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INTRODUCTION

	 Most ingested foreign bodies usually pass out in 
the feces uneventfully.1 However sharp, thin, long, 

stiff foreign bodies such as sewing needles, tooth-
picks and nails are dangerous since they may cause 
fatal complications such as intestinal perforation,2 

bleeding, abcess,3 obstruction4 and migration to the 
pancreas or liver.5 Sharp foreign bodies account for 
a minority of the ingested foreign bodies because 
of their shape and are usually presented with pa-
tients who have psychologic disorders6, suicidals or 
prisoners. These foreign bodies cause perforation 
and following complications more frequently than 
other foreign bodies. Perforation in these cases may 
cause following complications such as bleeding, 
peritonitis, abcess, internal or external fistula for-
mation or the foreign body can migrate to another 
organ silently.7 Most of the patients don’t give a true 
medical history, do not remember when or how the 
ingestion happened because of their mental status. 
So a precious medical history which would provide 
an easy diagnosis is not usually available in these 
cases. 
	 In the present case we describe the management 
of two ingested sewing needles; one migrated to the 
liver, one impacted the ascenden colon.
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ABSTRACT
Ingested foreign bodies are mostly spontaneously passed out in the feces. However sharp, 
long, solid foreign bodies such as sewing needles could cause life-threatening complications. 
We report a 34 years old female patient with history of two sewing needle ingestion eight 
years ago. Radiologic images revealed that one of the needles had immigrated to the liver, 
one impacted the ascenden colon. They were removed via laparotomy with a successful 
preoperative localization. Foreign bodies which can’t be self-extruded and unremoved via 
laparoendoscopy should be removed with laparotomy after proper localization since they could 
cause life-threatening complications.
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CASE REPORT

	 A 34 year old female was admitted to the emer-
gency department with abdominal pain presenting 
for a month which became stronger in the last two 
days. She claimed that she might have swallowed 
sewing needles eight years ago. There was no pa-
thology in psychiatric consultation of the patient. 
On her physical examination there was tenderness 
on the right lower abdominal area. Signs of perito-
neal irritation like rebound or guarding were not 
present. 
	 Abdominal X-ray revealed two sewing needles; 
one in the epigastric area and one on the right low-
er area (Figure.1-A). Abdominal ultrasonograhy 
[Siemens Acuson Antares 5.0, Germany] showed 
that one of the needles was in the liver paranchyme 
(Figure.1-D). Non contrast abdominal tomography 
at 1cm cuts was performed to determine the pre-
cise localisation of the needles. Tomography [Shi-
madzu SCT 7800 TC. Kyoto, Japan] determined 
that one of the needles was migrated to the left lobe 
(Figure.1-B) of the liver and the other impacted the 
middle part of the ascending colon (Figure.1-C). Di-
rect abdominal graphy which was performed after 
five days revealed that the position of the needles 
wasn’t changed. Because it was thought that nee-
dles wouldn’t be self-extruded colonoscopy was 
tried. But the patient couldn’t tolerate. Control ab-
dominal graph revealed that needles were in the 
same position.
Surgical procedure: At the next step laparoscopy 
was planned and was performed under general an-
esthesia. However needles could not be seen with 
laparoscopy so the operation was converted to lap-
arotomy. Before the incision; perioperative scopy 
revealed that the needle which was stuck in the 
ascenden colon was still there (Figure.1-E). Since 
there was a long distance between the needle in co-
lon and the one in the liver, a small incision from 
the right lower quadrant was thought to be helpful 
to remove the needle in the colon. 
	 We gained access to abdominal cavity with 
transrectal incision and the needle was detected 
with palpation. Since the direction of the needle was 
determined with scopy and palpation, the needle 
was removed without performing a colotomy. The 
needle was palpated and pressed with the first and 
second phalangies of the right hand. Then it was 
pulled out from the sharp side and was removed 
by perforating the colon wall. The exit area of the 
needle was repaired with seromusculary suturation 
with 3/0 silk. After the incision was repaired, a 

median incision was performed. The needle was 
detected in the left lobe of the liver with palpation. 
A surgical clamp was attached to the capsule 
and scopy was performed to determine the route 
for the needle. After orientation, the capsule 
was cut with electrocotherisation and the needle 
was found approximately in 2.5cm depth in the 
parenchyme. Because of corrosion, the needle was 
broken into two pieces during removal the liver 
was sutured (Figure.1-F). Incisions were closed 
after placing silicon drains into right paracolic and 
subhepatic regions. The patient was discharged on 
postoperative sixth day with no complications. The 
three months follow up was uneventful.

