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Case Reports

Patient #1
A 22-year-old African American male presented with 
abdominal pain and coffee ground vomitus after allegedly 
swallowing a pocketknife. The patient had been feeling 
depressed and had run out of his medications (duloxetine 
hydrochloride [Cymbalta, Lilly] and haloperidol) prior to 
the foreign body ingestion. His psychiatric history included 
major depression, borderline personality disorder, and 
bipolar disorder. 

The patient underwent an upper endoscopy for 
removal of the object (Figures 1–3). The endoscope was 
inserted, and the pocketknife was found in the stomach. 
A snare was placed around the pocketknife and then 
closed. The pocketknife and endoscope were then care-
fully withdrawn together. There was no obvious trauma 
from the procedure. 

The patient had had a similar presentation 3 weeks 
earlier when he had ingested 3 screws and 1 blade. At that 
time, he underwent an upper endoscopy for removal of the 
objects, which were lodged in his stomach. Since 2007, the 
patient has undergone 9 upper endoscopies and 2 colono
scopies at our institution as well as many more procedures 
at other hospitals. The patient has swallowed forks, bolts, 
screws, blades, steak knife blades, and pocketknives. He has 
also undergone multiple laparotomies for the management 
of foreign body ingestion since 13 years of age.

Patient #2
A 25-year-old African American female presented after 
swallowing a ballpoint pen (Figures 4 and 5). An upper 

endoscopy showed a ballpoint pen in the distal esophagus, 
with the pointed end lodged proximally at 35 cm from the 
incisors. The pen was grasped with forceps and removed 
with the assistance of an overtube. The patient had multiple 
psychiatric disorders, including borderline personality disor-
der, bipolar disorder, bulimia nervosa, post-traumatic stress 
disorder, and pica.

The patient has had numerous episodes of compulsive 
foreign body ingestion since 5 years of age. Since 2004, she 
has undergone 64 upper endoscopies and 4 colonoscopies at 
our institution and many more procedures at other hospitals. 
She has also undergone multiple laparotomies for the man-
agement of foreign body ingestion.

Discussion 

Intentional foreign body ingestion is challenging to treat 
for emergency room physicians, gastroenterologists, 
and psychiatrists. The time since ingestion and type of 
ingested object are often unclear on presentation, mak-

Figure 1.  An abdominal radiograph showing a pocketknife in 
the patient’s stomach.
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ing it difficult for endoscopists to determine the optimal 
timing of upper endoscopy and the type of anesthesia 
necessary for the procedure. Gitlin and colleagues divided 
the behavior of these patients into 4 distinct diagnostic 
subgroups: malingering, psychosis, pica, and personality 
disorder.1 Both of our patients had diagnoses of border-
line personality disorder in addition to an Axis I disorder, 
such as major depressive disorder, schizoaffective disorder, 
or post-traumatic stress disorder. 

Self-injurious behavior is fairly common in patients 
with severe personality disorders, post-traumatic stress dis-
order, and some psychotic disorders.2 These patients often 
have histories of childhood deprivation, physical abuse, 
and/or sexual abuse.3 In patients with personality disor-
ders, intentional ingestion is a form of self-injury. These 

behaviors are usually nonsuicidal and are considered to be 
parasuicidal in intent (ie, the ingestion is not done with 
the intention to die but due to a number of other psycho-
logical processes).1 Self-injury can be an expression of rage 
toward oneself and/or caregivers, punishment for oneself 
and/or others, or a way to force others to provide care. 
Unlike other self-injurious behaviors, ingestion involves 
an element of secretiveness and control, as the ingestion 
is not overt to the naked eye. It is interesting to note the 
countertransference anger that the medical staff often 
experiences toward such patients, reflecting their sense of 
powerlessness and their feeling of being controlled by the 
patient. The patient may feel empowered by being able to 
frustrate and challenge his or her doctors and may there-
fore be motivated to indulge in additional ingestions. 

Figure 2.  Endoscopic view of the pocketknife being 
retrieved with a snare. 

Figure 3.  The retrieved pocketknife. 

Figure 4.  Endoscopic view of the ballpoint pen 
found in the patient’s distal esophagus. 

Figure 5.  The retrieved ballpoint pen. 
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In a study of intentional swallowing of foreign bodies 
conducted at Rhode Island Hospital, Huang and associates 
found that 33 patients were responsible for 305 cases of 
intentional ingestion over an 8-year period (2001–2009).4 
Ten percent of these patients were in prisons, 32% were 
in private homes, and 58% were in institutions; 79% of 
all patients were diagnosed with a psychiatric disorder. A 
variety of foreign bodies were retrieved, with the most com-
mon items being pens, batteries, knives, razor blades, metal 
objects, pencils, toothbrushes, spoons, and coins. The most 
common accessories used to extract the foreign bodies were 
snares (58%), rat-tooth grasping forceps (14.4%), retrieval 
nets (11.5%), overtubes (10.8%), and rubber hoods 
(4.6%). The estimated total cost to the hospital for treating 
these 33 patients was over $2 million.

