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Abstract

Introduction: Foreign body (FB) ingestion is a common accident in 
children, especially during early childhood.

Objectives: To highlight the epidemiological and evolutionary 
aspects of foreign body ingestion in children.

Patients and methods: This is a retrospective study of a series of 
289 cases collected at the Pediatric Emergency Department of the 
Mohammed VI University Hospital in Marrakech, over a period of 5 
years (October 2014-December 2019).

Results: The study involved 131 girls and 158 boys with an average 
age at diagnosis of 4 years (6 months-15 years), the most frequent age 
group was between two and three years (22%). The average consultation 
time was relatively long (19 hours and 10 minutes), 76% of our patients 
were admitted within the first 24 hours. Hypersalivation and dysphagia 
were the most frequent symptoms, described in 60.55% and 52.94% 
of cases respectively. The general examination was normal in 21% of 
patients who were completely asymptomatic at admission. Foreign 
bodies were radiopaque in 96% of cases. Extraction and exploration 
of the digestive tract by pharyngoscopy or esophagogastroduodenal 
fibroscopy were performed within 24 hours in 90% of cases with 
spontaneous elimination in 7% of cases which took place between 2 
and 6 days,whereas surgery was only necessary in one case (1%) after 
failure of pharyngoscopy. The majority of foreign bodies were extracted 
from the proximal third of the esophagus (87.54%). The evolution was 
marked by the absence of occurrence of complications in the majority 
of cases (84.42%), without having noted any case of death.

Conclusion: Foreign body ingestion is a serious problem in early 
childhood. Multidisciplinary management is recommended due to 
its clinical polymorphism, which makes it a diagnostic challenge. 
Prevention requires parental education to ensure a significant 
reduction in morbidity and mortality from this condition.

Mghazli H*; Elmassi M; Assem O; El Moussaoui S; Lahmini W; Bourrous M
Faculty of Medicine and Pharmacy, Mohammed VI University Hospital, Morocco.
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Introduction

Foreign body ingestion is a common reason for consultation 
in pediatric emergency rooms. It is among the most frequent 
domestic accidents that any doctor can face and may be due to 
voluntary or involuntary swallowing of a foreign body, requir-
ing urgent treatment which varies depending on the nature and 
location of the foreign body [1,2]. The incidence is often un-
derestimated, with spontaneous evacuation through the diges-
tive tract without any clinical manifestation. In other cases, the 
symptomatology is very variable depending on the nature, type, 
size and location of the foreign body, which can lead to diag-
nostic difficulties. The evolution depends on the migration and 
then the spontaneous elimination or entrapment of the foreign 
body. The ingestion of foreign bodies occurs in 80% of cases in 
infants and young children, they most often occur between the 
ages of 6 months and 3 years [5,6]. This percentage is explained 
by the tendency of young children to explore their environment 
by placing objects in their mouths as well as by the organic im-
maturity of the hypopharyngeal region. Multidisciplinary col-
laboration (involving the general practitioner, pediatrician, ENT 
surgeon, pediatric surgeon, anesthesiologist, gastroenterologist 
and radiologist) is necessary for early and adequate manage-
ment due to the complications caused [4].

Patients and methods

This was a retrospective study and description of the chil-
dren admitted for ingestion of foreign body, collected at the 
service of EMERGENCIES Pediatricians at the Mohammed VI 
University Hospital in Marrakech over a period of 5 years be-
tween October 2014 and October 2019. All children under 15 
years of age admitted for foreign body ingestion were included. 
Incomplete clinical records, foreign body inhalations, and chil-
dren with caustic or peptic esophageal strictures were excluded 
from the study. Data were collected from medical records in the 
Pediatric Emergency Department using a pre-established op-
erating sheet. This study consisted of analyzing epidemiologi-
cal, clinical, paraclinical, therapeutic modalities, evolution, and 
complications of the patients included in the study.

