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INTRODUCTION 

Foreign body ingestion is a common occurrence both in 

sane and insane population. Quite a good number of 

interesting and unusual cases of foreign body ingestion 

has been reported in the surgical literature from time to 

time. Ingested foreign bodies varying widely in number, 

size and character, may travel through a distensible tube 

of comparatively small diameter causing mechanical 

insult to the intestinal wall without producing symptoms 

or permanent tissue damage.
1-3 

Accidental ingestion of 

the foreign body is by far the most common. Deliberate 

ingestion may result from an act of insanity, a dare, a 

habit or medicinal therapy.
4-6

 

Foreign body ingestion is a frequent GIT emergency. 

However, long spoon swallowing is a rare event.
7,8 

Perforation, obstruction, abscess formation, hemorrhage, 

fistula and mucosal ulcerations are the complications 

noted.
9,10 

Foreign bodies’ thicker than 2 cm and longer 

than 5cms are unlikely to pass the pylorus spontaneously. 

Others usually over 10 cm long will fail to traverse the 

duodenal sweep.
11,12 

Retention of elongated or pointed 

objects in the duodenum is a frequent problem. Long, 

sharp, objects may perforate the duodenum and have 

been known to migrate widely in the abdomen. Early 

removal of such objects has been advised.
13,14

 

This case forms rarity due to the fact that the 7 inches 

knife remained in the duodenum for 07 long years 

without causing major catastrophe. From Medline as well 

as medical library search we failed to find such a case 

report till date where the metallic foreign body has 

remained in the GIT for such a long time. 
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CASE REPORT 

A 32 years old married female, labourer by occupation 

presented to the hospital with history of recurrent pain 

abdomen for last 07 years, recurrent vomiting 07 years 

and decreased appetite for last 01 year. Seven years back 

while working in a cement factory, she under the 

influence of black magic (?) developed a psychic illness 

and ingested a knife. She complained of pain in the throat 

and abdomen after few days of ingestion of the knife. She 

told her husband that she has ingested the knife. She used 

to take medication from local practitioners for last 07 

years for her pain abdomen & recurrent vomiting. She 

also gives history of decreased appetite for last 01 year. 

Two days before reporting to the hospital she developed 

severe agonizing pain upper abdomen that was 

continuous in nature and relieved only transitory by the 

medication. She had 5-6 episodes of forceful vomiting in 

last two days. She was admitted in some peripheral 

community hospital from where she was referred to 

GMC, Jammu. No history of hematemesis, malena, 

constipation, fever, diarrhea, vaginal discharge, urinary 

complains, weight loss, jaundice.  GPE was unremarkable 

except mild pallor. On abdominal examination mild 

tenderness could be elicited in right lumbar, epigastrium 

and right paraumblical region. 

X-ray abdomen revealed a long radio-opaque metallic 

object mimicking knife placed horizontally at the level of 

L2-3 spine. CECT abdomen revealed it to be in second 

part of duodenum extending up to duodenojejunal 

junction. Upper G.I. endoscopy revealed the knife handle 

at the lower end of C-loop of duodenum. The retrieval 

could not be made possible. The relevant general 

anesthesia investigations were within normal limits 

except hemoglobin being 9.5 gm/dl. After proper work up 

exploratory laparotomy with midline incision was done. 

 

Figure 1: Plain X-ray abdomen showing knife.  

Operative findings 

There were omental adhesions all over the abdominal 

cavity extending up to pelvis. Duodenum, liver and 

hepatic flexure of the colon were densely adhered with 

each other, forming a sort of cocoon. Hub of the knife 

could be palpated at the cocooned site in the region of 

hepatic flexure. The tip of the knife could be palpated 

about 2 cm short of duodeno-jejunal junction after 

opening the lesser sac. Ascending colon and hepatic 

flexure of the colon were mobilized. Adhenolysis was 

done separating right lobe of liver from hepatic flexure as 

well as duodenum. The C-loop of duodenum could be 

mobilized with difficulty & partially only. During 

adhenolysis there was a rent in the duodenum just at the 

hub of the knife. The duodenotomy was extended; the 

duodenums flushed with saline and with the help of 

bogies adhesions between mucosa of duodenum and the 

blade of the knife were broken. With the help of 

Desjardin forceps, the knife was slowly retrieved from 

the duodenum. The distal & proximal segments of 

duodenum were flushed with normal saline. 