A study by Palta and coworkers at the University of 
Southern California, Los Angeles reviewed 262 cases of 
foreign body ingestion and found that 92% of cases were 
intentional, 85% of cases involved psychiatric patients, and 
84% of cases occurred in patients with a history of prior 
ingestions.5 The time from ingestion to presentation was 
more than 48 hours in 168 cases (64%). The overall success 
rate of endoscopic extraction was 90% (165/183 cases).

Flexible endoscopy is the first choice for management 
of this clinical emergency due to its efficacy, low morbidity, 
and low cost compared to surgical treatment. Management 
is influenced by the patient’s age and clinical condition; the 
size, shape, and type of the ingested object; the anatomic 
location of the lodged object; and the technical abilities of 
the endoscopist. The American Society for Gastrointestinal 
Endoscopy recommends urgent endoscopic intervention 
when a sharp object or disk battery is lodged in the esopha-
gus; in addition, urgent endoscopy is recommended to pre-
vent aspiration when an ingested foreign object or food bolus 
impaction creates a high-grade obstruction and the patient 
is unable to manage his or her secretions.6 For other objects 
in the esophagus, as well as long (>5 cm) or sharp objects 
in the stomach, endoscopic intervention can be delayed for  
24 hours. Sharp, pointed, and long objects in the esopha-
gus and stomach require endoscopic retrieval due to the 
increased risk of complications. Blunt objects that have 
passed into the stomach can be managed safely without 
endoscopy. Most objects pass through the gut within 
4–6 days, although some objects may take as long as  
4 weeks. While waiting for spontaneous passage of a foreign 
body, patients are usually instructed to continue a regular diet 
and to observe their stools for the ingested object. Although 
deaths caused by foreign body ingestion have been reported 
on rare occasions, mortality rates have been extremely low.7

There have been many case reports of intentional 
foreign body ingestion, but, unfortunately, very limited 
research has been conducted on appropriate treatment for 
foreign body ingestion in patients with borderline personal-

ity disorders. Various treatment modalities are used to treat 
patients with personality disorders who engage in general 
self-harming behaviors. Studies have shown that dialectical 
behavioral therapy decreases self-injury, hopelessness, and 
depressive features in this population.8 Supportive therapy 
and other cognitive behavioral therapy approaches have also 
been shown to be helpful.9,10 Pharmacologic interventions 
with agents used to treat alcohol and drug addiction (such 
as naltrexone and clonidine) have led to decreases in both 
the impulsive drive to self-harm and the frequency of self-
injury, according to several studies.11,12 However, there do 
not appear to be any studies that have specifically examined 
treatment for recurrent foreign body ingestion.

Conclusion 

Due to the need for potentially long hospital stays and repeat 
endoscopic and surgical interventions, patients with foreign 
body ingestion frequently utilize a large proportion of already 
scarce medical resources at institutions that often serve a low 
socioeconomic population. More prospective studies are 
needed to help develop better techniques for management 
and treatment of this unique group of patients, so that physi-
cians can provide more efficient and effective treatment that 
will result in both better patient outcomes and reduced costs. 

The authors would like to acknowledge the consent and coop-
eration of the patients discussed in this paper.
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seeking behavior. Repeat swallowers are often diagnosed 
with the psychiatric syndrome of factitious disorder or 
Munchausen syndrome. The association of a personal-
ity disorder with repeat ingestion of foreign objects, 
self-mutilation, drug abuse, and/or alcohol abuse was 
first described by Carp in 1950.4 In 1982, James and 
Allen-Mersh reported on 5 patients with a personality 
disorder syndrome, substance abuse, and self-injury; the 
researchers recommended conservative treatment and 
avoidance of surgical intervention.5 In 1991, Karp and 
coworkers reported a series of 19 prisoners who swal-
lowed foreign bodies; 10 of these patients had suicidal 
ideation with command hallucination.6 Notably, none 
of the patients had reported swallowing foreign bodies 
prior to imprisonment.6