Results

There were 289 cases of foreign body ingestion in children 
under 15 years of age over a period of 5 years. The average 
age was approximately 4 years, with extremes ranging from 
6 months to 15 years. The age group [2-3 years] represented 
the predominant group. We also observed a predominance in 
preschool children (under 5 years) with a number of 204 cases 
(71%); a male predominance with 158 cases and a sex ratio of 
1.2. Most of the children were from rural areas (56%), including 
a male predominance both in urban areas with 86 boys (53%) 
and in rural areas 72 boys (56%). In our study, the majority of 
cases came from the Marrakech Safi region (85%). In the medi-
cal history, 3 patients (1%) had a foreign body ingestion (coin), 4 
children (2%) had a surgical history (3 cases of tonsillectomies, 
1 case with a pacemaker (Trisomy 21)) and the rest of the chil-
dren had no particular pathological history (97%). More than 
three-quarters (76%) of patients consulted within the first 24 
hours. The time between foreign body ingestion and consulta-
tion varied from 30 minutes to 30 days, with a mean time of 
19 hours and 10 minutes. The majority of foreign body inges-

tion accidents occurred during play (96%) compared to 4% ac-
cidentally during meals. The nature of the foreign bodies was 
classified into 3 groups: metallic (276 children: 95%), organic 
(11 children: 4%) and plastic (2 children: 1%). The majority of 
foreign bodies were of a soft nature, with a clear predominance 
of coins found in 240 cases (83%). The clinical picture on ad-
mission was extremely variable. With (21.1%) cases completely 
asymptomatic. In symptomatic patients, the main symptoms 
were hypersalivation and dysphagia, described in 60.55% and 
52.94% of cases respectively.

Furthermore, the clinical picture was alarming in one patient 
upon admission: this was a child admitted in an altered general 
condition, with a picture of digestive hemorrhage consisting 
of hematemesis and melena with obvious cutaneous and mu-
cosal pallor. In 6 children, penetration syndrome (cough, cya-
nosis, suffocation) was the reason for the parents to consult. 
Food refusal was the mode of revelation in a 1-year-old infant 
following the ingestion of a coin 12 hours earlier. Fever was 
found in 6 of our patients (2.07%), with a temperature taken 
in the emergency room greater than or equal to 38°C. Respira-
tory signs (dyspnea, cough) were present in 6.22% of patients in 
association with digestive signs. Standard radiography (thoracic 
and thoracoabdominal radiography) was performed in all our 
patients, it allowed to objectify the radiopaque foreign body in 
96% of cases. The combination of thoracic and thoracoabdomi-
nal radiography was performed in 58% of patients in our series 
to confirm the diagnosis and guide the localization. Further-
more, it did not objectify any complications. The most frequent 
location on the initial standard radiography was at the level of 
the upper third of the esophagus (92%). Abdominal ultrasound 
was performed and was normal in a 4-year-old girl admitted for 
ingestion of a coin for 10 days with notion of abdominal pain.
Chest CT scanwas carried out in 2 patients: in the first case 
showed at the height of D2 a metallic foreign body (piece of 
metallic toy) with esophageal projection generating an artifact 
which prevents determining the exact location of the latter and 
In the second case showed the presence of a well-defined oval 
metallic foreign body of 5 cm × 2 cm (button cell) in the intra-
esophageal at the junction of the upper and middle esophagus 
responsible for compression with repression of the trachea 
forward but with preservation of its permeability without evi-
dence of pneumothorax. Upon admission, the patients’ general 
condition and vital signs were assessed, with a search for signs 
of severity and complications, followed by a conditioning exer-
cise based on their condition and a physical examination. All pa-
tients were kept fasting with glucose and electrolyte infusions 
while awaiting treatment. The average time between admission 
and extraction was 22 hours and 30 minutes, with 90% of ex-
tractions performed within the first 24 hours after admission. 
Spontaneous elimination without intervention was noted in 21 
patients (7%). The time to spontaneous elimination with detec-
tion of the foreign body in the stool was between 2 and 6 days. 
Pharyngoscopy, which has diagnostic and therapeutic purposes, 
allows to assess the state of the esophageal mucosa and the 
search for complications (ulceration, perforation, etc.) was per-
formed in 273 patients under sedation (90%), including in 12 
patients with extraction of the radiolucent foreign body and In 
13 of our patients, pharyngoscopy did not result in the extrac-
tion of the foreign body following the progression of the latter 
in the digestive tract compared to its initial location on the ad-
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mission radiograph. In the 4 cases where FOGD was performed, 
the extraction of 3 foreign bodies was without problem. In only 
one case, the extraction failed and the patient was put under 
surveillance with spontaneous elimination of the foreign body. 
Extraction using a Foley catheter was performed in 3 patients 
initially in good general condition and without complications, 
with a foreign body located in the upper third of the esophagus 
and a priori extirpable. Surgery was only necessary in one child 
after failure of extraction by pharyngoscopy, following the care-
less ingestion of an esophageal foreign body (button battery), 
complicatedesophageal stenosis. The patient’s postoperative 
course was normal without any notable complications. In our 
series, 22 patients (7%) were placed under clinical-radiological 
surveillance pendingexpulsionspontaneous.

