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Abstract

Introduction: Foreign body ingestion or insertion into the gastrointestinal tract is not uncommon, particularly in patients with
psychiatric disorders, cognitive impairments, or cases of abuse. However, when such incidents go unreported due to altered mental
status or inability to provide an accurate history, they present a significant diagnostic challenge, especially in primary or secondary
healthcare facilities lacking advanced imaging modalities.

Diagnosing intra-abdominal foreign bodies can be a significant challenge in primary or secondary care settings, particularly when
advanced imaging modalities are unavailable, and the patient cannot provide a reliable medical history.

We present the case of a male patient in his early 60s with a history of hypertension and psychiatric illness who arrived in an altered
mental state, accompanied by fever and persistent vomiting for two days. Initial evaluation with a plain abdominal X-ray revealed
a large, radio-opaque object in the abdomen.

An emergency exploratory laparotomy was performed, which uncovered an unusual assortment of foreign bodies in the peritoneal
cavity, including a pestle, a pencil, and multiple eraser fragments. A tear was identified in the anal canal as the likely point of entry.
The patient underwent primary repair of the perforation and a diversion colostomy.

Conclusion: This case highlights the necessity of maintaining a high index of suspicion for intra-abdominal foreign bodies in
patients presenting with nonspecific abdominal symptoms, particularly when the history is limited or unreliable due to psychiatric
or cognitive impairments. Prompt imaging, even basic radiographs, can provide crucial insights, and early surgical intervention
can be life-saving. Surgeons must remain vigilant and receptive in their diagnostic approach, as rare and unexpected findings can
significantly change management and outcomes.

Keywords: Foreign body, diagnostic challenge, exploratory laparotomy, anal canal perforation, abdominal surgery.

their expertise more than technological aids for diagnosis
and management. Per-rectally inserted foreign bodies are
commonly seen at a large-volume center, averaging one per

Introduction:

Managing cases at a primary or secondary care facility

with resource limitations and constraints on patient transfer
presents a unique challenge to the management team. Care
providers, armed with their clinical acumen, must rely on
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month [1].

The patients, when in a condition to provide history,
are often not forthcoming due to the stigma associated.
The challenge is further compounded if the patient presents
when they are not in a condition to provide a proper history
or are also suffering from other illnesses, in which case, the
provided history is unreliable. In the presence of clinical
features suggestive of peritonitis, it is crucial to maintain
a low threshold for performing an exploratory laparotomy
to obtain a favorable outcome. A diversion procedure is the
best approach for perforation and frank contamination.

Limited studies are available regarding the long-term
follow-up of these patients [2].
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Case Presentation:

Our patient was a gentleman in his early 60s who was on
antihypertensives and antipsychotics (no documents for the
exact diagnosis were available with the patient regarding the
same). He presented with complaints of fever with vomiting
for two days duration. On presentation, the patient was
in an altered sensorium with low-grade continuous fever,
tachycardia, and tachypnoea. Blood counts revealed azotemia
with leucocytosis. The patient was admitted and started on
IV fluids and parenteral antibiotics. Given the abdominal
distention, an X-ray was also performed, revealing a large
radio-opaque object in the right iliac fossa (Fig. 1).

Figure 1. Abdominal X-ray showing a foreign body
in the abdomen.

His condition continued to deteriorate, and a decision
to perform an exploratory laparotomy was made. There was
1.5 L of purulent collection in the intra-abdominal cavity. A
metallic pestle, a pencil, and eraser shreds were also found
in the abdominal cavity (Fig. 2).
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Figure 2. Foreign body (Pestel)in the abdomen.
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There was a circumferential tear of the anal canal,
which was repaired primarily, and a diversion colostomy
was performed.

Outcome and follow-up: The patient’s general condition
improved gradually, and he was discharged on post-op day
7. Currently, he is undergoing follow-up and is scheduled for
restoration of bowel continuity after preoperative nutritional
optimization.

Discussion:

Retained foreign bodies in the rectum have been
described in the medical literature since the 16" century
[3]. Their management, with the advent of imaging
and non-invasive extraction modalities, has undergone
significant evolution. Most studies support routine
endoscopic evaluation for such patients to assess the
extent of mucosal damage caused, even in the absence of
apparent signs of perforation [4].

Lake et al. reported mucosal abnormalities in 16% of
the patients without obvious perforation [1].

Up to 20% of the patients reporting a history of rectal
foreign object insertion are not forthcoming [5]. Patients
with a history suggestive of retained foreign objects should
be carefully examined for features of peritonitis, and no delay
should be made in performing an exploratory laparotomy
if these signs are present. Endoscopic extraction may be
attempted based on the patient’s condition, the position of
the objects, and the availability of resources.

Transanal extractions are successful in 65-70% of
the cases and can be performed easily in the emergency
department [6]. A clinician should maintain a high index
of suspicion for retained foreign objects in cases where
the patient presents with altered sensorium and features
of peritonitis. A plain radiograph is usually sufficient to
identify the location and nature of the object [7].

No delay should be present in operative intervention
in such cases. These cases can be especially challenging in
primary or secondary care facilities with limited resources
and opportunities for evacuation to a higher-level center.
In such scenarios, the surgeon must rely on their clinical
skills in the decision-making process. In patients with
perforation, a primary repair with a diversion stoma is
the standard of care and has shown positive outcomes in
multiple studies [8, 9, 10].

A Hartmann procedure must be undertaken if the
patient’s condition does not permit a repair [11].

If the patient’s clinical status is unstable or unsuitable
for primary anastomosis, a Hartmann procedure is indicated.
In cases where a primary repair is contraindicated due to
the patient’s condition, a Hartmann procedure becomes
necessary.[12]

A Clinician should have a high index of suspicion for a
retained foreign body in the setting of unexplained features
of peritonitis. Exploratory laparotomy with Hartmann
procedure, with or without primary repair, is the treatment
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of choice in patients with retained foreign bodies in the
presence of peritonitis.

Conclusion:

This case highlights the importance of maintaining a high
index of suspicion for intra-abdominal foreign bodies in
patients presenting with nonspecific abdominal symptoms,
especially when history is limited or unreliable due to
psychiatric or cognitive impairment. Timely imaging,
even basic radiographs, can provide critical clues, and
early surgical intervention may be life-saving. Surgeons
must remain vigilant and open-minded in their diagnostic
approach, as rare and unexpected findings can significantly
alter management and outcomes.
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