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Abstract

Background: Foreign body implantation in the oral cavity can be exogenous 
and endogenous in origin. After trauma they can instigate an array of biological 
reactions such as inflammation, infections, allergic reactions, toxic events 
and tissue alterations. If the foreign body is not removed it can cause delayed 
healing with superimposed infections. Such foreign bodies can be missed 
during examination. 

Case Details: A 35 year old male patient, reported with a chief complaint of 
pain, swelling and recurrent pus discharge in the lower right back region of the 
jaw since 2 months. He had a history of trauma six months back and was treated 
for the same by a local surgeon. With the help of meticulous history, clinical 
examination and imaging techniques presence of foreign body was detected 
which caused persistent infection.

Conclusion: A careful history, clinical examination and imaging techniques 
should be considered for patients with any traumatic injuries. Intraosseous and 
extraosseous foreign body implantation should be included in the differential 
diagnosis of the soft tissue masses, mainly in the presence of previous surgery 
or accidental trauma history.
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apparently normal 6 months back after which he met with an accident 
and suffered trauma to the right side of the lower jaw. He was treated 
by a local practioner, who placed sutures on the right angle of the 
mandible. Two months back he noticed pus discharge in the same 
region. Pain is sudden in onset, sharp and radiating to the ear of the 
same side. No sign of fever or dysphasia is present. He also complains 
of altered sensation of the lower lip since 2-3 months which affected 
his daily activities. His medical history was non contributory. On 
extraoral examination, there was dysesthesia of the right side of the 
lower lip. On intraoral examination a solitary, erythematous, well 
defined, oval swelling is seen extending from mesial surface of the 
46 to the mesial surface of lower right second molar. It is non tender 
and hard in consistency. A draining sinus is also present in the buccal 
vestibule of 47 (Figure 1). Right sub mandibular lymph nodes were 
palpable, soft in consistency and mobile A provisional diagnosis 

Introduction
The term foreign body reaction is used for the tissue response to 

extraneous materials that becomes implanted in or beneath dermis. 
Such reactions occur as a result of direct accidental penetration of 
the exogenous materials or due to iatrogenic cause, both inducing an 
inflammatory reaction [1]. Road Traffic Accident (RTA) is one of the 
common causes of exogenous implantation [2].

Foreign-bodies can penetrate soft tissues in connection with 
accidents through open wounds and lacerations [3]. The presence of 
a foreign-body impairs the healing of the tissues, inducing biological 
reactions like inflammation, infections, allergic reactions, toxic 
events and tissue alterations. Manuscripts on foreign-body reactions 
instigating from a traumatic Implantation with different objects, 
including fish bones, teeth and metallic material have been well 
documented in the literature [4,5].

This case report describes an unusual manifestation of foreign 
body implantation after trauma, which masqueraded as a dental 
infection. With the help of careful history, clinical examination 
and imaging techniques presence of foreign body was detected. On 
surgical exploration the foreign bodies were multiple stones which 
evoked an inflammatory reaction resulting in delayed healing and 
recurrent infection. 

Case Presentation
A 35 year old male patient reported to the Department of Oral 

Medicine & Radiology with a chief complaint of pain and swelling in 
the lower right back region of the jaw since 2 months. The patient was 
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Figure 1: Intraoral swelling with sinus formation.
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of Dentoalveolar abscess secondary to trauma was given. Chronic 
osteomyelitis was considered under differential diagnosis. An Intra 
oral periapical radiograph (IOPA) with 47, 48, right lateral occlusal 
radiograph and panoramic radiograph was advised. IOPA radiograph 
revealed a well defined round radio-opacity with comparable radio-
density as enamel overlying the mesial root of 47 above the inferior 
alveolar canal. Right lateral lower occlusal radiograph revealed 
multiple irregular shaped radio-opacities along the inferior border 
of mandible on the periosteal surface around 46, 47 regions with no 
expansion of the cortical plate (Figure 2). Panoramic radiograph also 
revealed multiple well defined radio-opacity overlying 47 and multiple 
ill defined radio-opacities along the inferior border of mandible 
(Figure 3). After radiological investigations, a differential diagnosis 
of chronic osteomyelitis, foreign body implantation, dystrophic 
calcification and soft tissue radio-opacities was given. The differential 

diagnosis is discussed in (Table 1). Pus was aspirated and sent for 
culture and sensitivity. It showed the presence of staphylococcus 
albus micro-organism. Due to the previous history of trauma and the 
radiographic presentation a final diagnosis of dentoalveolar abscess 
secondary to foreign body implantation was given.

Patient was prescribed Capsule Amoxicillin and clavulinic acid 
(625 mg) twice daily for five days and Tablet Ibuprofen 400 mg and 
Paracetamol 325 mg for 3 days. Surgical exploration under local 
anaesthesia revealed the presence of a stone, implanted in the buccal 
mucosa, the shadow of which was seen overlying the mesial root of 47 
(Figure 4). External excision was given in the sub mandibular region 
along the right lower border of mandible. On exploration multiple 
hard glistening stones were seen. The wound was irrigated and 
sutures were placed (Figure 5).

Thus, the dentoalveolar abscess was due to the presence of 
the stones which were embedded since six months and invoked a 

Figure 2: Right lateral occlusal radiograph showing multiple radio-opacities 
along the periosteal surface.

Figure 3: Panoramic radiograph depicting the multiple radio-opacities along 
the periosteal surface.

S. No LESION RADIOGRAPHIC FEATURES

1 Foreign body radio-opacities Stones, splints, glass occurring as homogenous radio-opacities of varying degree.

2 Dystrophic calcifications occurring in chronic 
inflammation or dead and dying tissues Multiple fine to large size of irregular radio-opacities.

