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Abstract: The ingestion of foreign bodies is a common cause for presentation in the emergency
department by pediatric, adult, or elderly psychiatric patients. Swallowed foreign bodies sometimes
represent a great challenge for surgeons due to the obstruction or perforation of the digestive tube’s
upper or lower segments. Occasionally, the foreign bodies detected in the lower parts of the digestive
tube (colon and rectum) could be introduced through the anal route with the risk of perforation of
the rectum or sigmoid colon. In this report, we describe a unique case of a foreign body located in
the sigmoid colon, where it arrived due to backstabbing and was retained for 7 years without acute
symptoms. The 43-year-old male patient came to the emergency department with pain in the left iliac
fossa. Before his presentation, a computerized tomography (CT) scan examination had suggested a
foreign body. A surgical approach was decided. The surgery started as an exploratory laparoscopy
and was converted to a xiphoid-pubic incision to extract the foreign body (a piece of glass about 8 cm
long) through a sigmoid colotomy followed by a double-layer sigmoidorrhaphy. The postoperative
evolution of the patient was uneventful. As far as we know, this is the first case of a patient with a
foreign glass body positioned in the sigmoid colon that got there by stabbing and not by ingestion
or introduced per anum. In conclusion, we suggest that aggressive behavior and abdominal wall
penetration by different sharp objects should be considered when foreign bodies are detected in
the abdomen.
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1. Introduction

Swallowing a foreign body is among the most common reasons for presentation in
the emergency department. Depending on the localization, foreign body presence in
the digestive tract may be completely asymptomatic or generate variable, nonspecific
symptoms. In the majority of cases, foreign bodies may be accidentally swallowed, as in the
case of children or the elderly, or maybe swallowed voluntarily, as in the case of those with
alcohol intoxications, psychiatric patients, drug addicts, and prisoners [1]. The ingested
structures include coins, stones, some small animal bones, including fish bones, metals and
aluminum (batteries), graphite pencils, teeth, razor blades, and belts [2]. The complications
can be severe and sometimes life-threatening depending on the swallowed object, its shape,
and the time that passes until treatment [3]. Due to the high frequency of these cases, one
can find in the literature guidelines on the best approaches concerning ingested foreign
bodies [4,5]. The management of foreign body ingestion depends on the age and clinical
condition of the patient. Other influencing factors should be considered: (1) the anatomic
location of the object; (2) the classification of the swallowed material depending on the
size, shape, and consistency; and (3) the necessity of an urgent intervention due to possible
acute complications [6].
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Patients identified with a foreign object in the proximal or distal gastrointestinal tract
display signs and symptoms of transit blockage or perforation [7]. Surgical evaluation
should be considered in case of symptoms such as acute dysphagia, fever, vomiting, signs
of peritoneal irritation, hematemesis, or melena [8]. In such cases, the treatment of choice
is surgery, normally needed in only 1–2.7% of the patients [9]. Foreign bodies can pass
spontaneously in 80–90% of the cases or become blocked at several levels of the digestive
tract, such as the esophagus (most commonly), the stomach, the small or large intestine, and
the rectum [5]. The most common location is in the upper part of the digestive tube, and
approximately 10–20% of the cases require the endoscopic extraction of these foreign bod-
ies [10,11]. The diagnosis is based on anamnestic data, clinical examination, and laboratory
tests and is supported by the radiological examination of various incidences, endoscopy
and/or colonoscopy, and computer tomography (CT) examination. Radiography is the
main examination used for evaluating these patients. In most cases, the foreign bodies
found in the digestive tract appear as radiopaque on X-ray examination [10]. Herein, we
report the case of a patient with a foreign body of glass lodged in the sigmoid colon for
seven years. This case’s uniqueness is that the foreign body was not swallowed, but got into
the colon by stabbing and penetrating the soft tissues to reach the colonic lumen. The glass
blade was surgically removed in our surgery clinic, with a good postoperative outcome.

2. Case Presentation

A 43-year-old male patient presented to the emergency room for pain in the left iliac
fossa and the presence of a foreign body (confirmed to be a knife blade) discovered at a CT
scan examination performed before his presentation. The patient had no significant medical-
surgical history (according to him), but stated that he was the victim of an aggression that
occurred about 7 years ago. The patient declared he suffered a backstabbing with a knife in
an altercation after excessive alcohol consumption. The patient reported a febrile episode
lasting several days post-aggression, without mentioning intestinal transit disorders at that
time or any other symptoms in the last 7 years.