All our patients were put on an absolute diet with glucose 
serum and electrolyte infusion while awaiting the therapeutic 
approach with monitoring of the general condition and physical 
and functional signs.

This treatment was associated with:

•	 Antibiotic treatment based on amoxicillin-clavulanic 
acid 100 mg/kg/day in 3 doses maintained for 7 to 10 days post-
endoscopy: 58%

•	 Oral corticosteroid therapy for 5 days post-endoscopy: 
60%

•	 Analgesic treatment (Paracetamol 60 mg/kg/day): 
51%

•	 Temporary dietary restriction with postoperative 
placement of a nasogastric tube in patients with esophageal 
mucosal lesions: 16%

•	 Treatment with antisecretory drugs (PPIs) in patients 
with minimal lesions of the esophageal mucosa post-endosco-
py: 3%

The average length of hospital stay was 1 day and 13 hours. 
The majority of our patients (84%) were hospitalized for less 
than 2 days. In our series, 15.57% of patients presented with 
minimal to moderate complications on endoscopic exploration, 
including superficial erosions of the esophageal or oral mucosa 
without bleeding on endoscopic examination in 40 patients 
(13.84%) and pressure necrosis at the level of the esophageal 
mucosa (with necrosectomy during extraction), an esophago-
tracheal fistula, ulceration and minimal bleeding following a ne-

Figure 1: Image of a foreign body (coin) at the mouth of the 
esophagus in a 5-year-old girl with a pacemaker for undocumented 
heart disease.

Figure 2: (A) Chest X-ray showing the foreign body with mediastinal 
widening. (B) Esophagogram with an obvious foreign body outside 
the esophageal lumen [27].

glected button battery requiring surgical intervention, episodes 
of large hematemesis associated with melena on admission, 
and requiring transfusion of packed red blood cells in 4 patients 
(1.41%). In a single case, an iatrogenic esophageal perforation 
occurred following an attempt at fiberscopic extraction of the 
foreign body (extraction failure) with apneumomediastinumon 
the control chest X-ray taken after the extraction attempt. The 
evolution was favorable in the majority ofour patients (84.42%) 
without any complications. No cases of death were reported in 
our series.

