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Background and Aims: Foreign‑body ingestion is a common phenomenon, 
especially in children. In normal adults, foreign‑body ingestion is usually 
accidental and mostly ingestion occurs with food and impaction is a result of 
structural abnormalities of the upper gastrointestinal tract  (UGIT). However, 
accidental ingestion of nonfood products is unusual; especially ingestion of 
pins  (scarf or safety pins) and needles is unknown. We come across ingestion 
of these unusual/sharp foreign bodies routinely from the past few years. 
The aim of this study was to observe, over a period of 1  year, the spectrum 
of nonfood or true foreign‑body ingestion in our community and to see the 
impact of an early endoscopy on outcome or retrieval of the ingested objects. 
Materials and Methods: In a prospective observational study, we studied the 
profile of foreign‑body ingestion in normal individuals of all ages and both sexes, 
excluding the individuals with any structural abnormalities of the gut and the 
people with psychiatric ailment. Results: Of total 51 patients with foreign‑body 
ingestion, 42  (82%) were 20 or  <20  years of age with females constituting 
86.3% of the total and males constituting only 13.7%. Foreign bodies ingested 
included 38 pins  (74.5%), seven coins  (13.7%), four needles  (7.8%), and one 
denture and a nail  (2%) each. Overall 26  (51%) foreign bodies were seen in 
UGIT  (within reach of retrieval) at the time of endoscopy and all of them 
were retrieved. Nineteen  (37.3%) patients reported within 6 h of ingestion, and 
majority of them (16 = 84.2%) had foreign bodies within UGIT and all of them 
were removed. Those patients  (n  =  32; 62.7%) who reported beyond 6 h, only 
10 (31.25%) had foreign bodies in UGIT as a result of which the success rate of 
removal in these patients was only 32%. Conclusion: Most of our patients were 
young females and the common foreign bodies ingested were sharp including 
scarf pins followed by coins and needles. The success rate of retrieval was 
high in those who reported within 6 h of ingestion of foreign body. The rate of 
retrieval was 100% if foreign body was found on esophagogastroduodenoscopy. 
Hence, we recommend an early endoscopy in these patients and some alternative 
to use of scarf pins.
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Introduction

Nonnutritious, undesirable, unwanted material or 
a thing swallowed or aspirated intentionally or 

unintentionally that may be potentially or seriously harmful 
to health constitutes the aerodigestive foreign bodies (FBs).
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In US, 1500 people die each year from either swallowing 
or aspirating FBs.[1] Most of them are children who 
ingest small toys and coins.[2] Normal adults are usually 
not affected but may accidentally ingest FBs, if they are 
careless about the objects or if they have a cognitive 
impairment, poor vision or are intoxicated.[3,4] The type of 
FBs depends on the objects available and the frequency 
with which they are used. In general, in adults, the most 
commonly ingested FBs include toothbrushes, nails, 
and dental prosthesis. People with dementia and those 
having psychiatric ailments are most likely to ingest a 
FB intentionally; however, patients with bulimia may 
inadvertently swallow objects while trying to induce 
vomiting.[5,6] Some people may have history of recurrent 
FB ingestion  (psychiatric population) while others may 
ingest it for secondary gains  (incarcerated criminals 
and drug traffickers “body packers”). In the normal 
population, dementic patients, incarcerated criminals, 
and people with bulimia may ingest FBs. The type of 
FBs may vary from community to community depending 
on the easy availability of objects that are intentionally 
or unintentionally put in mouth.

The most commonly seen upper gastrointestinal 
tract (UGIT) FB in US in adults is meat bolus and bone 
chips, and in children, the same includes coins, toys, 
magnets, and batteries.[6] In some European countries, 
the commonly ingested FBs include Fishbone, bones, 
and dentures; in China, it is food bolus, fish bones, 
dental prostheses, and bones that are commonly 
ingested, while as in the Middle East, the same may 
include coins, meat boluses, and bones.[7‑9] In Africa 
and the Indian subcontinent, coins, meat boluses, and 
dentures are the most commonly expected FBs that 
could be ingested.[10,11] Since the pattern and profile of 
FB ingestion have not so far been reported anywhere 
from India, and also the unique pattern of UGIT FBs 
that was observed in our set up over some time in which 
there was a predominance of pins and needles compelled 
us to observe it in a prospective manner.

Materials and Methods
This was a prospective, observational study conducted 
in the Department of Gastroenterology, Government 
Medical College, Srinagar, Jammu and Kashmir, 
India, from January 2014 to December 2015. After the 
Institutional Ethical Committee Clearance, patients of 
all ages and both sexes who presented to the department 
with the history of accidental or intentional ingestion of 
a true FB were included, patient’s vitals were checked, 
physical examination and radiological examination done 
before contemplating FB removal. If FB was not located 
on plain radiograph, a computed tomography scan was 

ordered for proper localization of FB. To keep the study 
limited to the general population and true FBs only, the 
following patients were excluded from the study:
1.	 Those with psychiatric ailments
2.	 Incarcerated criminals
3.	 People with underlying dysphagia and bulimia
4.	 Food bolus impaction
5.	 Those having taken FB for secondary gains.

