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Abstract

Foreign body, of whatever type, when ingested, either accidentally or intentionally, elicits strong reaction from care-givers, es-
pecially; if the victim is a child. Infants and children are the most commonly seen victims, ingestion is often intentional, unlike 
adults, who constitute a small proportion of victims and ingestion is often accidental. The number of foreign bodies found at 
the emergency units of many hospitals is quite large. These include coins, safety pins, sewing needles, button batteries and nuts. 
However, many of the foreign bodies are excreted safely without any untoward events, except for foreign bodies with sharp 
ends, containing toxic chemicals and where there is a pre-existing anatomical abnormality in the gastro-Intestinal Tract (GIT). 
Foreign bodies, especially those with sharp ends are prone to getting arrested, inflicting mucosal erosion or even perforating any 
part of the GIT, particularly at the site of physiologic or anatomic constrictions. These areas are the three Oesophageal anatomic 
narrowing, the pylorus, Ileo-Caecal valve and the recto-sigmoid junction. Most foreign bodies can be seen on plain radiograph, 
removal, where indicated, can be done endoscopically or through an open surgery. But, majority can be managed expectantly, 
aided by patience, careful serial radiographic monitoring and perhaps use of lubricating solutions like liquid paraffin.

Report of a transluminal migration is rare. We therefore report an unusual case of a trans-vesical migration of a swallowed 
sewing needle with intra-urethral impaction in a 12-year-old boy. The impacted needle was removed via an open Urethrotomy.
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Introduction
Report of foreign body ingestion is common, due to infants 
that recognise objects by putting them in the mouth, a child in-
tentionally swallowing an object, an adult accidentally ingest-
ing or intentionally inserting a foreign material [1]. Foreign 
bodies within the Gastro-Intestinal or Respiratory tracts are a 
common cause of presentation at the emergency room (ER) 
globally. The mechanism of delivery to these tracts could be 
ingestion, aspiration, and deliberate insertion [1]. The United 
States of America (USA) National Hospital Ambulatory Medi-
cal Care Survey in 2010 reported approximately 535,000 cases 
of foreign body ingestion requiring treatment at the Emergency 
Unit [2].

Majority of swallowed foreign bodies are passed down the GIT 
without any complications, although a limited number present 
at the emergency department of various hospitals requiring ur-
gent intervention [3]. The foreign bodies that are excreted out 
uneventfully are often asymptomatic, those not noticed by the 
caregivers of children or those in negligent or poor rural dwell-
ers that attempt treatment at home [4]. Symptomatic victims of 
foreign body ingestion usually present at the Emergency Room 
and are likely to develop complications than the asymptomatic 

group [5]. The risk for complication is related to both the pa-
tient and the foreign body, most especially the foreign body. 
Apart from the normal site of anatomic narrowing in the ali-
mentary tract, iatrogenic or post-traumatic stenosis in the GIT 
increase the risk of a foreign body getting stuck at such places 
and resulting in complications [6]. Foreign bodies with a soft 
end hardly erode or perforate the GIT, but those with a hard 
sharp edge can do so [7].

Reports of an extraluminal migration of foreign bodies are rare 
[8,9]. Few Authors have reported trans-luminal migration of 
pins, fish bones and other sharp objects in to the bladder, result-
ing in haematuria and recurrent urinary tract infections [10,11]. 
Intra-Vesical foreign bodies may get excreted out during mic-
turition, get arrested within the urethra or remain in the blad-
der forming a nidus for stone formation [12]. No single report 
of trans-vesical migration of a needle with intra-urethral arrest 
was found on literature search. This informed our decision to 
publish this case report of a 12-year-old boy we managed with 
such presentation. 

Case Report
A 12-year-old boy presented at the Surgical Out-Patient depart-
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ment of State Specialist Hospital Potiskum in Yobe State-Nige-
ria with an 11 months history of recurrent dysuria. The pain is 
said to be dull aching, usually at the end of micturition. There 
was also a 6 months history of intermittent total haematuria. 
No associated passage of clots in the urine, dizziness or synco-
pe. There was no history of loin pain, pyuria, passage of stones 
in the urine and no family history of urolithiasis. He has been 
treated with multiple antibiotics as a case of recurrent urinary 
tract infection before presentation. He presented at our facility 
due to a sudden onset of sharp pain in the penile shaft, difficul-
ty in passing urine and presence of an induration in the penile 
shaft. Patient is a professional traditional cap maker, usually 
adorned with exquisite embroidery using thread and needle. He 
recalled accidentally swallowing a needle he was using while 
holding it between his lips a year prior to presentation. He was 
asked by his colleagues to takes three gulps of locally made 
gruel and no medical treatment was sought for. He remained 
symptomless until a month after the incident when he started 
experiencing suprapubic discomfort and painful micturition. 