Clinical examination showed a conscious, cooperating, tempo-spatially oriented pa-
tient, in good general condition, afebrile, and hemodynamically and respiratory stable,
with a 3 cm hypertrophic scar in the left sacral region, without other significant signs in
the inspection of segments of the trunk and abdomen. The objective examination was
continued with the palpation of the abdomen, which resulted in the appearance of pain
upon palpation in the left iliac fossa but without any signs of peritoneal irritation.

The laboratory examinations of the patient showed leukocytes = 9830/µL,
hemoglobin = 12.8 g/dL, platelets = 379,000/µL, ALT = 69 U/L, AST = 48 U/L, PT = 13.6 s,
and the rest within normal limits. A chest X-ray at admission showed no acute pleuro-
pulmonary lesions. An abdominal X-ray at admission showed discrete aerocolia without
radiologically noticeable pneumoperitoneum, hydroaeric levels, and a radiopaque structure
in the left flank, denoting a foreign body (Figure 1).

A CT scan performed before admittance showed, in the left iliac fossa, a foreign body
with a density similar to the bone cortex, without reaching the specific density of the
metal, and with an elongated shape similar to a knife blade tip (dimensions: 7.5 cm long
at the base, 2 cm wide, and 4 mm thick). Most of this foreign body was located in the
descending colon at the junction with the sigmoid. The tip of the foreign body was oriented
craniocaudally and ventrally. It crossed the digestive wall and reached a transperitoneal
position in the right abdominal muscle, on the left side, passing tangentially to the left
lower epigastric vessels. In this region, the colonic wall appeared moderately thickened.
There were small local intraperitoneal pericolic gas bubbles, no local fluid collections, no
ascites, no pneumoperitoneum, and no signs of occlusion (Figure 2).
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Corroborating all the data, the diagnosis of an intracolonic foreign body was estab-
lished, and hydroelectrolytic rebalancing treatment was instituted, as well as an analgesic, 
gastric antisecretory, antibioprophylaxis, deep vein thrombosis prophylaxis, and colon 
preparation for surgery with an osmotic laxative containing a high molecular weight 

Figure 1. X-ray examination showed an elongated blade (arrow) in the iliac fossa, possibly in the
sigmoid colon.

Reports 2023, 6, x FOR PEER REVIEW 3 of 9 
 

 

thickened. There were small local intraperitoneal pericolic gas bubbles, no local fluid col-
lections, no ascites, no pneumoperitoneum, and no signs of occlusion (Figure 2). 

 
Figure 1. X-ray examination showed an elongated blade (arrow) in the iliac fossa, possibly in the 
sigmoid colon. 

 
Figure 2. Contrast-enhanced abdominal CT revealed the presence of a foreign object in the left iliac 
fossa. 

Corroborating all the data, the diagnosis of an intracolonic foreign body was estab-
lished, and hydroelectrolytic rebalancing treatment was instituted, as well as an analgesic, 
gastric antisecretory, antibioprophylaxis, deep vein thrombosis prophylaxis, and colon 
preparation for surgery with an osmotic laxative containing a high molecular weight 

Figure 2. Contrast-enhanced abdominal CT revealed the presence of a foreign object in the left
iliac fossa.

Corroborating all the data, the diagnosis of an intracolonic foreign body was estab-
lished, and hydroelectrolytic rebalancing treatment was instituted, as well as an analgesic,
gastric antisecretory, antibioprophylaxis, deep vein thrombosis prophylaxis, and colon
preparation for surgery with an osmotic laxative containing a high molecular weight
molecule—macrogol. It was decided to perform an exploratory laparoscopy, obtaining
pneumoperitoneum by the Hasson method under general anesthesia. The exploratory
laparoscopy was needed since the foreign body did not match the specific density of the
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metal (the patient declared he was stabbed with a knife), and also because the CT scan did
not show any signs of fluid collection and the fact that the blade was shown to be passing
tangentially to blood vessels.

After introducing the optical trocar at the supraumbilical level, adhesion syndrome
was discovered in the left iliac fossa, consisting of the large omentum, sigmoid colon, and
enteral loop; all other organs were of normal macroscopic appearance. Two working trocars
were inserted into the right iliac fossa (10 mm) and suprapubic fossa (5 mm). Viscerolysis
was performed by discovering a parietal abscess at the level of the left iliac fossa, which
was evacuated and for which intense lavage was performed. The conversion was decided,
and a xiphoid-pubic incision was performed. Upon the manual palpation of the descending
colon, the foreign body was detected digitally, having a hard consistency located in the
intraluminal axis of the colon.