DISCUSSION

	 Majority of ingested foreign bodies entering the 
stomach pass through the gastrointestinal tract 
without any side effect.1 Experimental studies with 
sharp foreign bodies revealed that tip of the foreign 
material touches the wall of intestine and cause the 
intestine to be dilated. Based on that it was con-
cluded that foreign bodies are extruded by peristal-
tic movements.8 However long, sharp and narrow 
foreign bodies which are not digested can be stuck 
more frequently and cause perforation, bleeding, il-
eus. Rarely they can migrate to the liver, omentum, 
mesentery or anterior abdominal wall. Since it is a 
rare condition for a foreign body to remain in the 
body and to migrate, case reports are more com-
mon than large series in the literature. Therefore 
we also report a case about the management of two 
sewing needles which migrated to liver and colon 
after being ingested.
	 Foreign objects that were not defecated, may 
be detected by proper anamnesis from both 
the patient and relatives and test results. In 
addition, foreign body ingestion may cause no 
complaints or give symptoms of complications. 
The  foreign  bodies, which cause no symptoms 
initially, could later migrate different regions such 
as liver,  omentum, pancreas and anterior 
abdominal  wall. In our patient, patient had 
abdominal  pain after 8 years of ingestion. One 
needle had migrated  the liver and the other  had 
been fixed to ascending colon. 
	 A detailed medical history is very important in 
these cases and facilitates the diagnosis. However 
children and patients with mental disorders will 
not give an accurate history. The localisation of 
the foreign bodies is easily determined if they are 
apparent in X-ray but it might be difficult to localise 
foreign bodies such as tooth picks which are made 



   Pak J Med Sci   2011   Vol. 27   No. 5      www.pjms.com.pk   1189

of wood with X-ray and endoscopy or laparotomy 
can be required for a definite diagnosis. 
	 The management of foreign bodies depends on 
the age of the patient, clinical condition, the size, 
shape, type of foreign body, the anatomical location 
and the endoscopic technical ability of the unit.5 
Most ingested foreign bodies are expected to pass 
through the gastrointestinal tract and eventually 
pass out in the stool. 2 Impacted foreign bodies al-
most always require intervention. Sharp, narrow, 
long foreign bodies are suggested to be removed 
by endoscopic or laparoscopic means.9 Operative 
management is less considered as the endoscopic 
techniques improve but it is still the only choice 
of treatment in some cases. Endoscopic removal of 
the foreign body is the first choice of interventional 
treatment but can be associated with serious mor-
bidity and mortality.1

	 Long, spicular, indigestible, sharp foreign objects 
should be closely followed  if it was not defecated 
itself. Foreign body which was not defecated dur-
ing control, the localization should be monitored by 

radiograph. In case sharp and spicular foreign bod-
ies couldn’t be extruded after three or five days, 
they may cause serious complications. Therefore 
there are studies advocating the necessity of endo-
scopic  or  laparoscopic  removal.9 Objects  that can 
not be removed by the help of these methods, are 
removed by laparotomy with point localization of 
the object by using intraoperative roentgenoscopy10 
after detecting its localization via direct  abdomi-
nal X-ray, computed  tomography and ultrasonog-
raphy. Because  the localization may change just 
before  the operation, repetition of direct  abdomi-
nal  radiograph is recommended. In our patient, 
the localization of  the  needles was determined in 
the preoperative  period  by  direct abdominal ra-
diograph, abdominal  CT  and ultrasound. First, 
the needle was tried to be remove from the colon 
by colonoscopy. However,  the patient was unable 
to  tolerate the  procedure successfully. Therefore 
laparotomy was planned after detecting that nee-
dle position didn’t change. Foreign objects were re-
moved from stomach, small intestine and colon by 

Successful localization and removal of ingested sewing needles

Figure.1-A: 	 Two sewing needles on Plain abdominal radiograph.
Figure.1-B: 	 One of the needles was seen on computed tomogram of the abdomen on the liver left lobe.
Figure.1-C: 	 The view of the other needle in the middle colon on computed tomogram.
Figure.1-D: 	 The view of the needle in liver left lobe on ultrasonography.
Figure.1-E: 	 Intraoperative scopic view of the needle in liver left lobe.
Figure.1-F: 	 Removed sewing needles.
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opening the wall of those organs. As in our case, 
slim-spicular  needles may be removed less inva-
sively without applying enterotomy or colotomy by 
piercing through the wall of hollow organs at the 
direction of the tip of sharp needle.
	 Foreign  bodies  in the liver  can be removed 
laparoscopically. However, deeply localised and 
rusted foreign bodies as seen in our case should 
be removed from the liver by  laparotomy. In our 
case, the needle was broken into two pieces during 
removal with forceps because of corrosion. 

CONCLUSIONS

	 In conclusion if sharp  and spicular  foreign  ob-
jects don’t pass out spontaneously, it should be re-
moved by endoscopic and laparoscopic methods. 
Laparotomy is necessary when the object couldn’t 
be reached with these methods. Before  the inter-
vention, determining the localization by radiog-
raphy,  tomography and ultrasound increases the 
rate of success. Localization needs to be evaluated 
with scopy during operation.
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