Duodenotomy closed by three interrupted sutures of 

vicryl 2-0, the omentum was interposed as on lay 

technique. Haemostasis was secured and peritoneal 

lavage done. Drain kept at the site of duodenotomy 

closure as well as in pelvis. Incision closed as mass layer 

using 1 No vicryl as continues sutures. Skin 

approximated as interrupted staplers sutures. 

 

Figure 2: Hub of knife being retrieved from 

duodenum. 

 

Figure 3: Knife getting retrieved from duodenum. 
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Figure 4: Knife after retrieval from the duodenum. 

DISCUSSION 

The first available evidence of retrieval of foreign body 

from GIT dates back to 1502 AD the first known 

gastrostomy was performed by Florin Mathias of 

Brandenburg for removal of 9 inches long knife ingested 

07 weeks and 02 days before. Schwaben in 1635 at 

Konigsberg removed 10 inches long knife from the 

stomach. Houston mentioned a maniac who swallowed a 

rusty spoon 11 inches long. Fatal perforation was found 

in the last acute turn of the duodenum.
15-18

 

The perverse individuals are of dubious use to society 

and moreover, in some cases develop a morbid appetite 

for FB. For some strange reasons they seem to stand 

abdominal section well and develop peritoneal antibodies 

that serve them to such good purpose that either septic 

complications are avoided or their relative dangers are 

overcome.
19

 

Sharp or pointed objects are reported to perforate GIT 

wall in 15-35% of cases.
20,21 

FB’s thicker than 2 cm and 

longer than 5 cm are unlikely to pass the pylorus 

spontaneously. Others usually over 10 cm long will fail to 

traverse the duodenal sweep.
12,22 

Objects longer than 5 cm 

frequently fail negotiate the C-curve and become 

impacted.
23

 

In previous studies long items such as forks or spoons 

longer than 6-10 cm have been unable to pass through the 

duodenal sweep.
24,25

 Sahu SK et al.
26

 reported that GI FB 

represents a significant problem causing a great degree of 

morbidity and mortality to the patients. CT is a highly 

sensitive investigation to localize the site of a FB in the 

GIT and to detect any complication associated. Expectant 

treatment, endoscopic, open and laparoscopic surgery are 

the different options. Retention of elongated or pointed 

objects in the duodenum is a frequent problem. Long, 

sharp, objects may perforate the duodenum and have 

been known to migrate widely in the abdomen. Early 

removal of such objects has been advised.
27,28 

Claudio Golffier
29

 recommended endoscopic removal of 

the GIT FB as soon as possible to prevent development of 

complications. He further added that at times they need to 

be removed operatively. This case report describes the 

lap removal of a ballpoint pen that perforated the 

duodenum.  

Laparotomy is performed for diagnosis and treatment in 

case of impacted FB’s in the gut. However, with 

increasing expertise, laparoscopy can be equally effective 

with all of the other advantages of minimal access 

approach. However, laparoscopy is now increasingly 

being employed for removal of ingested FB impacted in 

the GIT.
30,31

 

After investigating the patient with X-ray abdomen and 

CECT abdomen, we subjected patient to upper GI 

endoscopy to localize and remove the FB endoscopically 

but we failed to retrieve it due to adhesion of FB with 

duodenal mucosa and sharpness of the FB. We resorted to 

laparotomy and successfully retrieved it, post-operative 

period was uneventful. Patient was discharged on 8
th

 

post-operative day after removing the stitches and giving 

necessary psychotherapy. The uniqueness of the case is 

due to the fact that the FB remained in the GIT 

(Duodenum) for 07 long years without a catastrophe. And 

probable reason of retention of knife in the duodenum is 

due to reactive fibrous exudates leading to mucosal 

adhesions that could well be seen intra-operatively while 

retrieving the knife from the duodenum. 
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