Next, a sigmoid colotomy of about 4 cm was decided and performed, and the foreign
body was extracted—a piece of glass about 8 cm long, with a sharp end and a blunt one.
(Figure 3).
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Figure 3. Macroscopic intraoperative picture of the process of extraction of the glass blade. (A) In-
traoperative aspect of the colon containing the glass fragment. (B) Intraoperative aspect of the
moment of extracting the fragment from the colonic lumen. (C) The glass fragment was extracted
from the colon.

Intraluminal exploration was continued without any other detectable lesions. The
patient’s vitals were monitored in the postanesthetic period, which was approximately 16 h.
The patient was monitored for postoperative symptoms such as pain, nausea, vomiting,
and antagonistic treatment of residual effects of anesthesia. The patient had an average
BP of 107/74 mmHg, average heart rate of 63 bpm, temperature of 36.7 ◦C, average SaO2
of 96% without additional addition of O2, and diuresis of approximately 2400 mL of
normochromic urine; the amount of gastric aspirate on the nasogastric tube was zero,
peritoneal drainage showed no signs of bleeding, and the wound was normal. The patient
received hydroelectrolytic, analgesic, anti-inflammatory, gastric antisecretory, antibiotic,
and antiemetic treatment, as well as prophylaxis for deep vein thrombosis.

The nasogastric tube was postoperatively removed after 27 h, and the patient was
moved out of the intensive care unit. He continued the prescribed treatment, and oral water
intake was instituted. The patient resumed intestinal transit for gas and feces; digestive
tolerance was good, and parietal-colic drainage was minimal. After five days, the last
drainage tube was suppressed. The patient was reintroduced to solid food and continued
the intestinal transit for feces. The patient was discharged in good general condition
without other special mentions. The patient returned for control and removal of the
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sutures according to the instructions. He was monitored after one month by colonoscopy,
displaying the normal aspect of the colon.

3. Discussion

Usually, foreign bodies found in the digestive tract are a common issue in the emer-
gency department. Foreign bodies in the sigmoid colon also are quite frequent findings in
the clinical practice of a surgeon due to accidental ingestion, especially in young children or
elders [12–14]. The majority of foreign bodies are ingested and pass through the digestive
tube without any complications in 80-90% of the cases [15,16].

This paper presents the unique and peculiar case of a patient with a foreign body
of glass detected in the descending/sigmoid colon in our general surgery clinic of the
Emergency Clinical Hospital of Bucharest.

The diagnosis of an ingested foreign body might be easily overlooked in those patients
where anamnesis fails to identify an adequate history for swallowed objects or in cases
where the foreign body is not seen through classical imagistic techniques [17].

To our knowledge, there is no case in the literature that describes a foreign body in the
colon that arrived there by external introduction after aggression. Foreign bodies can reach
the colon by swallowing or entering through the anus and migrating proximally [18].

The symptomatology of a foreign body present in the intestines is not pathognomonic.
Signs and symptoms are very diverse, consisting of nausea, vomiting, anorexia, inter-
mittent spasmodic abdominal pain, acute or chronic abdominal pain, and bloody stools,
accompanied or not by fever or by signs of acute perforation [19,20]. If the retention is
prolonged, one might even encounter weight loss [21].

In the present study, the symptomatology consisted only of chronic pain in the left
iliac fossa, absolutely nonindicative of the presence of a foreign body.

The possible increase in the number of cases and the number of different signs and
symptoms, from a “silent perforation” with minimal symptoms to acute abdomen, brings
into discussion the need to establish guidelines for managing ingested foreign bodies within
the colon. The literature describes management protocols for upper and lower foreign
objects discovered in the gastrointestinal tube [1,22,23]. In general, the management of
these cases depends on the size, shape, material, and location of the foreign object, and
the surgical treatment (necessary in 1% of the cases) is indicated for the occurrence of
complications [24].

Regardless of the location of the foreign body, in the case of sharp and elongated
objects, such as fish bones, chicken bones, pieces of glass, and toothpicks, there is a risk
of intestinal obstruction or perforation [25,26]. Generally, the perforation is followed by
bleeding or the formation of an abscess or fistula after a long retention time [21].