3 Lymph node calcification Single or multiple in number. Located commonly either at or below the inferior border of mandible. Well 
defined, irregular shaped with varying degrees of radio-opacities.

4 Sialoliths with signs of infection in the duct 
orifice and salivary glands

Single / multiple, located most commonly overlying the teeth in the body and ramus of the mandible, well 
defined and with homogenous radio-opacities.

5 Phlebolith associated with vascular lesions Located in the body and ramus of the mandible. Usually multiple in number. Round or oval shaped with 
homogenous radio-opacity with presence of laminations giving a Bull’s eye appearance or target appearance. 

6 Tonsilloliths Single or multiple radio-opacities over the mid portion of mandibular ramus. Cluster of multiple, small, ill 
defined radio-opacities.

7 Chronic Osteomyelitis with sinus formation Moth eaten radiolucency with Multiple radio-opacities of sequestra internally. Periosteal  deposition in onion 
skin pattern

Table 1: Radiographic differential diagnosis of soft tissue radio-opacities in posterior mandibular region on plain film radiography.

Figure 4: Surgical exploration of the foreign bodies. 

Figure 5: Multiple stones excised from the lesion.
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foreign body reaction. The patient was recalled after 1 week and post 
operative radiograph was taken (Figure 6). The patient is presently 
under observation.

Discussion
Foreign body implantation in the oral cavity can be exogenous 

and endogenous in origin. Endogenous substances like impression 
and restorative material, implants, etc can be implanted latrogenically. 
These foreign bodies get dislodged and produce a foreign body 
reaction or compress the adjacent anatomic structures. Exogenous 
implantations occur commonly after trauma and include wood, glass 
splinters, sharp metallic objects and stones near the trauma site [3].

When exogenous materials penetrate body tissue, there is 
usually a phase of acute inflammation in response to the injury. 
Persistent presence of such inert substance within tissue results 
in a granulomatous reaction (it consisting of an accumulation of 
monocytes, tissue macrophages, epithelioid histocytes and giant 
cells with fibroblastic reaction to lay down new connective tissue 
around the area of foreign body deposition). Thus, penetration 
injuries may result in formation of implanted cysts mixed with 
granulomatous response. Such response is different from immune 
specific granulomatous inflammatory reactions based on duration, 
dynamics, severity and evolution. The clinical presentation of body 
reaction may vary based on physical composition of material, size, 
their non digestible characteristics and site of injury [6].

In the present case, due to the size and non degradable 
characteristic of the stones, these particles didn’t in volute and were 
found in the lesion. They incited a foreign body reaction with infection 
by anaerobic and mycotic organisms. This led to the formation of 
abscess and sinus in the present case.

Due to the presence of stones for a long duration, it caused 
compression of inferior alveolar nerve. Foreign body (inflammatory) 
reaction or injury of inferior alveolar nerve (IAN)/mental nerve may 
be classified into metallic or non-metallic, temporary or permanent, 
chemico-mechanical or thermal [7]. Steddon has classified peripheral 
nerve injuries as neurapraxia, axonotmesis and neurotmesis [8]. 
Neurapraxia is a temporary conduction block after mild compression 
of the nerve trunk (i.e. parasthesia or dysaesthesia of the lip and 
chin region in case of IAN/mental nerve) [9]. Axonotmesis, a more 
serious condition, results from degeneration of the afferent fibers 
as a result of internal/external irritation (i.e. anaesthesia) [10]. 

While, in neurotmesis the nerve is completely severed which results 

Figure 6: Post-operative Panoramic radiograph after removal of the stones.

in permanent paraesthesia, which can be corrected with micro 
neurosurgical interventions with variable prognosis [8]. In our 
patient, dysaesthesia (neurapraxia) in the distribution of inferior 
alveolar nerve resulted from compression of the nerve with no 
structural damage; symptoms can be worsened with chronic irritation 
and perineural inflammation. Reports of dysesthesia and neuralgia 
after foreign body implantation of restorative materials, after surgery 
and RTA has been well documented in the literature [11,12].

Tissue reactions to foreign materials are commonly encountered 
in oral cavity against large number of dental materials. The more 
common iatrogenic instances such as accidental penetration of 
metallic restoration or endodontic sealers and fillers are already 
reported in literature which induces toxic reaction [13,14]. Occurrence 
of pyogenic infections with vegetative matters is also common in oral 
cavity [15]. Review of the literature indicates foreign body reaction 
with aluminum silicate and black plastic tapes in oral cavity. A case of 
foreign body reaction to wood pieces after a RTA has been reported 
[16]. Review of the literature indicates foreign body reaction with 
aluminium silicate and plastic tapes in the oral cavity [17].

Diagnosis in such cases should include thorough history taking 
supplement by radiologic examination. In our case plain film 
radiography played an important role in detecting the nature of the 
lesion. The foreign body could be seen as well defined radio-opacities 
of varying size. Table 1 discusses the various soft tissue radio-opacities 
in posterior mandibular region on plain film radiography. 

In case of inert materials like wood ultrasonography or computed 
tomography can be performed. Imaging technique may be helpful but 
may not yield consistent results in certain radiolucent materials like 
glass, wooden splinters or vegetative matters [18].

Occurrence of foreign bodies in the head and neck are common. 
Thorough search of literature did not reveal any case of implantation 
of stones in the mandible causing an inflammatory reaction and 
dysaethesia. Ours is the first case reported.

To conclude, identification of such lesions is important for proper 
evaluation and patient management. It is suggested that after trauma 
the involved bone and traumatized soft tissue must be thoroughly 
cleaned and irrigated to remove any residual bodies. Intraosseous and 
extraosseous foreign body implantation should be included in the 
differential diagnosis of the soft tissue masses, mainly in the presence 
of previous surgery or accidental trauma history.
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