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Toddlers almost instinctively use their oral cavity and tongue
while trying to identify numerous objects. Any object that fits
easily in the mouth is at risk of being ingested inadvertently,
which may lead to unexpected outcomes.

 

1–4

 

 The risk of injury
by ingestion has worsened as the manufacture of small
objects such as colorful safety pins and button batteries has
increased.

 

5

 

 Objects which fail to pass through the digestive
system may lead to a diagnosis of a silent congenital anomaly
or acquired pathology of the gastrointestinal tract.

 

6

 

 A
prolonged lodgement may sometimes be complicated by
penetration, perforation or migration of the foreign body.

 

2–4,7,8

 

The diagnosis of a migratory foreign body can be
complicated because of the unrelated presenting symptoms.
This case is the second reported patient of childhood age
presenting a congenital inguinal hernia complicated by an
ingested foreign body, and it is probably the first to be
reported with such an unusual exit.

 

Case report

 

An 18-month-old-girl was admitted to an emergency room
with complaints of right inguinal swelling, abdominal pain,
fever and refusal to eat for three days. The right inguinal
hernia had been present for over a year, according to the
parents. On admission the child was restless, showing mild
tenderness in the right lower quadrant with normal rectal
examination. She had been passing normal stools and had no
clinical signs of dehydration. There was a tender 2 

 

×

 

 1 cm
swelling with erythema on the right inguinal region. The
clinical picture was regarded as an incarcerated inguinal
hernia. An unusual object within the inguinal swelling was
faintly sensed while attempting to reduce the hernia. A

second bimanual trial resulted in the unexpected appearance
of the tip of a pin from inside the sac (Fig. 1). The swelling
was still present. With the pin safely held in place by a
clamp, a plain erect abdominal radiograph revealed no sign
of free intraperitoneal air or intestinal obstruction (Fig. 2).
The child was taken to the operating room following a
prophylactic dose of antibiotics. At operation it was obvious
that the patient had a right inguinal hernia, but there was no
sign of incarcerated bowel segment. The peritoneal fluid was
clear and the intestines seemed intact, showing no sign of
intestinal perforation. An inflammatory process in the
inguinal region was observed to be the reason for the
swelling. At exploration the pin was found to be penetrating
the inflamed and thickened hernia sac and cremasteric
muscle fibers. A formal inguinal herniotomy was performed
following the removal of the pin. The patient was discharged
on the fourth postoperative day following an uneventful
recovery and was well at follow-up a month later.

 

Discussion

 

The most interesting cases of foreign body ingestion in the
literature usually involve children. The wide spectrum of
ingested foreign bodies range from blunt to sharp objects,
and include objects such as toothbrushes, ring pulls, coils
and shaving blades.

 

5,7,8

 

 Endoscopic removal is primarily
advocated for foreign bodies located in the upper gastrointes-
tinal tract.

 

6

 

 Cases where long sharp objects or button batteries
have been ingested are of particular concern, the latter being
reported to cause local and systemic biochemical side-effects,
which may lead to high morbidity and mortality rates.

 

9

 

Failure of free passage for more than 10 days is more likely
to indicate an entrapment in the anatomic locations such as
the second and third portions of the duodenum, the Treitz
ligament and the ileocecal valve. Any foreign object that
reaches beyond the Treitz ligament can usually leave the
body safely via the gastrointestinal system with the help
of antegrade peristalsis and propulsion. Silent congenital
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anomalies such as duodenal webs, stenotic areas, Meckel
diverticulas and strictures due to previous operations or
inflammatory process like Chron’s disease or ulcerative
colitis, may require to surgery at short notice, with early
signs and symptoms of peritoneal irritation.

 

1,5,6

 

A very small number of pediatric cases have been
reported in the published literature with perforation, pene-
tration, migration or actual dislodgement into nearby organs
such as the mediastinum, urogenital system, liver or hernia
sac.

 

2,4,7,8

 

 The authors estimate perforations occur in less than
1% of cases, and favor extraction of sharp objects longer than
3 cm.

 

2,5

 

 However, foreign body ingestion may be difficult to
diagnose: Rajagopal 

 

et al

 

. reported a 3-month-old baby had
ingested four needles yet was symptom free.

 

1

 

Migration of a foreign body following perforation is
usually silent.

 

2,3

 

 The foreign body can migrate to almost
anywhere before leading to symptoms and signs. The clinical
picture varies depending on the direction of migration to
neighboring organ systems, which may produce urinary
symptoms, diarrhea, septicemia, abscess or inflammatory
mass formation.

Incarceration is a life threatening complication of the
inguinal hernia. Some irreducible inguinal hernias in children
may rapidly progress to strangulation with infarction of the
hernia contents. An attempt at manual reduction is necessary
in strangulated cases. A plain abdominal X-ray is required
only if there are signs of intestinal obstruction and the
reduction attempt fails. The patient is usually hospitalized
following a successful reduction procedure to observe the
outcome of the clinical picture. Operation is mandatory in the
irreducible cases. An incarceration may occasionally resolve
spontaneously, showing transient clinical signs of obstruc-
tion. Occasionally, such a child may attend emergency clinics
with no sign of incarcerated bowel.

An initial manual reduction attempt was preferred in our
case, due to the absence of any signs of intestinal obstruction,
which was later proved by the plain abdominal film. The
author believes that the type of surgical approach would not
have differed had the abdominal X-ray been performed
earlier. The timely capture of the pin, however, may have
prevented us from performing a laparotomy. The chance of
loosing the object in a complicated case would mean great
difficulty in the operating theatre.

The absence of an incarcerated bowel and the presence of
local inflammation at the operation site may help us explain
the mechanism of displacement of the pin. It can be
postulated that the ingested pin was forced to leave the
intestine by intense peristalsis during a previous incarceration
attack, with the intestinal wall sealing off without causing
serious leak of intestinal contents. The inflammation caused
by the foreign body, with possible contamination of bacterial
content at the point of penetration, may have attenuated the
self-sealing process in the bowel. This clinical picture
resembles other reported cases of foreign body migration,
where presenting clinical signs and symptoms actually
belong to the neighboring organs.

 

2,7

 

Fig. 1

 

Penetration of the pin can be observed at the inguinal
canal, the tip is bent by the manual forceful push during the
reduction attempt.

 

Fig. 2

 

Abdominal X-ray showing no sign of free abdominal air.
The white arrow points to the clamp on the left lower corner of
the radiogram.
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This case is an interesting example of timely diagnosis
of an otherwise silent foreign body. The patient might have
suffered from a future distant migration, had it not been
diagnosed because of the false clinical picture. It is the first
report of a complicating congenital inguinal hernia with this
presentation and outcome.
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