A large-dimension glass blade in the colon is a unique case and can be life-threatening.
It also represents an unusual situation for the patient and the surgeon. There are no specific
guidelines for such rare cases; however, one cannot imagine that in such a case as ours,
there was no perforation. A “silent perforation” must also be suspected, because sometimes,
the perforation does not manifest through acute clinical signs [27].

Multiple cases of acute or chronic intestinal perforation by a foreign body are described
in the literature. Acute perforation is more likely to be observed in the small intestine,
while chronic perforation occurs more often in the sigmoid colon [28].

Foreign bodies in the sigmoid colon have various ways of presenting to the emergency
department. One must remember how important it is to obtain as much information about
the way the foreign body entered the gastrointestinal tract and rely on CT and colonoscopy,
when possible, to detect the position and if a perforation occurred. Large bowel perforation
by foreign bodies is a surgical emergency due to a high mortality rate, and it has been
described with a frequency of 20.3% in the colon, 5.5% in the sigmoid, and 10.6% in the
rectum [29].

In rare circumstances, acute abdomen can occur due to sigmoid colon perforation.
Such a case was described by Alonso-Gómez et al. of a 35-year-old schizophrenic man who
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ingested four foreign bodies (two batteries and two needles), one needle perforating the
colon. Although the object was small, the removal required surgical intervention [30]. In
this case, due to the lack of intra-abdominal contamination and the characteristics of the
lesion (punctate perforation and lack of fecal material around the perforation), a primary
suture was performed, as opposed to our case, where the surgical techniques and approach
were complex due to the size and shape of the foreign object.

In such cases, a CT scan usually reveals a pneumoperitoneum’s presence. Our patient
did not present pneumoperitoneum. A CT scan examination revealed local intraperitoneal
pericolic gas bubbles and no pneumoperitoneum, which was evidence for chronic perforation.

In connection with chronic perforation, Ali et al. described the case of a mentally
retarded boy who retained a flat piece of plastic in the sigmoid colon for more than a year,
also raising the problem of the way it got into that position, either by ingestion or by anal
introduction [31].

This case is similar to the case presented here regarding the long period of retention
in the colon and because of chronic perforation discovered at the moment of surgical
laparotomy. In our case, the peculiarity was that the glass blade was lodged for 7 years
in the sigmoid colon after a backstabbing of the patient. In the present case, chronic
perforation was suspected based on the CT scan description of a foreign body with a sharp
end penetrating the intestinal wall into the right abdominal muscle. CT scan imaging is
able to predict with 82% to 90% accuracy if there is a large intestine perforation [32].

Moreover, the colonic wall appeared moderately thickened at the place of penetration.
We were not certain what kind of foreign object was present in the sigmoid colon, because
the X-ray and CT density of the object did not match the patient’s declarations, declaring
he was stabbed with a knife blade. Generally, glass pieces appear on the radiography as
radiopaque structures, being easy to visualize if the radiography is performed using the
appropriate incidence [33]. Viewing a piece of glass on an X-ray depends on the size of the
piece, but the density of the glass, regardless of size, is generally sufficient to differentiate a
piece of glass from the surrounding tissues [34], as it was in our case.

In specific cases, the foreign body can be extracted from the lower segments of the
alimentary canal through colonoscopy. Ma et al. described the colonoscopic extraction of
an ingested jujube pit from a 78-year-old man with sigmoid colon perforation [35].

In the case of a small foreign body, sometimes it can become embedded in the wall of
the intestine, as in a case described by Tierney et al., where a 4 cm linear bone fragment
was removed by sigmoidoscopy with rat-tooth forceps [36].

In another interesting case of a foreign body lodged in both walls of the sigmoid colon,
a toothpick was removed by flexible sigmoidoscopy [19].

There are circumstances when a swallowed object might cause chronic gastrointestinal
symptoms. Muller et al. described the case of a pediatric patient with symptoms that
mimicked Crohn’s disease, supporting the idea that foreign bodies in the colon result
from swallowing and might have a chronic evolution and subacute obstruction. This case
was diagnosed through colonoscopy for the foreign object (a ball pen cap) embedded in
the sigmoid mucosa [21]. The object was not removed due to the risk of perforation, but
passed spontaneously, being an example of minimally invasive treatment. Due to the large
dimensions of the foreign body revealed in the sigmoid colon of our patient by CT scan
imaging, we decided to perform an exploratory laparoscopy to visualize the peritoneal
cavity and the relationship of the foreign body with the vascular structures. In the current
case, there was also the theoretical assumption that maybe the foreign body was in the
peritoneal cavity, since there had been no signs of intestinal obstruction for seven years,
even though the possibility was very low. Although an imagistic investigation did not
reveal any collection, we identified a parietal abscess at the level of the left iliac fossa, which
was evacuated, and we converted the laparoscopic intervention to open surgery.
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4. Conclusions