Results
In this prospective, observational study, we enrolled 
51 patients  [Table 1], of which 44  (86.3%) were female 
and seven  (13.7%) were male with an average age of 
17.18 years (range, 6–67 years); 29 (56.36%) were from 
rural and 22  (43.13%) from urban background. Most 
of our patients were young with 39  (76.47%) being 
20 or  <20  years and only 12  (23.52%) were  >20  years 
of age. Majority  (n  =  44) of our patients were females. 
Out of total, only 37.3% of patients presented within 
6 h of ingestion of FB, whereas 62.7% presented late. 
Thirty (58.8%) patients were endoscoped during the day 
and 21 (41.2%) were endoscoped at odd hours. A unique 
pattern was observed  [Table  1] in the sense that there 
were 38 (74.5%) pins, seven (13.7%) coins, four (7.8%) 
needles, and one  (2%) nail and one  (2%) denture. The 
sharp FBs outnumbering blunt ones.

Of 51 patients, 27 (52.9%) had no FB within the reach 
of upper GI endoscopy, and of these, 20  (74.07%) 
FBs passed spontaneously; whereas 07 (25.91%) got 

Table 1: Demography, type of foreign bodies, and 
outcome

Frequency (%)
Age (years)
≤20 39 (76.47)
>20 12 (23.52)

Gender
Female 44 (86.3)
Male 7 (13.7)

Residence
Rural 29 (60.4)
Urban 22 (39.6)

Foreign body type
Pin 38 (74.5)
Coin 7 (13.7)
Needle 4 (7.8)
Denture 1 (2.0)
Nail 1 (2.0)

Status
Found/retrieved 26 (51.0)
Not found/not retrieved 25 (49.0)

Time of ingestion
Day 30 (58.8)
Night 21 (41.2)



Figure  4: Two pierced pins in the duodenum being removed by the 
forceps

Figure 1: Pin found in the colon
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retained in the GI tract, among which 03 pins were 
recovered from colon [Figure 1], two weeks after 
ingestion. Another 2 pins had pierced the GI wall 
where one pin was removed from peritoneum and 
another from gastrohepatic ligament [Figure 2] and two 
patients with remaining 2 pins could not be contacted 
for follow up. On upper GI endoscopy  [Table  2], 
16  (31.4%) were found in the stomach  [Figure  3], 
3  (5.9%) in D1, 6  (11.8%) in D2  [Figure  4], and one 
in the cricopharynx. All the FBs found were retrieved 
using polypectomy snare, Roth basket, or FB retrieval 
forceps [Table 3].

Nineteen patients reported within 6 h of ingestion and 
among them, 16  (84.21%) had FB within the range of 
retrieval on upper GI endoscopy. Of 32  patients who 
reported late, only 10  (31.2%) had FB accessible for 
removal on upper GI endoscopy, and to our surprise, one 
among these 10 patients had the history of FB ingestion 
some 3 months back.

Of 38 ingested pins, 20  (52.63%) were retrieved; of 
seven coins, three were retrieved, whereas four had gone 
down, and all of them passed out uneventfully. Of four 
stitching needles, two were retrieved while two had 
gone down, one got stuck up in small bowel and needed 
surgery, and another passed up to the anorectum and 
was retrieved from the rectum.

Table 2: Location of foreign bodies on upper 
gastrointestinal endoscopy

Location Frequency (%) Valid 
percent

Cumulative 
percent

Not located in UGI 25 (49.1) 49.1 49.1
Stomach 16 (31.4) 31.4 80.5
Duodenum 9 (17.6) 13.7 94.2
Cricopharynx 1 (2.0) 2.0 100.0
Total 51 (100.0) 100.0
UGIT=Upper gastrointestinal tract

Table 3: Status of foreign bodies with respect to time of 
ingestion and type of foreign bodies

Status P
Found/retrieved 

(n=26)
Not found/not 

retrieved (n=25)
Reporting time 
after ingestion (h)
<6 16 3 <0.001
≥6 10 22

Foreign body type
Pin 20 18 0.910
Coin 3 4
Needle 2 2
Denture 0 1
Nail 1 0

Figure 2: (a) Computed tomography scan showing foreign body (pin) 
in gastrohepatic ligament. (b) Pin being extracted from the gastrohepatic 
ligament

ba

Figure 3: (a) A headed pin pierced in the antrum being removed with 
snare. (b) Pierced needle at incisura being removed with forceps

ba
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All patients had accidentally ingested FBs; none had 
taken them intentionally. Two girls had ingested >1 pin, 
with one of them having ingested even three pins.

