body and
the present clinical symptoms. One should therefore suspect a foreign
body when presented with a laceration due to a blow [16]. In our case,
the patient gave a history of drunken brawl in which he got a stab on
the left cheek area, which gave us an idea for knife injury and, as a
result, mandible fracture or any remaining foreign body. Removal

Sensation 64 University Hospital
Ex: 1 Voskanyan, Artyom
<VRT Collection> Jul 31 1986 M 1150
: N Acc:
2015 Aug 06

pAcq Tm: 12:03:21.461430

Figure 3: The intralesional palpation.

Figure 4: Removed plastic pen cap.
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Figure 6: External view of patient on seventh postoperative day.

of the foreign bodies can be delayed because of a misdiagnosis or
because of their asymptomatic behavior [6]. In the reported case the
patient complained of painful swelling over his left cheek and evident
limitation of mouth opening for 3 days. The first thing we thought was
the mandible condyle fracture, as a result of knife injury, and CT scan
examination was organized.

Treatment of penetrating lesions located in the maxillofacial region
can vary according to the lesion’s etiology, the nature of the retained
foreign body, the site of the lesion, as well as extension of damage to
soft and hard tissues of the region and neighboring structures [2]. It
should initially prioritize the patient’s stabilization with evaluation and
maintenance of the upper airways, followed by hemodynamic control
and neurologic evaluation [17]. Only after this treatment the foreign
body should be carefully removed, preferably under general anesthesia
[5,18]. When the impacted object is superficially confirmed by imaging
examinations and it is not near any major vessel, the removal under
local anesthesia can be performed. In presented case we have carried
out operation under local anesthesia in spite of the fact, that impacted
foreign body was located deep in the infratemporal region. The finger
is the most sensitive probe and will readily palpate the buried foreign
body [19]. If a long curved hemostat is passed along the line of finger,
the foreign body can be grasped and removed by an experienced
surgeon through a relatively small wound. In such manner we have
done the reported operation.

The wound should be explored, followed by hemostasis, copious
irrigation with saline solution and suture for planes [20]. It is advisable
to prescribe antibiotics before and after surgery, as well as tetanus
prophylaxis [7,16,18].

Conclusion

Timely removal of impacted foreign bodies in the maxillofacial
region may avoid functional, allergic and infective complications. This
case demonstrated foreign body retrieval which was impacted in the
infratemporal region. Preoperative CT imaging is a prerequisite for
the diagnosis and accurate localization of the foreign body. The case
describes, that intralesional finger palpation could be a sensitive and
helpful probe for foreign bodies finding and removal.
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