In conclusion, we present here a rare case of a colonic foreign body. The foreign body
was a piece of glass shaped like a knife blade that did not get into the colon by ingestion,
but by backstabbing during an altercation. The piece of glass passed through the soft
tissues and migrated to the colonic lumen and was retained for 7 years without symptoms.
When encountering a similar case, it is important to have as much information about
the event, the type of penetrating object (its length, width, and structure), the direction
of the attack, and if the stomach and the urinary bladder were full or not. A complete
detailed anamnesis has to be performed, because such injuries can be followed by severe
complications, such as life-threatening bleeding, acute or chronic perforation, damage of
the major intra-abdominal organs, and sepsis. The clinical examination has to be performed
repeatedly by the same experienced surgeon to remark on a change in the status of the
patient while the patient is imagistically investigated. The surgeon will decide the best
approach with the best possible outcome for the patient. A minimally invasive procedure
(laparoscopy) is useful for the patient, but it is important to decide at the right time to make
the conversion to open surgery.

Frequently, cases of ingestion of foreign bodies can be found in the specialized lit-
erature. Still, none describes a piece of glass that penetrated the lumen of the colon by
stabbing, this being the peculiarity of the current case.
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2. Sayır, F.; Çobanoğlu, U.; Sertoğullarından, B. Interestingly foreign bodies in esophageal and bronchial system: Analysis of 9 cases.
J. Clin. Anal. Med. 2012, 3, 278–282.

3. Geng, C.; Li, X.; Luo, R.; Cai, L.; Lei, X.; Wang, C. Endoscopic management of foreign bodies in the upper gastrointestinal tract:
A retrospective study of 1294 cases. Scand. J. Gastroenterol. 2017, 52, 1286–1291. [CrossRef] [PubMed]

4. Kim, S.S.; Kim, J.I.; Kim, S.W.; Kim, S.W.; Yang, Y.S.; Cho, S.H.; Lee, B.S.; Han, N.I.; Han, S.W.; Chung, I.S.; et al. Management of
foreign bodies in the gastrointestinal tract: An analysis of 104 cases in children. Endoscopy 1999, 31, 302–304. [CrossRef] [PubMed]

5. Ikenberry, S.O.; Jue, T.L.; Anderson, M.A.; Appalaneni, V.; Banerjee, S.; Ben-Menachem, T.; Decker, G.A.; Fanelli, R.D.; Fisher,
L.R.; Fukami, N.; et al. Management of ingested foreign bodies and food impactions. Gastrointest. Endosc. 2011, 73, 1085–1091.
[CrossRef]

6. Chiu, Y.H.; Hou, S.K.; Chen, S.C.; Yen, D.H.T.; Huang, M.S.; Chen, S.C.; Lam, C.; Hou, S.K. Diagnosis and endoscopic management
of upper gastrointestinal foreign bodies. Am. J. Med. Sci. 2012, 343, 192–195. [CrossRef]

7. Yao, C.C.; Wu, I.T.; Lu, L.S.; Lin, S.C.; Liang, C.M.; Kuo, Y.H.; Yang, S.C.; Wu, C.K.; Wang, H.M.; Kuo, C.H.; et al. Endoscopic
management of foreign bodies in the upper gastrointestinal tract of adults. BioMed Res. Int. 2015, 2015, 658602. [CrossRef]

8. Eisen, G.M.; Baron, T.H.; Dominitz, J.A.; Faigel, D.O.; Goldstein, J.L.; Johanson, J.F.; Mallery, J.S.; Raddawi, H.M.; Vargo, J.J.;
Waring, J.P.; et al. American Society for Gastrointestinal Endoscopy. Guideline for the management of ingested foreign bodies.
Gastrointest. Endosc. 2002, 55, 802–806. [CrossRef]

https://doi.org/10.1055/s-0042-100456
https://www.ncbi.nlm.nih.gov/pubmed/26862844
https://doi.org/10.1080/00365521.2017.1350284
https://www.ncbi.nlm.nih.gov/pubmed/28691540
https://doi.org/10.1055/s-1999-13
https://www.ncbi.nlm.nih.gov/pubmed/10376456
https://doi.org/10.1016/j.gie.2010.11.010
https://doi.org/10.1097/MAJ.0b013e3182263035
https://doi.org/10.1155/2015/658602
https://doi.org/10.1016/S0016-5107(02)70407-0