Discussion
Accidental FB ingestion occurs primarily in children and 
in edentulous or mentally impaired elderly adults. Food 
bolus impaction at a narrowed part of the esophagus and 
ingestion of coins in children are by far the most common 
causes of upper GI intervention for FB removal.[1] 
Incidental ingestion of FB occurs in psychiatric patients 
or prison inmates.[2,4] Other common FBs include fish 
and chicken bones, medication packaging, dentures, and 
coins.[7] Most FBs (80%) pass without any intervention.[8,9] 
Out of those FBs which need removal, 16% may need 
surgery. It is a trend to remove sharp, long, and wide 
objects as early as possible. Other FBs which need early 
removal include large button batteries, high‑powered 
magnets, narcotic packages, and super absorbent objects.[12]

Other than FB characteristics, structural and functional 
abnormalities of GI tract may also increase the risk of 
impaction.[13-16] These abnormalities include diverticula, 
webs, rings, strictures, achalasia, tumors, duodenal 
ulcer sequelae, hernia, and postgastrectomy status.[17] 
The type of FB ingested depends on easily available 
and frequently used objects, that is, why toothbrushes, 
dentures, nails, coins, and toys are the most common 
FBs found worldwide. The type of FB also varies from 
country to country.[6‑11] The pattern must also be changing 
from time to time as the readily available things also 
change from time to time and from place to place. Such 
observations are not published and perhaps not studied. 
Ingestion of true FBs by normal people with normal 
GI tract has also not been studied as we did not come 
across any study which has excluded the people who 
either have a tendency to ingest FBs or have abnormal 
GIT anatomy. Our study is also unique in this regard that 
Kashmir being a disturbed area, it is not easy to reach 
to a medical facility during night for all individuals, 
especially those living in remote villages and perhaps 
this is one of the factors that lead to late reporting by 
the patients when most of the FBs had crossed the UGIT. 
The most common FB in this study was pins which are 
an uncommon finding in other studies.[18,19] The reason 
that the pins and needles were common FBs, especially 
in young girls is clear from the fact that these things are 
being routinely used by our young girls for tying their 
head covers and for chain stitching jobs. While tying the 
head cover, these young girls keep many pins under their 
teeth and if something untoward happens during this time 
such as sneezing, coughing, someone else pushing from 
behind or frightening you, there is every chance that 

these pins may either be swallowed or aspirated, example 
of this is about a young girl who while tying her scarf 
had three pins under the teeth when her younger sister 
shame punched her belly and she swallowed all the three 
pins which fortunately were taken out by endoscopy. 
The type of head cover has evolved over some time in 
our community as has been in rest of the world. Some 
great ladies who are known for their unique head cover 
included Mother Teresa, Indira Gandhi, Benazir Bhutto, 
and Sonia Gandhi. In our community, the type of head 
cover changed markedly in the past few decades, the 
most primitive one was Kasab  (routinely used by our 
Hindu elderly ladies) which was also loaded with pins, 
later on it changed to Dhaji which is a simple piece of 
cloth which is tied at the back of head and hangs over the 
back of the neck but not covering the face. Dhaji is still 
being used in our villages and some towns. Many ladies 
use veil as full body cover which has two types, Arbi 
Burka and Kashmiri Burqa, none of them needs pins for 
tying up; however, of late young girls, especially school/
college going girls have switched over to Iranian type of 
Scarf‑based head cover which needs multiple safety pins 
for fixation and hence that it does not slip away. Due to 
this changing trend of head cover among our female folk, 
there has been a considerable rise in FB ingestion and 
thus emergency endoscopies for their removal since past 
few years and this also justifies the female predominance 
observed while this study was being conducted.

Timing is very important as far as the management of 
FBs is concerned. The interval between ingestion of 
FB and the time patient reaches hospital is really very 
important as it will decide the success rate of retrieval 
on UGI endoscopy as we did observe in our study that 
in those patients who reported early (within 6 h), success 
rate on UGI endoscopy was much better  (84.2%) than 
those who presented to us beyond 6 h in whom the same 
was only  (31.2%). In this study, the longest interval 
between ingestion and retrieval was 3 months where in 
the FB was retrieved from the antrum after it had got 
impacted over there. Although an early endoscopy is 
mandatory in sharp and long foreign bodies, a patient 
who reports late and has a history of ingestion of a sharp 
foreign body should be subjected to UGI endoscopy 
because once a foreign body gets impacted at any place 
in UGI tract, it stays there for months.

Type of FB matters the most, sharp FBs such as pins 
and needles can cause devastation. If impacted, it can 
cause aortoesophageal fistula, mediastinitis, pericarditis, 
cardiac tamponade, recurrent pericardial effusion, and 
even hemopericardium.[20‑25]
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Conclusion
After studying the pattern and type of FB ingestion in 
our community, the following conclusion can be drawn:
•	 Due a changing trend of covering the head by females 

of our community, there has been a considerable 
change and rise in unique FB ingestion in our set up 
since past few years, in which sharp FBs outnumber 
the blunt ones

•	 To get better results, an early endoscopy in these 
cases is recommended, but even if the patient 
presents late with the history of FB ingestion, he/she 
should be subjected to a UGI endoscopy

•	 An alternate method of fixing the head cover is 
recommended.
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