On examination we were found to be in painful distress with a 
tender suprapubic swelling that is dull to percussion and sur-
rounded by resonant percussion zones all around. A tender in-
durated cylindrical mass was felt in the dorsal aspect of the 
penile shaft. A well lubricated 16 Fr gauge foley’s catheter 

was passed to relieve the acute urinary obstruction and a urine 
sample was obtained for microbiological assessment. A plain 
abdominal radiograph revealed a slender, cylindrical, radio-
opaque foreign body lodged in the penile urethra (Figure 1). 
The urine culture revealed Klebsiella pneumoniae and was ap-
propriately treated based on the antibiogram. The patient and 
his parents were counselled on the possibility of trans-luminal 
migration of the previously swallowed needle and the need for 
its removal. An informed consent was obtained for Urethroto-
my and foreign body removal.

Procedure
After a spinal anaesthesia, patient was placed in a lithotomy 
position and the penile shaft was re-examined. The impacted 
foreign body became prominent (Figure 2). Urethrotomy was 
done via a dorsal incision and the impacted needle was ex-
posed (Figure 3). The impacted needle was removed (Figure 4) 
and the urethral rent was repaired over a 16 Fr Foley’s catheter 
(Figure 5). A check pelvic radiograph was done the follow-
ing day and it showed no foreign body (Figure 6). The ure-
thral stent (catheter) was removed 14 days after the surgery 
and patient has been micturating freely with no lower urinary 
tract symptoms. He was scheduled to have a Retrograde Ure-
throgram at 3 months and 6 months after surgery to check for 
stenosis or fistulation.

Figure 1: Showing the intra urethral radio-opaque foreign body.

Figure 2: Showing the impacted intra-urethral foreign body.
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Figure 3: Showing the intra-urethral needle after urethrotomy.

Figure 4: Showing the extracted needle following urethrotomy.

Figure 5: Showing the penile shaft after urethroplasty.
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Figure 6: Showing a check pelvic radiograph a day after surgery with bo foreign body.

Discussion
Foreign body ingestion is a common cause of presentation at 
the surgical department worldwide.  A report from the United 
States of America estimated that up to 1,500 mortalities are 
recorded annually due to foreign body ingestion [I3]. Children 
are the most common victims. Some reports estimated that 
as high as 80% of cases of foreign body ingestion are seen in 
young children [14,15]. The most commonly ingested materi-
als in children are objects found in the house like coins, pins, 
nuts, pencils, batteries, nuts, toys and jewellery [15]. This is 
evident in our index patient, who is a 12-year-old boy and he 
swallowed a needle. Foreign body ingestion is rare and often 
accidental in adults and edentulous persons, majority are fish 
bones or meat bolus [13].  Intentional insertion of foreign bod-
ies like spoons and tooth brushes is seen in psychiatric patients, 
while drugs and weapons like razor blades and other sharp 
objects are intentionally concealed in the rectum of prisoners 
and criminals [16,17,18,19]. A significant number of children 
that ingest a foreign body may remain asymptomatic, managed 
by caregivers at home or brought to the hospital for assess-
ment of safety and assurance [20]. Those who are symptomatic 
may present at the Emergency Room with obvious symptoms 
of chocking, upper or lower gastro-intestinal tract obstruction 
[21]. Our patient fell in to the former group. He did not develop 
any gastro-intestinal symptoms in the aftermath of the inges-
tion up to a month and did not seek medical care. This may be 
due to the small size of the needle, perhaps, absence of patho-
logical narrowing in the proximal part of the GIT. 

Our patient swallowed a needle that is hard with a sharp end, 
yet, it passed through the small bowel successfully. The ex-
act mechanism for such phenomenon is not fully understood. 
But some have opined that sharp objects tend to take a reverse 
position within the small intestine with the blunt end becom-
ing the lead point and the sharp end following [17]. The Rec-
to-Sigmoid junction is angulated and is said to be a common 
site of impaction and subsequent complications [22]. Com-
plications from ingested sharp Foreign Bodies may include 
per rectal bleeding, perforation, or abscess. At presentation 
the patient might have forgotten the incident of the ingestion 
[22]. Trans-vesical migration of the swallowed needle in our 
patient occurred a month after ingestion. Trans-vesical migra-
tion of ingested foreign bodies has been reported previously 
[23], both sharp and blunt foreign bodies have been reported to 
cause such a complication [12,24,25,26]. Our literature search 
did not yield a report on trans-vesical migration of a needle 
with intra-urethral impaction. This unique presentation is what 

prompted our desire to publish this case report. Since there was 
no associated history of passage of stool or air in urine and no 
gastro-intestinal symptoms, we believe the site of the Recto-
Vesical fistulation has healed. We will further re-assess the in-
tegrity of the bladder wall following the scheduled Retrograde 
Urethrogram at 3months and 6 months after the surgery. 

Conclusion
It is difficult to predict the out-come of transition of an ingested 
foreign body, especially one with a pointed edge. If a patient 
ingests a sharp foreign object that is not excreted out in stool, 
any persistent lower urinary tract symptoms should raise the 
suspicion of a possible migration via a vesico-enteric fistula.
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