Discussion

Foreign body ingestion is a more common accident in chil-
dren than in adults. According to the Susy Safe Project, acci-
dental ingestion of an EC most often occurs before the age of 
3 years, with a peak incidence between the ages of 6 months 
and 3 years [3,7,8]. In our series, the average age was 4 years, 
this result is similar to the study of Lakhdar-Idrissi in Fez [9]. The 
predominance in the male sex, with a sex ratio of 1.2 while in 
the Sidibé study in 2019, the male sex (40%) with a sex ratio of 
1.2 [14] and in that of Fujisawa in 2020 the male sex (55.5%) 
with a sex ratio of 1.24 [10]. The male predominance observed 
in the majority of series finds no satisfactory hypothesis, and 
can be partly explained by the impulsive and adventurous char-
acter of young boys and the nature of their games [9]. “The 
Annual Report of the American Association of Poison Control 
Centers” reports 1,810,030 incidents of foreign body ingestion 
in a year, of which more than 90% are accidental [15], most of-
ten at playtime, and involve common objects found in the home 
environment such as coins, toy pieces, jewelry, magnets, and 
batteries [16]. Because children who have ingested a foreign 
body are often asymptomatic, the true incidence probably re-
mains higher [8]. In our series, the time between foreign body 
ingestion and admission to the pediatric emergency depart-
ment ranged from 30 minutes to 30 days with a mean time of 
19 hours and 10 minutes. In the series extending between 2010 
and 2013 (published in 2017) at the Pediatric Emergency De-
partment at the Cruces University Hospital in Bilbao (Spain), the 
time between foreign body ingestion and admission to the Pe-
diatric Emergency Department was between 15 minutes and 30 
days [17]. These data are consistent with those described in our 
study. However, according to the study by Cevik et al: 93% of pa-
tients consulted during the first 24 hours after the incident [18]. 
The same observation is reported in the series by Chun Woo 
et al: carried out between 1999 and 2012 (published in 2016) 
in South Korea, with 96.5% of consultations during the first 24 
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hours following the incident [19]. In our series, only 76% of con-
sultations took place during the first 24 hours after the incident, 
this can be explained by the geographical origin of our patients, 
sometimes making access to care difficult. Remember that in-
gestion without witness leads to late consultation, especially in 
patients under two years old, which can lead to serious com-
plications, including death [18,22]. Symptoms of foreign body 
ingestion vary greatly and depend largely on the size and shape 
of the object, its location, and the length of time it was retained 
[23]. Presentation of ingestion can range from asymptomatic to 
respiratory distress or acute abdomen. Up to 50% of children 
with known foreign body ingestion are asymptomatic [16]. It is 
estimated that 40% of foreign body ingestions in children go 
unnoticed, and in many cases the child never develops symp-
toms [24]. Since many foreign body ingestions by children are 
unwitnessed [22], the possibility that nonspecific symptoms are 
caused by the ingestion of foreign bodies should always be con-
sidered [25]. Naidoo and Reddi reported a case of a 3-year-old 
child who presented with dysphagia to solids for two months 
with cough, anorexia, and weight loss. Chest radiography re-
vealed a coin-shaped foreign body in the upper mediastinum, 
outside the esophageal lumen on the esophagogram [27].

In our series, hypersalivation was the main symptom, pres-
ent in 60.55% of patients, followed by dysphagia in 52.94% 
of cases. According to a study conducted in India by Mahajan 
and Prashanth, published in 2019 [28], throat discomfort was 
observed in 85% of patients, followed by dysphagia in 70% of 
cases. According to Delport et al, only 10% of patients were 
symptomatic upon arrival at the hospital. Delport et al. also 
reported that hypersalivation was the most common presenta-
tion of EC ingestion upon arrival at the hospital (43%), followed 
by dysphagia (21%) in symptomatic children [21]. In our series, 
penetration syndrome was reported by parents in 2% of cases 
(6 children), of which 2 patients received bronchoscopy. Ac-
cording to the retrospective study carried out at Itabashi Nihon 
University Hospital in Tokyo, Japan, between April 2013 and 
June 2018, and published in 2020, Fujisawa et al [10] reported 
that 18% of patients had a cough on admission, with respira-
tory distress in 1% of cases. In our series, only 2.42% of patients 
had a cough on admission, with dyspnea in 3.8% of cases. A 
retrospective study conducted between 2008 and 2013 and 
published in 2015 by Sink et al [12], summarized the sensitiv-
ity and specificity of functional and physical signs and child/
parent interviewing. The primary imaging tool for assessing 
foreign body ingestions is standard radiography. Radiographs 
play an important role because most ingested foreign body s 
(83%) are radiopaque [12]. Views obtained should include the 
neck AP and lateral, the chest AP and lateral, and a standing 
AP abdominal radiograph which is useful in excluding the pres-
ence of pneumoperitoneum after ingestion of sharps [29]. Ac-
cording to Sink et al [12]: The presence of a radiopaque object 
on the chest X-ray was the most predictive finding of a foreign 
body overall. There were 45 false-negative chest X-rays and no 
false-positive ones, giving a sensitivity of 83% and a specificity 
of 100%. Sink et al also reported that of the 543 X-rays taken, 
75.87% were radiopaque compared to 96% in our series. Del-
port et al [21] reported that standard radiography was indicated 
in 94% of patients, 63% of whom were chest radiographs. In 
our series, standard radiography was systematically performed 
in all our patients, 11% of whom were frontal and lateral views, 
and 27.33% were chest radiographs. Ultrasound can be used if 
the foreign body is located in the stomach, although it is less 
sensitive than CT. A retrospective series by Jecković et al [31], 

