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Foreign body ingestion is a common endoscopic emer-
gency (second in frequency only to gastrointestinal
bleeding) and is usually a benign condition in the upper
gastrointestinal tract. It is estimated that up to 90% of all
foreign bodies pass spontaneously. Endoscopic manage-
ment is needed in less than 10% of cases, whereas surgery
is required for foreign body retrieval or management of
complications in approximately 1% of patients.'” On the
other hand, 1,500 deaths are attributed yearly to foreign
body ingestion and its complications.*

It has been recognized that certain populations have a
higher risk of foreign body ingestion (eg, children from 6
months to 6 years of age, those with psychiatric disorders,
alcoholism, or low socioeconomic status).>® The associa-
tion of psychiatric disorders and foreign body ingestion
poses a formidable challenge to the clinician, as it can cre-
ate a potentially misleading clinical picture. Three differ-
ent causes have been recognized for intentional ingestion
of a foreign body: malingering (ie, motivation of second-
ary gain, as with prisoners looking for special privileges),
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psychosis/personality disorders, and pica (an appetite for
substances that are non-nutritive such as metal, clay, coal,
soil, feces, chalk, paper, soap, mucus, ash, and gum, or
an abnormal appetite for food ingredients such as flour,
raw potato, raw rice, starch, ice cubes, salt).” For the last
2 causes, foreign body ingestion tends to be recurrent and
difficult to manage due to the large quantity and variety of
ingested substances or objects. In rare situations, foreign
body ingestion can also be associated with metal toxicity
(eg, zinc toxicity, which led to death in a schizophrenic
patient who ingested 462 coins®).

The signs and symptoms caused by foreign body
ingestion vary according to the size and quantity of the
object(s), the location of impaction, the interval between
ingestion and presentation, and the mental status of
the patient. Physical examination can reveal evidence of
infection in cases of complications such as perforation.

The use of chest and abdominal plain radiographs is
limited to radiopaque foreign bodies. As the diagnostic
sensitivity of upper gastrointestinal series for foreign
body detection is low, this modality should not be rec-
ommended. For the abovementioned reasons, diagnostic
delay is common in patients with psychiatric disorders.

The first successful attempt of retrieval of a foreign
body in the upper gastrointestinal tract with a flexible
scope was described almost 40 years ago.” Flexible endos-
copy is considered the first choice for the management of
this clinical emergency due to its efficacy, low morbidity,
and reduced costs compared to surgical treatment. In
addition, it offers the possibility of identifying other gas-
trointestinal pathologies (eg, peptic diseases, neoplasms,
strictures) while retrieving the foreign body. Flexible
endoscopy adequately manages foreign body ingestion
in 83-99% of patients.>*> The American Society for
Gastrointestinal Endoscopy recommends immediate
endoscopic intervention for disc batteries in the esopha-
gus, severe esophageal obstruction, and sharp objects in
the esophagus. Endoscopic intervention can be delayed
24 hours for other objects in the esophagus and for long
(>5 cm) or sharp objects in the stomach.' In patients with
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psychiatric disorders, the ingestion of toothbrushes, pens,
and spoons is common.>!® These long objects are usually
retained in the stomach, and endoscopic intervention
should be indicated for their removal as soon as possible.
In 15% of cases, these objects migrate to the duodenum,
and in 4% of cases, to the small bowel, where the risk of
complications and need for surgical intervention rise to
30%.? In fact, some physicians have described a higher
complication rate for foreign bodies impacted in the
esophagus or stomach for more than 24 hours.?

Endoscopic intervention should be performed by a
senior endoscopist. Accessories such as rat tooth forceps,
alligator forceps, baskets, roth nets, and distal attach-
ments such as caps and overtubes may be needed for
foreign body extraction and should all be available during
the endoscopic intervention. The importance of adequate
sedation, usually provided by an anesthesiologist during
this time-consuming procedure, should be emphasized,
particularly when a psychiatric noncollaborative patient
presents with several objects in their stomach.

The case presented by Martindale and colleagues'
illustrates the difficulties faced by physicians dealing
with mentally impaired patients with a history of foreign
body ingestion. Their patient had previously ingested a
plastic item that was removed by rigid endoscopy. The
patient presented to the emergency room with gastric
outlet obstruction. Endoscopic intervention was imme-
diately performed under general anesthesia. Multiple
objects were removed from the stomach, but, ultimately,
exploratory laparotomy was indicated for removal of
large objects that could not be managed endoscopically.
The patient had a complicated postoperative course with
aspiration pneumonia. Several foreign bodies were endo-
scopically removed from the patient’s respiratory tree,
suggesting that, in fact, the patient had presented to the

emergency room with 2 complications of her condition:
gastric outlet obstruction and foreign body aspiration.

In summary, foreign body ingestion is usually a ben-
ign condition. However, in psychiatric patients, diagnosis
can be difficult, leading to slow detection and a higher
complication rate. Clinical suspicions should prompt
upper gastrointestinal endoscopy, even when chest and
abdominal plain radiographs are normal. Endoscopic
intervention should be performed under general anes-
thesia. A senior endoscopist with adequate equipment
and accessories should be successful in more than 90%
of cases.
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