
Foreign body ingestion is not an
uncommon clinical problem. It is
estimated that 1500 people in the
United States die annually due to
ingestion of foreign bodies in the
upper gastrointestinal tract (GI) (1).
In about 80% of the cases the foreign
bodies passed spontaneously with-
out complication (2). The rest are
usually managed endoscopically
with less than 1% of the cases requir-
ing surgery (1). In adults, the most
common objects are food debris,
bones, pills, coins, dentures, safety-
pin, and razor blade (1). Once the
object has negotiated beyond the
stomach, it usually passes through
the GI tract without difficulty. Longer
retention is very rare and only a few
cases have been reported (3-7);
 however, the objects described in
those cases are considerably larger
possibly preventing their passage
through the bowel loops or gastric
outlet. Here we report a unique case
of retention of a small blunt foreign
body in the ileum of an 87-year-old
lady and eventually the object was
passed out through the stoma
2 months after its first radiological
appearance on a computed tomo -
graphy (CT) scan.

Case presentation

An 87-year-old Caucasian woman
complained to the local general
practitioner about finding blood in
the colostomy faecal matter and was
referred to our hospital for investiga-
tion. Her background history
includes Hartmann’s procedure for
diverticulitis of sigmoid colon
8 years ago. Other comorbidities
include left anterior descending

abdomen and pelvis was performed
to query for possible ileus and again
showed that there was a spherical
metallic foreign body in the ileum
not causing any obstruction. The
scan also showed a small fluid
 collection adjacent to the afferent
limb of the ileostomy with diffuse
dilated small bowel suggestive of
ileus. Her symptoms were resolved
on the ninth post-operative day. The
foreign body was spontaneously
passed into the stoma bag on the
fortieth post-operative day (Fig. 2). It
was a glass marble measuring
1.3 cm in dia meter. The patient could
not recall how long ago she ingested
the  foreign body and denied any
insertion of the foreign body through
the stoma. Since the history of
ingestion was not available, we can
only assume that the foreign body
was ingested sometime between its
first detection on CT scan and the
negative abdominal x-ray 8 years
prior; and therefore has been
 present in her abdomen for at least
2 months.

Discussion

The majority of foreign bodies
pass through the GI without clinical
consequences. The properties of the
foreign body in relation to the
anatomical narrowing determine the
likelihood of impaction or other
complications. Most blunt objects
are passed within 4 to 6 days (8).
Impaction usually occurs at a
 number of anatomical narrowing in
the oesophagus, stomach, and
 intestines. In the oesophagus, transit
can be retarded or blocked at the
upper oesophageal sphincter, the
aortic arch, and the lower
oesophageal sphincter. Most foreign
bodies pass spontaneously once
they reach the stomach. However,
objects longer than 5 cm and wider
than 2 cm rarely pass through the
pylorus (1). Objects longer than 6 cm
also have difficulty navigating
through the C-curve of duodenum (9).

coronary artery occlusion with good
collateralization, heart failure,
 chronic renal failure, hypertension,
dyslipidaemia, osteoarthritis and
hypothyroidism. Her stoma was not
reversed due to cardiovascular
comorbidities. Examination revealed
a small parastomal hernia with no
obvious source of bleeding. A
colonoscopy and a rigid sigmoi-
doscopy of the rectal stump were
performed but did not reveal any
abnormality other than scattered
diverticulae. Seven months later, she
re-presented with the same com-
plaint. A repeat colonoscopy
revealed a lesion just beyond the
stoma site and biopsy from this
lesion confirmed the presence of
invasive adenocarcinoma. A post
oral contrast CT scan of the thorax,
abdomen and pelvis done 18 days
prior to the hospital admission
showed that the tumor is adjacent to
the stoma site outside the peri-
toneum and there was no evidence
of enlarged lymph nodes or metasta-
sis. Unexpectedly, the CT scan
demonstrated a spherical 1.4 cm x
1.4 cm x 1.4 cm hyperattenuating
object, possibly a metallic foreign
body (Fig. 1). This object, however,
did not cause any symptom or
obstruction. The object was not visi-
ble on a previous plain film or CT
scan dating back 8 years ago. A
subtotal colectomy was performed
and an ileostomy fashioned at the
right iliac fossa. She began to vomit
3 days into her post-operative
 period. Her vomiting persisted
despite nasogastric decompression
and there was no output from the
stoma 7 days into her recovery while
she was on parenteral nutrition. A CT
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Rarely the foreign body may be
entrapped at the ligament of Treitz,
Meckel’s diverticulum, or the appen-
dix (10). Downstream from the small
bowel, the ileocecal valve and the
rectosigmoid junction are the other
common areas of impaction due to
their acute angulation. In this article
we present a rare case of ingested
foreign body retention in the ileum
and subsequent spontaneous
 passage of the foreign body through
the stoma at least 2 months after
ingestion. Our case is unusual
because the object is small, measur-
ing only 1.3 cm in diameter, smooth,
and spherical, which would predict
its passage through the GI without
any difficulty. The persistence of any
small blunt object longer than
4 weeks is very atypical; and it is
likely that the foreign body could
have remained in situ had it not been
for the surgical manipulation. The
possible explanation for the

prisoner who intentionally ingested
a pack of two AA alkaline batteries
which were retained in the stomach
for 6 years and were removed
laparoscopically. Deeba et al. (4)
reported a case of a man who ingest-
ed two tea spoons under the influ-
ence of alcohol; one of which was
adherent to the wall of the ascending
colon for 10 years and was retrieved
surgically. Endoscopic removal of a
toothpick impacted in the wall of rec-
tosigmoid junction causing
18 months history of chronic abdom-
inal pain has been reported (7). A
case of ingested sewing needle
embedded in the anterior lesser
curve of the gastric antrum for
32 years has also been described (6).
In all cases, the foreign bodies in
question were considerably larger.
Some of which were long or even
sharp which could easily get stuck at
the acute angulation of the GI tract
and imbedded into the bowel wall
due to mucosal injury and chronic
inflammatory process.