reported 18 children with gastric foreign bodies (aged 8 months 
to 7 years). Jecković et al reported that the majority of ingested 
foreign bodies were radiopaque and easily identifiable on ab-
dominal radiography. However, three of the foreign bodies, a 
lollipop stick, a domino, and pieces of plastic toys, were radiolu-
cent and were not detected on radiographs. All foreign bodies, 
including radiolucent ones, were identified in the stomach using 
ultrasound examination. CT is superior to standard radiography 
and can identify foreign bodies in 70-100% of affected patients 
[30]. The scanner is also useful for detecting complications such 
as perforation, fistula or abscess. Samujh et al [32] reported a 
case of appendicitis due to a screw in the appendix in a 4-year-
old boy, who presented to the emergency department with 
acute abdominal pain in the right iliac fossa. There was no clear 
history of foreign body ingestion. However, there was a history 
of recurrent abdominal pain for 4 months. Flexible tube endos-
copy is preferable in most cases because the foreign body can 
be directly visualized and manipulated (diagnostic and thera-
peutic value), and the surrounding gastrointestinal tract can 
be examined for possible complications (value in establishing 
the lesion assessment) [26,33]. In our series, diagnostic endos-
copy was performed in 12 patients (4%) with extraction of the 
CE while in the study of Diaconescu et al in 14 patients (23%) 
[20] and Wai Pak et al in 41 patients (13%) [36]. The nature of 
ingested foreign bodies depends on the population studied, and 
therefore on geographical, economic, and sociocultural factors. 
They are often inorganic (metallic) in nature, and occasionally 
plastic or organic.

In Bangladesh, according to Chowdhury et al, ingested for-
eign bodies were inorganic in nature in 91.21% of cases distrib-
uted as follows: coins (26.37%), pins (20.88%), nails (6.59%) and 
batteries (5.49%). However, 31.86% of patients ingested differ-
ent types of sharp objects and 23.08% of patients ingested dif-
ferent blunt metal objects. In addition, sharp object ingestion is 
higher in the older age group (>5 years) [37].

In Saudi Arabia, according to Khurshid et al, the nature of for-
eign bodies was as follows: Button batteries (49%), coins (21%), 
magnet (7%). Sharp objects such as nails, screws, pins and com-
plex foreign bodies such as earrings, plastic parts were present 
in 14 (23%) patients. All foreign body s were inorganic in na-
ture[38]. In Romania, according to Diaconescu et al, the most 
frequently ingested objects were coins (26.23%), unidentified 
metallic objects (13.11%), bones (8.19%) and button batteries 
(6.55%). Inorganic foreign body s represented 82% [20].

In the United States, in a 21-year study, Orsagh-Yentis et al 
reported that the most frequently ingested foreign bodies were 
coins (61.7%), followed by toy parts (10.3%), jewelry (7%), and 
batteries (6.8%), including 85.9% button batteries [39]. In our 
series, as in other studies, inorganic foreign body s were ob-
served in 96% of our patients, of which only 1% were of plastic 
origin. The majority of foreign bodies were of a foam nature, 
with a clear predominance of coins found in 83% of patients. In 
our series, the location in the esophagus was the most frequent 
91.69% of which 87.54% in the upper part of the esophagus. 
This is consistent with the various literature reviews such as 
that of Delport et al the location was 44% and of Lobeiras et al 
was 54%.

