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Gastrointestinal system foreign bodies
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ABSTRACT
Introduction: While foreign bodies in the gastrointestinal tract are observed more frequently and accidentally 
in the childhood age group, they may occur to attract attention, sexual satisfaction, self-harming behavior, 
abuse, secondary gain, or during self-treatment in young people and adults. In the United States, 1500 peo-
ple die yearly from ingested foreign bodies. The leading cause of mortality is obstruction and perforation due 
to impaction in the gastrointestinal system. In this study, we evaluated the clinical findings, risk factors, and 
clinical output data of foreign bodies in the gastrointestinal tract and presented the most accurate approach 
considering the literature.

Materials and Methods: This is a retrospective and descriptive study analyzing data from a prospective data-
base. Adult patients admitted to the emergency department of our 3rd level university hospital between Jan-
uary 2015 and January 2022 due to foreign bodies in the gastrointestinal tract were included in the study.

Results: Transanal rectal body removal in the operating room was performed using the Crede maneuver in 
seven patients. Laparotomy or thoracotomy was performed in nine patients, and thirty-six patients were 
treated with endoscopic methods. Endoscopy and laparotomy were performed simultaneously in one pa-
tient. It was determined that the foreign body of 29 patients was removed by conservative methods.

Conclusion: For treating of foreign bodies, a multidisciplinary approach, including advanced endoscopic 
and surgery, is required according to the localization and content of the foreign body, underlying cause and 
patient population.
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Introduction

While foreign bodies in the gastrointestinal tract are ob-
served more frequently and accidentally in the childhood 
age group, they may occur to attract attention, sexual sat-
isfaction, self-harming behavior, abuse, secondary gain, 
or during self-treatment in young people and adults. It is 
observed more frequently in patients and prisoners with 

various mental and psychiatric disorders and alcohol de-
pendence.[1,2]

Most foreign bodies detected in gastrointestinal system 
(GIS) in children are coins, disc-type batteries, and toy 
parts. In adults, foreign bodies are observed in a broader 
range, such as food pieces, sharps, and toothbrushes. 
Follow-up and treatment should be done with care since 
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more damage may occur in the urinary system due to the 
higher incidence of sharps, especially in adults.[3,4] Most 
ingested foreign bodies are excreted spontaneously with-
out causing any injury to the gastrointestinal tract. How-
ever, it can also cause severe complications along the 
long gastrointestinal tract. In the United States, 1500 peo-
ple die yearly from ingested foreign bodies. The leading 
cause of mortality is obstruction and perforation due to 
impaction in the GIS.[5]

Most rectal foreign bodies were deliberately inserted by 
the patient or partner. In cases where the patient cannot 
remove the foreign body spontaneously, delays in seeking 
medical help due to embarrassment increase morbidity 
and mortality.[6]

There are treatment options according to the level of the 
foreign body in the gastrointestinal tract and the con-
tent of the swallowed body. Foreign bodies detected in 
the esophagus require an urgent therapeutic approach, 
whereas foreign bodies in the stomach and intestinal sys-
tem can be followed. With the development of endoscopic 
treatment, approximately 15% of gastrointestinal foreign 
bodies require surgical intervention.[7]

In this study, we evaluated the clinical findings, risk 
factors, and clinical output data of foreign bodies in the 
gastrointestinal tract and presented the most accurate ap-
proach considering the literature.

Materials and Methods

This is a retrospective and descriptive study analyzing 
data from a prospective database. Adult patients admit-
ted to the emergency department of our 3rd level university 
hospital between January 2015 and January 2022 due to 
foreign bodies in the gastrointestinal tract were included 
in the study.

Data Collection

The patients’ age, gender, socioeconomic levels, psychi-
atric diseases, sexual drive disorders, conviction status, 
and medical history were examined. Types, characteris-
tics, number, and location of the removed foreign bodies, 
accidental or deliberate ingestion, in which part of the 
gastrointestinal tract they obstructed, imaging methods 
and endoscopic procedures performed, and their timing, 
surgical indications, surgical techniques, the duration of 
surgery, hospital stay times, pathology data, morbidity, 
and mortality rates were analyzed retrospectively. In addi-

tion, the time of admission to the emergency department 
and their complaints were recorded.