Though most foreign bodies pass
without incident, complications can
arise following ingestion of foreign
body. Common complications
include perforation, haemorrhage,
bowel obstruction, and fistula
 formation to adjacent viscera.
Intestinal perforation is quite rare,
and accounts for less than 1% (2).
However, the signs and symptoms
of intestinal perforation can mimic

 retention of the foreign body is the
presence of adhesion after the
 previous Hartmann’s procedure
8 years ago resulting in focal nar-
rowing and angulation of bowel
loops that was not severe enough to
result in obstruction but enough to
retard the transit of the foreign body.
Another contributing factor to the
retention can be the development of
postoperative ileus and its effect
 differs in different segments of the
GI tract. The effect on the small intes-
tine is usually transient, recovering
within 24 hours of surgery ; and
patients undergoing colectomy
 taking the longest time to recov-
er (11). Postoperative ileus, however,
usually do not persist for longer than
5 days. 

Long term retention of foreign
body in the bowel is a rare occur-
rence. So far only a few cases have
been reported in the literature.
Lavon et al. (5) reported a case of a
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Fig. 1. — Transverse (A) and coronal (B) views of CT scan with
oral contrast showing a hyperattenuating spherical object (arrow)
in the ileum with an approximate size of 1.4 cm x 1.4 cm. No
bowel obstruction can be seen.

Fig. 2. — Image of the foreign body passed out through the
ileostomy into the stoma bag 2 months after the initial CT scan
showing its presence. The foreign body is a glass marble
 measuring 1.3 cm in diameter. The object has been cleaned
before photographed.

A

B

ng-eguare-_Opmaak 1  27/12/11  10:27  Pagina 340



other acute abdominal conditions
such as acute appendicitis, acute
diverticulitis, intra-abdominal
abscess or inflammatory mass; and
diagnosis is seldom made until
laparotomy (10). Perforation is
 usually caused by thin, pointed
objects, although very rare, perfora-
tion related to blunt objects have
been described (12, 13). Despite the
seemingly benign physical proper-
ties, it has been suggested that blunt
foreign bodies can erode through
the intestinal wall through slow
pressure necrosis in conjunction
with local inflammatory reaction
from continual apposition. Foreign
body related perforations have
occurred throughout the GI tract, but
the highest incidence was found to
be in the terminal ileum followed by
rectosigmoid region owing to the
narrower caliber of the intestinal
lumen and the acute transition
between a mobile portion of meso-
colon to a more fixed portion of the
retroperitoneum (10, 14). The rate of
surgical intervention is significantly
higher for longer period of
impaction and for objects resided
beyond the pylorus (15, 16).
Therefore, there is a very small risk
of intestinal perforation or other
complications for long term reten-
tion of foreign body in the ileum. 

Since the clinical presentation of
the complications of foreign body
ingestion can be non-specific and a
definite history of foreign body is
often not available, radiological
imaging has become an important
modality for the diagnosis. However,
localization of the foreign body can
be a major challenge. Fish bones,
wooden tooth pick, plastic and most
thin aluminium objects are radiolu-
cent on routine plain film (17).
Barium swallow can be helpful to
outline the radiolucent object in
selected cases where a suggestive
history of foreign body ingestion is
available but the object is not visible
on radiographs. However it should
be used with discretion since it com-
promises subsequent endoscopic
management. Most glass objects of
substantial size e.g. 1-2 mm or larger
should be visible on radio -
graphs (17). The sensitivity for glass
objects is about 86% from a series of
seven glass object ingestions (18).
Plain film may not be helpful in visu-
alizing pneumoperitoneum in case
of perforation since the bowel wall is
covered with fibrin due to chronic
inflammation progressive impaction
and prevent the exit of gas into the
peritoneal cavity. CT is superior to
plain radiography because of its

Patients should be instructed to con-
tinue a regular diet and observe the
stool for the ingested object. They
should also be educated regarding
the early symptoms of complica-
tions and that those symptoms can
mimic an acute abdomen.
Endoscopic removal is indicated in
symptomatic patients who fail to
pass foreign bodies out of the stom-
ach within 3 to 4 weeks of observa-
tion (8). Flexible endoscopy is the
preferred modality of foreign body
extraction due to its high efficacy,
low morbidity and reduced costs
compared to surgical intervention.
Surgical intervention is considered if
endoscopic removal fails or is not
possible when the foreign body has
passed beyond the duodenum, or if
the patient develops symptoms
indicative of complications, or when
there is a danger to the patient. 

In conclusion, long term retention
of a small smooth and blunt foreign
body that has passed beyond the
stomach is very rare. If the patient is
asymptomatic, expectant manage-
ment with patient education regard-
ing the symptoms of complications
is the treatment of choice.
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