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INTRAGASTRIC FOREIGN BODY: A CASE STUDY

Abstract
We report the case of a 25-year-old female patient seen in consultation for foreign body ingestion. The patient had involuntarily swallowed a toothbrush for 10 days. The study aims to report and analyse a case of an intragastric foreign body, highlighting its diagnosis, management, and outcomes. After swallowing the brush, she consulted a health facility where a laxative and analgesic-based treatment was instituted, and she was reassured that the brush would come out in the stool. When she failed to see the brush in the stool and experienced additional abdominal pain, she consulted us for treatment.  
She had no previous medical or surgical history. Oesogastroduodenal endoscopy revealed a toothbrush, part of which was downstream of the pylorus. We attempted extraction using the diathermic loop. After several unsuccessful attempts, we observed the lower part of the brush embedded in the wall (or mucosa) of the descending duodenum (D2), with suspected perforation. We therefore proposed surgical management, which involved extraction of a toothbrush by approaching the duodenal bulb, followed by epiplooplasty. Post-operative management was straightforward. Foreign body ingestion is most often accidental, as in our patient. Endoscopy remains the most appropriate method for extraction, but if extraction by this route is not possible, surgery remains a good alternative. 
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Introduction
Foreign bodies are ingested objects that can become lodged in the digestive tract, sometimes perforating it if management is delayed [1].
Foreign body ingestion is the second most common indication for emergency endoscopy [2]. Foreign body ingestion comprises a true foreign body (ie, non-food) ingestion and food bolus impaction. Foreign body ingestion is not uncommon and accounts for roughly 4% of urgent endoscopies undertaken (Becq et al., 2021 ; Gatto et al., 2021). The management of foreign bodies accounts for around 4% of endoscopic emergencies in clinical practice [3]. At-risk populations include the elderly and/or edentulous, psychotics, prisoners, children and patients with a history of esophageal pathology. Pathology of the esophageal epithelium leads to perturbations of the normal proliferation-differentiation gradient (Whelan et al., 2018; Yousef et al., 2024). It has been shown that the shorter the time to treatment, the greater the chance of finding the foreign body [3]. Of the foreign bodies that reach the stomach, 80-90% evacuate spontaneously via the gastrointestinal tract, 10-20% require non-surgical treatment and ≤ 1% require surgical removal. Thus, conservative management is appropriate for most blunt objects in asymptomatic patients. However, objects > 6 cm in length or > 2.5 cm in diameter rarely protrude beyond the stomach [3].
 We report a case of toothbrush ingestion that migrated into the duodenum discovered during upper GI endoscopy.
Case report
This was a 25-year-old patient, with no particular pathological history, seen in consultation for ingestion of a foreign body. The patient had involuntarily swallowed a toothbrush for 10 days. After swallowing the brush, she consulted a health facility where a laxative and analgesic-based treatment was instituted, and she was reassured that the brush would be evacuated in the stool. When the brush failed to evacuate in the stool and she experienced abdominal pain, she consulted us for treatment.
X-rays revealed well-aligned ponctiform opacities reminiscent of the head of a toothbrush in the right hypochondrium (figure 1).
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	Figure 1 : X-ray image of the toothbrush



Oesogastroduodenal endoscopy revealed a toothbrush in the stomach, part of which was downstream of the pylorus. An unsuccessful attempt was made to remove the toothbrush using the diathermic loop (figure 2). After several unsuccessful attempts, we noticed that the lower part of the brush was impacted in the 2nd duodenum, with suspected perforation. We therefore proposed surgical management.
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	Figure 2  :  Endoscopic view of foreign body embedded



Surgery involved removal of the foreign body after a 1.5 cm incision on the anterior wall of the gastric antrum opposite the foreign body in the avascular zone, followed by suture of the orifice and epiploplasty (figure 3). The immediate post-operative course was straightforward.
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	Figure 3 and 4 :  Intraoperative view of the foreign body
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	Figure 5 : Removed toothbrush



DISCUSSION
Epidemiological aspects
Ingested foreign bodies are numerous and frequent, but poorly documented. In the United States, 1,500 deaths are recorded every year, with paradoxically only 0 and 1 deaths out of a series of 852 adults and 2,600 children, suggesting the high frequency of this type of ingestion [4].
Diagnostic aspects
The clinical picture may vary: sometimes it is asymptomatic, the only complaint being the patient's or accompanying person's account of accidental ingestion of foreign bodies.
When it is symptomatic, the signs depend essentially on the level of blockage of the foreign bodie in the digestive tract, leading to retro-sternal pain, odynophagia, dysphagia, hypersialorrhea and sometimes vomiting in the case of large “blunt” objects, creating an obstructive syndrome requiring emergency extraction. Most of the time, it involves food in an adult with an organic anomaly of the oesophagus-gastro-duodenal tract [4].
Therapeutic aspects
It has been shown that the shorter the delay, the greater the chance of finding the foreign body [5]. The success rate of endoscopic management of foreign body ingestions varies from 90 to 95% according to the latest studies, with a complication rate of < 5% [6].


Conclusion
Foreign body ingestion is most often accidental, as in our patient. Endoscopy remains the most appropriate method for extraction, but if extraction by this route is not possible, surgery remains a good alternative. 
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