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ABSTRACT

50 years old Schizophrenic male referred with abdominal pain, nausea and vomiting .patient reported abdominal
pain since one year prior to admission. Previous studies, including ultrasound and lab tests did not show anything
.plain abdominal radiography showed multiple metallic bars in abdominal cavity. Abdominal laparotomy was done
and nine metallic bars removed from stomach and small and large bowel and patient discharged with good
condition. Report of this patient emphasizes on importance of simple abdominal radiography in the differential
diagnosis of abdominal pain.
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INTRODUCTION

Foreign body ingestion and its complications is ofi¢he issues that we are facing in emergency rii@gats in
abundance. Foreign bodies swallowed in two waysjaely or intentionally. Random type often seerchildren
less than five years of age (80%) and in casestehiional include people with mental health praoideor in
prisoner [1, 2].

foreign body ingestion is common occurrence esfigcin children, alcoholics ,mentally handicappadd
edentulous people wearing dentures. However, nigjaf the individuals pass this objects without any
complications[3]. Most foreign bodies pass reaititp the stomach and travel the remainder of thergatestinal |
tract without difficulty, nevertheless, the expeie is traumatic for the patient, the parents, taedgohysician, who
must await the removal or the ultimate passagéefareign body[4]. The alimentary canal is rematkaesistant
to perforation: 80% of ingested objects pass thndhg gastrointestinal tract without complicati¢Bs About 20%
of ingested foreign bodies fail to pass throughehtire gastrointestinal tract [6]. Any foreign lyahat remains in
the tract may cause obstruction, perforation or dveinage, and fistula formation. Less than 1% result
perforations from the mouth to the anus and thesevestly caused by sharp objects and erosion8][0f this
sharp objects, chicken bones and fish bones acéouhtlf of the reported perforations. The mosineowon sites of
perforation are the ileo cercal junction and siginmlon [5].
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Case

The patient is a fifty years old schizophrenic malepsychiatric hospital who was complaining of afic
abdominal pain and anorexia since one years poadimission. He referred to physician several timithout
definite diagnosis and response to medical treatmen

Abdominal solography was normal two times. Finaflferred to emergency room with complain of abdahpain,
nausea and vomiting. Patient admitted with impoessif acute abdomen.

In plain abdominal radiograph multiple foreign lpadgestion was diagnosed. In emergency laparotomaliple

metal bars removed from stomach, duodenum, jejuandnsigmoid colon with gastrostomy and enteroto8mgall

fibrin material was observed on small and large dosurface in multiple locations due to previouscrmi
perforation without overt perforation or intra gerieal collection and fluid. Colostomy was donegatient due to
sigmoid fibrosis and obstruction.

Patient discharged with complete recovery afterweek. Closure colostomy was done for him after tmonths.

Figure 1. Plain radiogr aphs of the abdomen showed multiple foreign bodiesin the stomach, small intestine and colon
DISCUSSION

The majority of foreign bodies that reach the gastestinal tract will pass spontaneously .impactiay occur at
areas of anatomical narrowing (the cricopharyngthes|ower esophageal sphincter, the pylorus,ldueécal valve
and the anus) [1,2,9,10,11].

Treatment depends on the patient’'s age and sympaéogg, nature and type of ingested foreign bodg &éme
anatomical location especially if impacted. Foreigaies may be managed conservatively or theragaiytiwith
endoscopic, laparoscopic or open surgical methaggiieso

Blunt objects such as coins can impact in the lesgps resulting in partial or complete obstructidndoscopic
retrieval should be attempted in all instancespratonged lodgment can lead to pressure necrosréoration or
fistula formation [1, 2]. If the blunt object hgmssed in to the stomach and is less than 2cmaimeder, a
conservative outpatient management protocol witlkeklye radiographs should be adopted .If the bluneab
remains in the stomach, it has been recommendektlay endoscopic retrieval for 1-2 months to feaié any
opportunity for spontaneous passage [2, 12, 13, 14]

Urgently endoscopic retrieval of sharp objects,hsacrazor blades, straightened paperclips and ese¢tht are
lodged in the esophagus should be performed[12]the object progresses into the stomach or duaden
immediate attempts at endoscopic retrieval shoeldrdertaken, as the risk of perforation at thecikeal valve is
approximately 35%[1,2,11]. If the sharp object passed beyond the duodenum, the patient shouhdobé&ored
with daily radiographs and remain under strict obston. Surgical intervention may be required graarp object
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fails to progress radio logically after 72-hourEmergency laparotomy is required if the patientedieps acute
clinical signs [1, 2].

Batteries (disc or button) require urgent endoscogirieval if lodged in the esophagus due to thesible risk of
chemical burns, electrical discharge and liquedactiecrosis which can lead to subsequent perforftio2]. Once
the battery has passed into the stomach, retig\ailly indicated if it remains in the stomach beya@!8 hours, or if
it is a larger battery measuring more than 2cmiagmeter [2]. Once beyond the duodenojejunal flex86.4% are
passed within 72-hours [15]. A followup radiograplice per week is sufficient.2 Laxatives and amida have no
proven benef it in management [16]. 67% of paiehtit swallowed batteries developed small bowstrabtion
requiring a laparotomy with enterotomy [17].

Packages of narcotics should not be removed engustly as the risk of rupture and leak of the togubstance is
high. Surgical intervention is reserved for thoases where signs of obstruction or leakage of anbstoccurs [1,
2].

CONCLUSION

Foreign body ingestion is common problem in chitgnesychological and in mental retardation pateerd in some
cases is life-threatening. Clinical suspicion afefgn body and simple and low cost diagnostic pdaces such as
radiography of the abdomen can give valuable asxgist
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