Only 1% of ingested foreign bodies are treated surgically due 
to a major complication (obstruction, perforation, abscess). The 
initial approach, therefore, in non-critical cases, is to monitor 
and wait for the object to pass on its own [38,39].
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According to Ahmet Dursun, Tülin Öztaş [56], The most com-
mon type of EC was a coin (47%). The first pediatric cases re-
ported in the literature involved a clothespin discovered in the 
stomach and a Meckel’s diverticulum perforated by a sunflower 
seed shell. Management included spontaneous passage (89%), 
endoscopy (7%), and open surgery (4%).

Clinical or clinico-radiological observation is generally indi-
cated for asymptomatic patients with a history of non-threat-
ening foreign body ingestion over periods of less than 24 hours 
and without any respiratory symptoms or history of esophageal 
disease or surgery. However, it is recommended to perform a 
remote etiological assessment in the event of a second episode 
of food blockage, even if spontaneously resolved [35]. Direct 
pharyngoscopy allows visualization of the hypopharynx, the re-
gions between the base of the tongue and the mouth of the 
esophagus, and the larynx. It also facilitates the assessment of 
the mucosa covering these regions and the removal of any CE 
[42]. Fibroscopy allows the diagnosis of the esophageal foreign 
body, its extraction in most cases, and also constitutes an as-
sessment of associated comorbidities. It has a major diagnostic 
interest, because it highlights a foreign body in 44% of cases 
where the X-ray fails despite strong clinical and anamnestic sus-
picion [34]. The Foley catheter or balloon catheter under X-ray 
guidance has a 98% success rate, but it can only be applied to 
blunt foreign bodies. Its use has the advantage of being signifi-
cantly less expensive and faster than endoscopy [43]. In Chad, 
a study by Lamblin et al [13] in 2018, 37 cases of extraction in 
children aged 0 to 15 years were analyzed. These involved coins 
and button batteries in 92% and 8% of cases respectively in the 
upper third of the esophagus. All patients were under general 
anesthesia, including 23 patients under general anesthesia with 
spontaneous ventilation (62.2%) and 14 under general anesthe-
sia with orotracheal intubation (37.8%). The Foley catheter was 
the method used in 43.2%. According to Lamblin et al [13], the 
use of the Foley catheter for the extraction of foreign bodies 
from the upper third of the esophagus is a reliable method in 
case of unavailability of endoscopy, the systematic use of flu-
oroscopy could limit the risk of failure and the presence of a 
visceral surgeon is necessary in case of failure or complication 
related to the procedure. Surgery is rarely performed, but is rel-
atively successful. It is indicated in cases of perforation, other 
complications, and failure of foreign body extraction by other 
previous techniques [13]. The North American Society of Pedi-
atric Gastroenterology, Hepatology, and Nutrition (NASPGHAN) 
Endoscopy Committee has revised recommendations regarding 
the timing of endoscopic intervention. The presence of esoph-
ageal button batteries requires emergency removal within 2 
hours, regardless of the presence of symptoms [44]. Long for-
eign bodies lodged in the esophagus require removal within 
24 hours, regardless of the presence of symptoms. Most for-
eign body’s in the small intestine are evacuated spontaneously 
without complications. Therefore, physicians should reassure 
children and/or parents and advise them to check the child’s 
stool. Coins are the most commonly ingested foreign body’s by 
children. More than 250,000 cases of coin ingestion by children 
were reported in the United States between 1994 and 2003 
[47]. Factors influencing the spontaneous passage of a coin are 
its location in the esophagus, the child’s age, and the size of 
the coin. Typically, the spontaneous passage rate of swallowed 
coins in children is about 30% [48]. Conners et al suggested that 
coins lodged in the upper and middle esophagus require endo-
scopic extraction, although it has been observed that 60% of 
coins lodged in the lower esophagus passed spontaneously [46-

48]. In our series, coins accounted for 83% of the foreign bodies 
found. The study by Lee et al [11] showed that all 7 children 
who ingested button batteries less than 15 mm were asymp-
tomatic without any complications, while the 5 children who 
swallowed batteries larger than 15 mm had moderate (n=3) to 
severe (n=2) complications while in our series of studies, pa-
tients who ingested button batteries were 9 (3.11%). According 
to Amani Mubarak et al, all patients with mucosal injury after 
battery removal should be hospitalized and monitored closely. 
In such patients, re-examination within 2-4 days after removal 
may be considered as it may provide useful prognostic informa-
tion. A clear liquid diet may be started if there is no evidence of 
perforation on esophagography. Esophagography may be per-
formed 1-2 days after removal. In complex cases, this period 
should be extended until the patient’s condition stabilizes [58].

