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Abstract

To find foreign bodies inside the gastrointestinal tract is rare. Often these patients have psychiatric problems. We present a case
report of a 30-year-old male with incidentally diagnosed foreign bodies inside the gastrointestinal tract. A self-inflicted, deep
incised wound in the anterior abdominal wall demanded a plain X-ray of the abdomen, which lead to the attention of the foreign
bodies. The present case highlights the clinical presentation, importance of psychiatric treatment and relevant literature.

INTRODUCTION

Chronically ingested foreign bodies are usually
asymptomatic. Foreign bodies in the gastrointestinal tract are
rare in a common population and their presence warrants
proper evaluation. This can usually be done endoscopically
or by open surgery. As many as 2533 foreign bodies have
been reported from the stomach of a single patient.[1]

Removal of sharp or large objects should be considered.
Recognized dangers include aspiration of the foreign body
during removal, and rupture of drug-containing bags in
“body packers.” Both complications can be fatal. Surgical
removal is recommended in body packers, and in patients
with large jagged objects.Here is a case of incidentally
diagnosed intra-abdominal foreign bodies in a 30-year-old
male, who was a previously diagnosed with major
depression.

CASE REPORT

A 30-year-old male presented in the emergency department
with alleged history of a self-inflicted incised wound over
the anterior abdominal wall. At the time of presentation, the
patient had stable vital parameters with an open wound of
about 15 x 1.5cm without any breach in the peritoneum in
midline abdomen. On detailed history, the patient was on
antidepressant treatment with poor compliance for the last 2
years for major depression and had attempted suicide earlier.
To rule out any bowel injury, an X-ray of the abdomen was
done, which revealed radio-opaque foreign bodies inside the
abdomen (in left hypocondrium and pelvic region) with no
convincing evidence of pneumo-peritoneum (Figure 1).

Figure 1

Figure 1: Plain X-ray of the abdomen showing foreign
bodies in stomach and suprapubic area

The patient was managed conservatively at initial
presentation. Subsequently, elective laparotomy was done.
Fourteen sharp metallic foreign bodies (Figure 2) were
retrieved through gastrostomy and three via enterotomy
about 2½ feet proximal to the ileocecal junction.
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Figure 2

Figure 2: Retrieved intra-abdominal foreign bodies

Postoperative outcome was uneventful. Psychiatric
consultation was taken and the patient was discharged on
antidepressant treatment in form of Fluoxitine. At present,
after two years of follow-up, the patient is doing well with
elevated mood and self esteem.

DISCUSSION

Acute abdomen is a common surgical presentation in a
patient of trauma. Self-inflicted abdominal stab wounds are
uncommon.Self-inflicted wounds can induce significant
although most likely non-lethal abdominal and
retroperitoneal injuries.[2] Self-inflicted wounds should lead

the attention of the treating surgeon towards any psychiatric
component. There should be a specific protocol for the
management of such acute emergency cases: (a)
resuscitation, (b) comprehensive and complete history, (c)
thorough clinical examination, (d) important, rational and
precise investigations, (e) final diagnosis, and (f) judicious
intervention. Psychiatric patients need special attention.
Previous scars of self-inflicted cuts, history of ingestion of
foreign bodies, attempted suicide and any psychiatric
treatment should raise the suspicion of a psychiatric
component. These patients need long-term anti-psychotic
treatment to avoid recurrence after initial surgical
management. In cases of self inflicted abdominal stab
wounds, an open abdominal wound with peritoneal breach
justifies exploration. The cardinal features of peritonitis
(tenderness, guarding, rigidity) may or may not be present.
Basic imaging modalities as X-ray and abdominal USG are
enough to reach diagnosis and decision. At times, one may
find incidental foreign bodies in these basic investigations.
Higher investigations not only impart a financial burden on

the patient but also delay timely management. For a stab
injury of the abdomen, exploratory laparotomy is warranted.
Retrieval of gastrointestinal foreign bodies through
endoscopy is a controversial aspect as there are chances of
failure[3] and aspiration during foreign body removal.

Exploratory laparotomy and surgical removal is justified by
the study conducted on 167 patients by Barros et al.[3] who

reported surgical intervention in 30% of the cases. Such
foreign bodies should be removed because they can present
with complications such as perforation, intestinal
obstruction, intestinal bleeding and even visceral
abscesses[4567].

Recurrent episodes of foreign body ingestion may occur,
especially in prisoners[8], psychiatric patients, and patients

with peptic strictures with a rate of 2.7-10 %[910], but the

presence of foreign bodies inside the gastrointestinal tract
does not prove the patient to be psychotic as there are some
other patient groups as well with foreign bodies in their
gastrointestinal tract as (1) children who accidently put
foreign bodies inside their mouth, (2) workmen putting nails,
screws, batteries in their mouth in the course of their work,
and (3) a group of patients who ingest medical
appliances.[11]

CORRESPONDENCE TO

Dr. Krishna Anand Assistant Professor Department of
General Surgery Gandhi Medical College Bhopal (Madhya
Pradesh) India 462001 Phone no. 09406540733 Email:
drsa007@yahoo.co.in drmanjultripathi@gmail.com

References

1. Chalk SG, Faucer H. Foreign bodies in the stomach. Arch
Surg 1928; 16: 494-500.
2. Fizan Abdullah, Amy Nuernber, Reuven Rabinovici. Self-
inflicted abdominal stab wound. Injury 2003; 34: 35-9
3. Barros JL, Caballero A, Rueda JC, Monturiol JM. Foreign
body ingestion: Management of 167 cases. World J Surg
1991; 15: 783-8
4. Karamarkovic AR, Djuranovic SP, Popovic NP,
Bumbasirevic VD, Sijacki AD, Blazic IV. Hepatic abscess
secondary to a rosemary twig migrating from the stomach
into the liver - a case report. World J Gastroenterology 2007;
13: 5530-2
5. Chintamani C, Singhal V, Lubhana P, Durkhere R,
Bhandari S. Liver abscess secondary to a broken needle
migration -- a case report. BMC Surgery 2003; 3: 8
6. Lee KF, Chu W, Wong SW, Lai PB. Hepatic abscess
secondary to foreign body perforation of the stomach. Asian
J Surgery 2005; 28: 297-300
7. Kumar S, Gupta NM. Foreign bodies migrating from gut
to liver. Indian J Gastroenterology 2000; 19: 42
8. Bisharat M, O’Donnell ME, Gibson N, Mitchell M,
Refsum SR, Carey PD, et al. Foreign body ingestion in
prisoners – the Belfast experience. Ulster Med J 2008; 77:
110-4



Ingested foreign bodies in the stomach and small intestine

3 of 4

9. Karger B, Niemeyer J, Brinkmann B. Suicides by sharp
force: typical and atypical features. Int J Legal Medicine
2000; 113: 259-62
10. Scott HW Jr, Sawyers JL, eds. Historical aspects of

gastric surgery. Surgery of the stomach, duodenum, and
small intestine. Boston: Blackwell, 1992: 1-28
11. Burhan, Teoman, Erhan, Hasan, Mutlu, Nuri Aydin.
Surgically treated foreign body ingestion in a psychiatric
patient. T Klin J Med Sci 1998, 18: 136-7



Ingested foreign bodies in the stomach and small intestine

4 of 4

Author Information

Krishna Anand, MS
Assistant Professor, Department of General Surgery, Gandhi Medical College

Manjul Tripathi, MBBS
Resident, Department of General Surgery, Gandhi Medical College