Patients with missing data, those under 18, and whose 
data could not be reached not included in the study.

Statistical Analysis

Data were evaluated in the IBM SPSS Statistics 25.0 statis-
tics package program. A comparison of variables and two 
groups was made using the Mann–Whitney U test. P<0.05 
value was considered statistically significant.

The study was conducted out following the principles of 
the Helsinki Declaration. As a routine procedure, written 
informed consent was obtained from each patient for all 
procedures and publications. Ethics committee approval 
was received for this study from the Clinical Trials Ethics 
Committee (2023-GOKAE-0081).

Results

Of the 82 patients included in the study, 59 (71%) were 
male, 23 (29%) were female, and the mean age was 38.1 ± 
14.0 years. 27 (32.9%) patients were prisoners in a closed 
prison. When the patients were examined according to 
their medical history, it was seen that 30 (24.6%) of them 
were admitted to or followed up in the psychiatry outpa-
tient clinic (Table 1). While five patients had moderate-to-
severe mental retardation, one was diagnosed with Down 
syndrome.

Among the foreign bodies, objects such as razors, pins, 
batteries, lighters, forks, magnets, dental implants, nee-
dles, bones, food residues such as fishbones, bottles, 
caps, eggplants, and sex objects were detected (Table 
2). From the anamnesis of the patients, it was seen that 
orally ingested foreign bodies were accidentally used to 
gain secondary gain in prisoners or due to psychiatric-
mental pathologies. In addition, four patients were found 
to have taken foreign bodies orally due to drug capsule 
smuggling. In rectal foreign bodies, the practices of the 

Table 1. Demographic data

Variables n (%)

Gender (Female/Male) 59 (71)/23 (29)
Age 38.1±14.0
Prisoners 27 (32.9)
Psychiatric disease 30 (24.6)
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patients themselves or their partners as a sexual habit 
were in the first place.

The most common reasons patients applied to the emer-
gency department are pain, nausea, and vomiting. While 
accidental intestinal foreign bodies were usually applied 
to the emergency department immediately, the admission 
time of prisoners and patients who inserted foreign bod-
ies due to sexual habits were recorded later due to judi-
cial processes and the feeling of embarrassment. The lat-
est admission was on the 5th day due to ingested foreign 
bodies in prisoners, while the latest admission was on the 
36th h due to rectal foreign bodies.

A positive image was detected by abdominal tomography 
in 65 patients who applied due to a foreign body, and by 
standing direct abdominal X-ray in 17 of them. According 
to abdominal tomography findings, the foreign body was 
detected in the stomach of 15 patients, whereas foreign 
bodies were detected in the stomach and small intestines 
of five patients. In three patients, foreign bodies were 
observed in the colon and stomach. In addition, foreign 
bodies of 19 patients were detected in the intestinal tract 

between the small intestines and the anal canal.

While endoscopy was performed for 36 foreign bodies 
taken orally, RSS was performed in three patients, and 
RSS+ gastroscopy was performed in one patient. Eggplant, 
balloon, and needle were detected in the rectum of the pa-
tients who underwent RSS. Foreign bodies other than the 
eggplant were removed by RSS. However, the eggplant was 
removed under sedation in operating room conditions. The 
foreign body was removed in 18 patients who underwent 
upper gastrointestinal endoscopy, and the foreign body 
could not be removed in 18 patients (Fig. 1).

The number of patients with foreign bodies detected 
in the esophagus was 9. Upper GIS endoscopy was per-
formed in all patients for foreign bodies in the esophagus. 
Foreign bodies were successfully removed by endoscopy 
in eight of the patients. In the endoscopy performed in 
the operating room conditions of one patient with an im-
pacted stone in the esophagus, the stone was advanced to 
the stomach and was removed by laparotomy.

Transanal rectal body removal in the operating room was 
performed using the Crede maneuver in seven patients. 