However, if multiple magnets or a single magnet with a met-
al CE have been ingested, contact between these ingested mag-
nets or the magnet and the metal CE and the mucosal surfaces 
of different parts of the body may cause pressure necrosis of 
the mucous membranes, as well as intestinal obstruction, fis-
tula and/or perforation; therefore, surgery is necessary in these 
cases [49,50]. In our series, only one patient was admitted for 
ingestion of a magnet (0.34%). Sharp or pointed foreign body’s 
such as safety pins, nails, hairpins, screws, needles, thumbtacks 
can lead to serious complications such as ulceration and/or 
perforation of the esophagus, tracheal fistula and/or abscess 
formation, peritonitis, aortoesophageal fistula and even death 
[52]. In general, intestinal foreign body’s are known to cause 
perforation in <1% of patients; however, sharp or pointed FBs 
can cause perforation in 15-35% of patients. According to Qing-
Jiang [57] Chen 44 patients presented with intestinal perfora-
tion complication and 10 with intestinal obstruction. Therefore, 
it is preferable to remove FBs from the esophagus or stomach 
whenever possible. In particular, in recent times, early diagnosis 
and rapid extraction by endoscopy have reduced the incidence 
of adverse effects related to the ingestion of sharp or pointed 
FBs [53]. In a Korean study by Lim et al.19]; the fish bones rep-
resent 50.1% of ingested CE against 0.34% in our series (Figure 
12). Lim et al [19] reported that ingested fish bones in children 
were most often detected in the pharynx (57.7%). In our series, 
15.57% of patients had minimal to moderate complications de-
tected by X-ray or endoscopic exploration, whereas in studies 
done: In Taiwan the study of Lin et al presented with erosive 
esophagitis (2.6%) [54], Chinksi et al in Argentina an esophageal 
perforation (0.31%).

Outcomes and prognosis for pediatric foreign body ingestion 
are generally good, as most patients tolerate the passage of in-
gested objects without intervention. Even in scenarios where 
intervention is required, mortality and morbidity are low. High-
risk ingestions (button batteries, magnets, sharp objects) can 
be associated with complications and, in rare cases, death [55].
Foreign bodies in the esophagus can cause mediastinitis, perfo-
ration, and pneumomediastinum. Magnets are also known to 
cause damage to the mucous membranes of the small intestine, 
leading to perforation. Button batteries are the most morbid 
and should therefore be removed as soon as the diagnosis is 
made. Finally, foreign body removal procedures can also cause 
complications, whether due to anesthesia or the procedure.

The majority of FBs are accidentally ingested by children. 
Prevention therefore remains the best treatment for children 
and requires the intervention of all the structures concerned: 
the family unit, industrialists and public authorities, medical 
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and paramedical staff. For primary prevention, parent educa-
tion is of paramount importance and secondary prevention 
aims to reduce the consequences through faster, appropriate 
support.

Conclusion

Foreign body ingestion is a major problem in early childhood 
and poses a diagnostic and therapeutic challenge.

The vast majority of foreign bodies accidentally ingested by 
children migrate through the digestive tract without complica-
tions, and monitoring is generally sufficient. Therefore, certain 
situations present a significant risk of serious and sometimes 
fatal complications, such as necrotic perforations and gastroin-
testinal bleeding, the release of toxic substances, obstruction, 
and respiratory tract infections. Prevention is of great interest 
in reducing these accidents and their complications throughe-
ducation and information of parents on the dangers and risks of 
ingestion of foreign bodies.
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