Reports 2023, 6, 24 8 of 8

9. Caratozzolo, E.; Massani, M.; Antoniutti, M.; Basso, S.; Monica, F.; Jelmoni, A.; Bassi, N. Combined endoscopic and laparoscopic
removal of ingested large foreign bodies. Case report and decisional algorithm. Surg. Endosc. 2001, 15, 1226. [CrossRef]

10. Taylor, J.E.; Campbell, M.; Daley, B. The management of small bowel obstruction caused by ingested gastrostomy tube. Am. Surg.
2019, 85, e372–e373. [CrossRef]

11. Lee, H.J.; Kim, H.S.; Jeon, J.; Park, S.H.; Lim, S.U.; Jun, C.H.; Park, S.Y.; Park, C.H.; Choi, S.K.; Rew, J.S. Endoscopic foreign
body removal in the upper gastrointestinal tract: Risk factors predicting conversion to surgery. Surg. Endosc. 2016, 30, 106–113.
[CrossRef]

12. Laya, B.F.; Restrepo, R.; Lee, E.Y. Practical Imaging Evaluation of Foreign Bodies in Children: An Update. Radiol. Clin. N. Am.
2017, 55, 845–867. [CrossRef]

13. Ambe, P.; Weber, S.A.; Schauer, M.; Knoefel, W.T. Swallowed foreign bodies in adults. Dtsch. Arztebl. Int. 2012, 109, 869–875.
[CrossRef]

14. Hesham, A.K. Foreign body ingestion: Children like to put objects in their mouth. World J. Pediatr. 2010, 6, 301–310. [CrossRef]
15. Sugawa, C.; Ono, J.; Taleb, M.; Lucas, C.E. Endoscopic management of foreign bodies in the upper gastrointestinal tract: A review.

World J. Gastrointest. Endosc. 2014, 6, 475–481. [CrossRef]
16. Telford, J.J. Management of ingested foreign bodies. Can. J. Gastroenterol. 2005, 19, 599–601. [CrossRef]
17. Pinto, A.; Sparano, A.; Cinque, T. Foreign Body Ingestion and Rectal Foreign Body Insertion: Diagnostic Challenges. In Errors in

Radiology; Springer: Milano, Italy, 2012; pp. 271–278. [CrossRef]
18. Clarke, D.L.; Buccimazza, I.; Anderson, F.A.; Thomson, S.R. Colorectal foreign bodies. Color. Dis. 2005, 7, 98–103. [CrossRef]
19. Wehbeh, A.; Dilly, C. Sigmoid Colon Perforation Caused by an Unapparent Foreign Body. ACG Case Rep. J. 2020, 7, e00420.

[CrossRef]
20. Jin, Y.; Huang, A.; Liang, D.; Yan, X. Diagnosis and treatment of foreign body perforations of the digestive tract in children. Int. J.

Clin. Exp. Med. 2018, 11, 10542–10549.
21. Müller, K.E.; Arató, A.; Lakatos, P.L.; Papp, M.; Veres, G. Foreign body impaction in the sigmoid colon: A twenty euro bet. World

J. Gastroenterol. 2013, 19, 3892–3894. [CrossRef]
22. Eftaiha, M.; Hambrick, E.; Abcarian, H. Principles of management of colorectal foreign bodies. Arch. Surg 1977, 112, 691–695.

[CrossRef] [PubMed]
23. Cohen, J.S.; Sackier, J.M. Management of colorectal foreign bodies. J. R. Coll. Surg. Edinb. 1996, 41, 312–315. [PubMed]
24. Liew, C.J.; Poh, A.C.; Tan, T.Y. Finding nemo: Imaging findings, pitfalls, and complications of ingested fish bones in the alimentary

canal. Emerg. Radiol. 2013, 20, 311–322. [CrossRef] [PubMed]
25. Ziter, F.M., Jr. Intestinal perforation in adults due to ingested opaque foreign bodies. Am. J. Gastroenterol. 1976, 66, 382–385.
26. Nicolodi, G.C.; Trippia, C.R.; Caboclo, M.F.; Castro, F.G.D.; Miller, W.P.; Lima, R.R.D.; Tazima, L.; Geraldo, J. Intestinal perforation