Table 2. Types and location of foreign body

Foreign body Osephagus Stomach Small intestine Colon Rectum Total

Razer Blade 1 8 10 4 1 24
Pin 1 6 3 2 0 12
Bone or awn 4 0 3 0 0 7
deodorant/juice container 0 0 0 0 6 6
Dental implant 0 1 5 0 0 6
Battery 0 3 1 0 0 4
Nail 0 2 1 1 0 4
Drug bag 0 1 0 0 3 4
Sex toy 0 0 0 0 3 3
Key 0 1 0 1 0 2
Lighter 0 1 1 0 0 2
Glase 0 0 1 1 0 2
Food piece 2 0 0 0 0 2
Sexobject (eggplant) 0 0 0 0 2 2
Ceramic piece 0 0 1 1 0 2
Balloon 0 0 0 0 1 1
Magnet 0 0 1 0 0 1
Fork 0 1 0 0 0 1
Stone 1 0 0 0 0 1
Bottle cap 0 0 0 0 1 1
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Laparotomy or thoracotomy was performed in nine pa-
tients, and thirty-six patients were treated with endo-
scopic methods. Endoscopy and laparotomy were per-
formed simultaneously in one patient. It was determined 
that the foreign body of 29 patients was removed by con-
servative methods.

In our study, mortality was observed in a patient who un-
derwent small bowel resection due to magnet-induced 
ileus, whereas wound infection was the most common 
complication in operated patients (Table 3).

Discussion

The 2016 ESGE guideline recommends emergency endo-
scopic treatment in the first 6 h for sharps and punctures 
that cause esophageal obstruction and carry the risk of 
perforation. In addition, a similar approach has been pro-
posed for batteries obstructing the esophagus. The thera-
peutic endoscopy period is defined as 24 h in bodies that 
do not have a risk of perforation and partially obstruct.

According to the ESGE guideline for the stomach, ther-
apeutic endoscopic intervention should be performed 
within 24 h for objects that have an erosive effect, such as 
sharps, piercing tools, magnets, and batteries, which are 
at risk of perforation. In medium-sized blunt bodies, ther-
apeutic endoscopy can be planned within 3 days.[8]

Our study found that therapeutic esophagogastroduo-
denoscopy was performed in all patients who applied to 
the emergency department due to a foreign body in the 
esophagus within the first 6 h, regardless of the content of 
the foreign body. The foreign body was removed without 
complications in approximately 90% of patients with early 
intervention. The success of the endoscopy performed was 
considered the complete removal of the foreign body from 
the digestive tract, and then the absence of foreign bodies 
was confirmed in the evaluation of the digestive tract. Liu 
et al. routinely performed endoscopic control after foreign-
body removal.[9] In our clinic, control endoscopy was not 
routinely performed in patients who did not have perfora-
tion clinics, such as severe pain and crepitation after for-
eign-body removal. Computed thoracoabdominal tomogra-
phy is preferred primarily in these patients.

Foreign-body types are associated with geographical and 
cultural differences in eating habits.[10] Although our study 
was a single-center study, a reason for this wide range of 
foreign bodies is that we are a hospital where convicted 
patients in the region are brought.

Mosca et al. reported upper GIS foreign bodies as the most 
common food residues in western populations.[11] In Asian 
countries, food residues are fish, chicken bones, and fruit 
seeds.[12,13] Razor blades and pins were the most common 
foreign bodies in our study. The reason was determined as 
the habits of the prisoners.

Among rectal foreign bodies, deodorant/juice containers, 
and ready-made sex toys were found in the first place. Sim-
ilarly, in the literature, the most common rectal foreign 
bodies have been reported as sex toys, vegetables, bottles, 

Figure 1. Management of foreign body.

Laparotomy or thoracotomy (9)
Endoscopy succesfull (18)
Endoskopy unseccessfull (18)
Endoscopy+surgery (1)
Observation (29)
Transanal Extraction (7)

8%

21%

16%

21%

1%

33%

Table 3. Morbidity and mortality

Variables n (%) Total (%)

Mortality 1 (1.2) 1 (1.2)
Morbidity  7 (5.7)
 Wound infection 3 (3.6)
 Anastomotic leak 1 (1.2)
 Aspiration pneumonia 1 (1.2)
 Hoarseness 1 (1.2)
 Fournier infection 1 (1.2)
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and drugs.[14,15] Kurer et al. reported the predominant male 
sex ratio in rectal foreign bodies in a systemic review they 
prepared. In our study, no female patients were detected 
among the patients with rectal foreign bodies. In the liter-
ature, rectal foreign bodies have been detected primarily 
in men aged 20–40. In our study, while the sex ratios were 
consistent with the literature, the average age was higher, 
contrary to the literature. Nearly 80% of the patients were 
40 and over.[16]