Both prevention of and therapy for intentional 
foreign body ingestion require a multidisciplinary 
approach. Patients with intentional foreign body inges-
tion are usually seen by emergency room, psychiatry, 
anesthesia, surgery, nursing, and even security services. 
Consequently, the hospital and fiscal resources needed 
to treat these patients can be significant, as highlighted 
in a retrospective review by Huang and coworkers.7 This 
study reviewed repeat foreign body ingestion treated over 
an 8-year period at Rhode Island Hospital and identified 
33 different patients involved in 305 cases. The majority 
of patients (79%) were diagnosed with a concomitant 
psychiatric disease. Hospital and cost accounting systems 
estimated that the total cost of these cases over 8 years was 
$2,018,073 ($1,500,627 in hospital costs, $240,640 in 
physician fees, and $276,806 for security services).7 The 
average inpatient length of stay (5.66 days) appeared to be 
primarily affected by the patient’s psychiatric health (ie, 
the tendency for suicidal ideation, belligerence, and the 
inclination to repeat self-mutilating acts), as well as the 
need for substance abuse counseling. The length of stay 
was rarely affected by a delay in endoscopy or the presence 
of complications. Therefore, as the authors concluded, 
intentional foreign body ingestion should be managed on 
an outpatient basis if the patient’s medical and psychiatric 
states allow this option. 

Unfortunately, there are major limitations to the 
long-term treatment of these patients. Antipsychotic 
agents, antidepressants, and mood stabilizers are lim-
ited in their effectiveness, particularly in patients with 
Munchausen syndrome. Physicians can try to use behav-
ioral therapies to reduce impulsive acts and self-muti-
lation attempts, but specific psychiatric protocols per-
taining to the repeat ingester have not been adequately 
studied. The medical staff should be counseled on how 
to avoid countertransference anger, which can occur 
after being repeatedly challenged by the patient. Patients 
may be motivated by eliciting an anger response in their 
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Foreign body ingestion is a problem frequently encoun-
tered by emergency room physicians and gastroenterolo-
gists. It is thought that 80–90% of ingested foreign bod-
ies spontaneously pass through the gastrointestinal tract, 
with only 10–20% requiring endoscopic intervention 
and a mere 1% culminating in the need for surgery.1,2 
The swallowing of foreign bodies can be accidental or 
intentional. Unsurprisingly, the majority of accidental 
cases of foreign body ingestion are seen in children 
under 3 years of age. Conversely, most intentional swal-
lowing is primarily seen in adults, usually presenting 
as a pattern of repetitive ingestion. Until recently, the 
medical and psychiatric literatures did not focus much 
attention on prevention of and therapy for the behaviors 
associated with repeat foreign body ingestion. Atluri 
and colleagues present 2 clinical scenarios of recurrent 
intentional foreign body ingestion that highlight the 
importance of a multidisciplinary approach for manag-
ing these often challenging cases.3

The management protocol for foreign body ingestion 
depends on several key factors: the type, shape, and loca-
tion of the ingested foreign body; the patient’s symptom-
atology; the elapsed time since ingestion of the foreign 
body; and any concurrent evidence of complications such 
as bleeding or perforation. In addition, medical, surgical, 
and psychiatric evaluations should be part of any examina-
tion of intentional and/or repeat foreign body ingestion.

Intentional foreign body ingestion is most com-
monly seen in adult patients with intellectual or mental 
disabilities, significant substance abuse, psychiatric 
disorders, or external motivations (such as avoidance of 
a jail sentence). Repeat foreign body swallowing may be 
part of a syndrome of self-mutilation and/or attention-
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medical team.3 Psychiatric consultation is mandatory, 
and one-to-one supervision is usually necessary during 
hospital admission. Patients should return to their usual 
environment as soon as it is feasible in order to limit 
any secondary gain from hospital admission as well as to 
reduce the costs associated with hospitalization. 

In addition, the avoidance of unnecessary endo-
scopic intervention may help prevent repeat foreign 
body ingestion.8 A framework for making decisions 
regarding the need for endoscopic management and 
determining how best to perform that intervention can 
be found in the American Society for Gastrointestinal 
Endoscopy guidelines for the management of ingested 
foreign bodies.9 The perceived risk of aspiration and/
or perforation must be identified via patient symptom-
atology and/or imaging. Foreign body or food bolus 
impaction in the esophagus requires urgent interven-
tion.10 The best initial line of management is usually 
flexible endoscopy with airway protection and the use 
of an overtube and/or endotracheal intubation. Equip-
ment for retrieval should be readily available to the 
endoscopist and should include baskets, Roth nets (US 
Endoscopy), polypectomy snares, rat-tooth forceps, 
and alligator forceps. The use of an overtube can enable 
repeat introduction of the endoscope into the esopha-
gus as well as protection of the esophageal mucosa and 
airway. Identification of the type of ingested object 
(ie, sharp vs smooth, length, etc) via patient history  
and/or imaging can help determine the need, timing, 
and use of specific equipment during endoscopy. Surgi-
cal management is rarely needed.

Summary

The management of a patient with recurrent intentional 
foreign body ingestion requires a team approach that 
incorporates endoscopic expertise and medical, surgical, 
and psychiatric support. Collaborative strategies across 
these disciplines may help prevent an issue that is costly 
and burdensome both for the healthcare system and, most 
importantly, for patients.
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