by an ingested foreign body. Radiol. Bras. 2016, 49, 295–299. [CrossRef]
27. Hsu, S.D.; Chan, D.C.; Liu, Y.C. Small-bowel perforation caused by fish bone. World J. Gastroenterol. 2005, 11, 1884–1885. [CrossRef]
28. McPherson, R.C.; Karlan, M.; Williams, R.D. Foreign body perforation of the intestinal tract. Am. J. Surg. 1957, 94, 564–566.

[CrossRef]
29. Fraga, M.; Nydegger, A.; Abdelrahman, K.; Burgmann, K.; Maillard, M.H.; Dorta, G. Digestive foreign body management. Rev.

Med. Suisse 2015, 11, 1592–1595.
30. Alonso-Gómez, S.; Rubio-González, E.; Donat-Garrido, M.; Solís-Herruzo, J.A.; Moreno-González, E. Sigmoid colon perforation

due to a foreign body ingestion. Rev. Esp. Enferm. Dig. 2012, 104, 90–91. [CrossRef]
31. Ali, F.E.; Al-Busairi, W.A.; Esbaita, E.Y.; Al-Bustan, M.A. Chronic Perforation of the Sigmoid Colon by Foreign Body. Curr. Surg.

2005, 62, 419–422. [CrossRef]
32. Kim, S.H.; Shin, S.S.; Jeong, Y.Y.; Heo, S.H.; Kim, J.W.; Kang, H.K. Gastrointestinal tract perforation: MDCT findings according to

the perforation sites. Korean J. Radiol. 2009, 10, 63–70. [CrossRef]
33. Courter, B.J. Radiographic screening for glass foreign bodies—What does a “negative” foreign body series really mean? Ann.

Emerg. Med. 1990, 19, 997–1000. [CrossRef]
34. De Lacey, G.; Evans, R.; Sandin, B. Penetrating injuries: How easy is it to see glass (and plastic) on radiographs? Br. J. Radiol. 1985,

58, 27–30. [CrossRef]
35. Ma, Z.; Chen, W.; Yang, Y.; Xu, Z.; Jiang, H.; Zhang, Y.; Lu, D. Successful colonoscopic removal of a foreign body that caused

sigmoid colon perforation: A case report. J. Int. Med. Res. 2021, 49, 300060520982828. [CrossRef]
36. Tierney, J.; Rezk, A.; Richardson, S.C. A case of a foreign body embedded in the sigmoid colon. Am. J. Gastroenterol. 2021, 116,

S806–S807. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s004640042036
https://doi.org/10.1177/000313481908500802
https://doi.org/10.1007/s00464-015-4167-0
https://doi.org/10.1016/j.rcl.2017.02.012
https://doi.org/10.3238/arztebl.2012.0869
https://doi.org/10.1007/s12519-010-0231-y
https://doi.org/10.4253/wjge.v6.i10.475
https://doi.org/10.1155/2005/516195
https://doi.org/10.1007/978-88-470-2339-0_24
https://doi.org/10.1111/j.1463-1318.2004.00699.x
https://doi.org/10.14309/crj.0000000000000420
https://doi.org/10.3748/wjg.v19.i24.3892
https://doi.org/10.1001/archsurg.1977.01370060023003
https://www.ncbi.nlm.nih.gov/pubmed/871246
https://www.ncbi.nlm.nih.gov/pubmed/8908954
https://doi.org/10.1007/s10140-012-1101-9
https://www.ncbi.nlm.nih.gov/pubmed/23269535
https://doi.org/10.1590/0100-3984.2015.0127
https://doi.org/10.3748/wjg.v11.i12.1884
https://doi.org/10.1016/0002-9610(57)90580-9
https://doi.org/10.4321/S1130-01082012000200008
https://doi.org/10.1016/j.cursur.2004.12.014
https://doi.org/10.3348/kjr.2009.10.1.63
https://doi.org/10.1016/S0196-0644(05)82562-4
https://doi.org/10.1259/0007-1285-58-685-27
https://doi.org/10.1177/0300060520982828
https://doi.org/10.14309/01.ajg.0000780856.54543.2d

	Introduction 
	Case Presentation 
	Discussion 
	Conclusions 
	References