Most foreign bodies reported in the literature are inserted 
into the rectum by the patient or partner for sexual satis-
faction. Secondarily, the entry of foreign bodies into the 
rectum may be due to an underlying psychiatric disease. 
Rarely, foreign-body insertion is a part of self-injurious 
behavior. In addition, foreign bodies are used for sexual 
assault, threats, or in connection with violence.[5,17]

In our study, three patients who presented with the rec-
tal foreign body were under psychiatric treatment, and 
one was a prisoner. The convicted patient had a previous 
history of rectal foreign bodies to injure himself. In other 
rectal foreign bodies, the aim was determined as sexual 
satisfaction.

Patients presenting with the rectal foreign body usually 
tend to hide this situation. In our study, rectal foreign-
body patients were identified as a group with the highest 
non-compliance with treatment. Four of these patients 
left the hospital without informing the health personnel 
after the rectal foreign body was removed.

The most common mortal complication in the litera-
ture has been reported as a rectal perforation.[18] In our 
study, while one of the rectal foreign bodies was removed 
by laparotomy, an ostomy was opened in this patient. 
Fournier’s gangrene developed in one patient due to the 
foreign body being removed by the rectal route, and anal 
incontinence was not observed in any of these patients. 
No perforation or sphincter injury was observed since 
the foreign bodies we removed, especially the glass ones, 
were removed without damaging their integrity, and the 
application times were generally short.

In our clinic, rectal foreign bodies were removed under 
sedation, operating room conditions and the lithotomy 
position. Local anesthetic agents were also used to relax 
the anal sphincter. In addition, if necessary, simultane-
ous sigmoidoscopy is also applied. Similarly, various 
types of equipment are used in the literature to protect 
the sphincters, especially during foreign-body removal. 

Spoons, vaginal spatulas, wire and plastic snakes, uterine 
vulsellum, rubber-covered bone-holding clamps, rubber-
covered tonsils or polyp snare, and tenaculum forceps are 
some of them.[19,20]

Different foreign-body removal algorithms have been cre-
ated in the approach to intestinal foreign bodies. However, 
each foreign body in the gastrointestinal tract has a unique 
and different story. In our study, different types of foreign 
body content were found. Four cases in the study were de-
fined as body packers. These people usually swallow drugs 
voluntarily or under threat or insert them into their body 
cavities to smuggle drugs from areas where strict controls 
are made. The syndrome due to the toxicity caused by tear-
ing the packages in which these substances are wrapped 
has been defined as Body Packer Syndrome.[21]

In these patients, complications such as mechanical ileus 
and perforation that may be seen in other foreign bodies 
and intoxication symptoms should be followed closely. 
In our study, foreign bodies were detected in 3 of 4 body 
packer cases at the time of admission, in the colon, and in 
one in the stomach and small intestines. These patients 
were hospitalized with the approach in the literature and 
followed up with laxatives, and all foreign bodies were 
spontaneously removed with conservative treatment. In 
these cases, stool examinations that do not contain for-
eign bodies and imaging methods that do not contain for-
eign bodies were expected, mainly to ensure the output of 
all substances.[22]

Conclusion

Rectal foreign bodies may occur due to sexual satisfac-
tion, underlying psychiatric illness, threats, attempted 
assault, or trafficking. A detailed history should be taken 
precisely and extracted using the least invasive technique 
possible.

Minimally invasive methods can remove most gastroin-
testinal foreign bodies or be expelled spontaneously. 
Centers where emergency endoscopic interventions are 
performed in the esophagus and rectal bodies, should be 
preferred.

Protective measures should be taken to prevent the inges-
tion of foreign objects, particulatly in prisoners.

For treating foreign bodies, a multidisciplinary approach, 
including advanced endoscopic and surgery, is required 
according to the localization and content of the foreign 
body, underlying cause and patient population.
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