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Abstract

Foreign body of digestive tract refers to the noninherent substances retained in the digestive tract caused by various
reasons. Foreign body incarceration is one of the clinical emergencies, occurs at all ages, whose incidence is second only
to gastrointestinal bleeding, accounting for about 4% of emergency endoscopic diagnosis and treatment. If not treated
timely, foreign body incarceration may cause gastrointestinal erosion, ulcer, bleeding, perforation, obstruction and aortic
rupture which is life-threatening. According to the characteristics of patients, dietetical characteristic, types of
gastrointestinal foreign bodies, retention time of foreign bodies, incarcerated sites, clinical manifestations,
complications, treatment methods, average length of stay and expenses, we explore the research progress of
gastrointestinal foreign bodies to improve the level of diagnosis and treatment, as well as increase the cure rate and
reduce complications. This review aims to summarize the clinical diagnosis and treatment methods of gastrointestinal
foreign bodies for clinicians and strengthen readers' understanding of gastrointestinal foreign bodies.
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Introduction

There are many kinds of foreign bodies in the digestive tract with the
diversification of recipes in today's society. The symptoms of patients are
different due to age and the characteristics of foreign bodies, including
dysphagia, swallowing pain, nausea, vomiting, salivation, abdominal pain
and gastrointestinal bleeding[1, 2]. Children often incarcerate blunt
foreign bodies, and their clinical manifestations are not obvious.
Teenagers and the elderly often incarcerate sharp and slender foreign
bodies, and their subjective symptoms are serious [3, 4]. If the foreign
body is embedded in the esophagus, esophagogenic chest pain may occur.
If the foreign body stays for a long time or is not treated properly, it can
lead to serious complications such as gastrointestinal bleeding,
perforation, esophageal mediastinal leakage and aortic rupture [5]. As the
most common incarcerated site of foreign bodies in the digestive tract, the
esophagus is often incarcerated in the upper part of the esophagus in
children, while teenagers and the elderly are often incarcerated in the
middle and upper part of the esophagus. Clinically, the patient has
incarceration of foreign bodies in the digestive tract. If it cannot be
eliminated by itself, he should seek medical treatment immediately[3].
Incarceration of sharp and slender foreign bodies (> 5¢cm) is easy to cause
serious complications such as gastrointestinal injury, bleeding and
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perforation[6]. The retention time of foreign bodies is closely related to
complications. The longer the retention time of foreign bodies, the lower
the cure rate and the higher the incidence of serious complications. The

preferred treatment for gastrointestinal foreign bodies is endoscopy[7, 8].

For high-risk foreign bodies (sharp foreign bodies and slender foreign
bodies), emergency endoscopic treatment is recommended within 2

hours, preferably no more than 6 hours [3]. Low risk foreign bodies can

be treated with early endoscopy within 24 hours [9, 10]. This review aims
to summarize the clinical diagnosis and treatment methods of
gastrointestinal foreign bodies for clinicians.

Anatomical characteristics of digestive tract

The digestive tract is a muscular duct from the mouth to the anal canal,
mainly including the mouth, pharynx, esophagus, stomach, small
intestine, colon, rectum and anal canal. The incarcerated sites of foreign
bodies in the digestive tract include: physiological or pathological
stenosis of the digestive tract, intestinal stenosis [11] and corner of the
digestive tract. The esophagus has three physiological stenosis areas. The
first stenosis is located at the beginning of the esophagus, the second
stenosis is located at the bifurcation of the aortic arch and trachea, and the
third stenosis is located at the place where the esophagus passes through
the diaphragm hiatus. Therefore, foreign bodies in the digestive tract are
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easy to be embedded in three areas of physiological esophageal stenosis.
Pylorus is the outlet of the lower end of the stomach moving to the
duodenum, surrounded by thick circular muscles. It is one of the narrow
parts of the digestive tract [3]. Foreign bodies are easy to be incarcerated
here and can lead to perforation or obstruction [12]. In addition, there is
an acute angle between the duodenal bulb and the descending part, and
the descending part and the transverse part are connected at right angles.
Foreign bodies with a length of more than 6 cm are easy to be embedded
in these parts[10, 13]. lleocecal part is the part where the end of ileum and
cecum connect with each other. lleocecal valve has the function of
sphincter. This is the prone part of foreign body incarceration in lower
gastrointestinal tract. As the last checkpoint for foreign bodies to pass
through the digestive tract, the rectum has two bends and three lateral
bends. Slender foreign bodies are easy to be embedded here[3]. Totally,
foreign bodies in the digestive tract are often embedded in the upper
segment of the esophagus [12], followed by the middle and lower
segments of the esophagus, pylorus, duodenum, ileocecal part and rectum
[14, 15]. However, it is also reported that 80% of foreign bodies in the
digestive tract can pass through the gastrointestinal tract by themselves
[16], and only a few foreign bodies are embedded in the ileocecal part and
rectum.

Epidemiological characteristics of foreign bodies in
digestive tract

The prevalence of gastrointestinal foreign bodies is widely distributed,
and there are differences in eating characteristics. There are many kinds
of foreign bodies and different incarcerated parts. As a common
emergency in gastroenterology, the incidence rate of male and female
gastrointestinal tract is basically flat, and the incidence rate of afternoon
sickness is significantly elevated in holidays, as well as summer and
autumn. Other scholars believe that the incidence of foreign bodies in the
digestive tract is not significantly related to the season, but the eating time
is related to the foreign bodies in digestive tract. The association between
incidence rate of foreign bodies has not been reported in literature. In
recent years, the incidence rate and mortality rate of digestive tract foreign
bodies have increased year by year [3]. Morbidity and mortality are not
accurately reported. But the incidence rate in the United States is about
120000 cases / year [17], and the death toll is shocking. There are about
1500 cases. Analyzing the epidemiological characteristics of
gastrointestinal foreign bodies can provide evidence for clinical diagnosis
and treatment.

The wvulnerable groups of foreign bodies in digestive tract include
children, the elderly, adolescents, patients with intellectual disorders,
mental and psychological diseases and drug addicts. People prone to
foreign bodies in the digestive tract include children, the elderly,
adolescents, mental retardation, patients with mental and psychological
diseases, drug traffickers and criminals[18]. The predilection age of
children is 6 months to 6 years [19-22]. It is reported that the common
type of foreign body in children is coin [23, 24]. In recent years, button
batteries have gradually become a common type of foreign bodies in
children. The incidence rate of foreign bodies in the digestive tract is also
high, and the proportion of the elderly is large. However, the incidence
rate of foreign body incarceration in digestive tract is increasing year by

year [3].

Opinions of ourselves believe that there is no difference in the incidence
rate of gastrointestinal foreign bodies between urban and rural residents.
However, due to the regional differences between urban and rural areas,
urban patients often see a doctor in time, while rural patients generally do
not see a doctor in time, resulting in a longer retention time of foreign
bodies and more complications. We analyze that the possible reasons are
the inconvenient transportation in rural areas, the low cultural level of
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farmers, and the farmers' insufficient understanding of the harmfulness of
foreign bodies in the digestive tract.

Age and foreign bodies in digestive tract

Foreign bodies in the digestive tract are common in children and are a
common disease in pediatric emergency [19-22]. They are common in
children aged 6 months to 6 years. The common causes of foreign bodies
in children's digestive tract include: Children's curiosity about unknown
things, poor oral defense reflex compared with adults, esophageal
physiological stenosis, unfavorable guardianship and lack of correct
guidance [22]. The clinical manifestations are choking cough, food
refusal, vomiting, salivation and crying [13, 25-27]. In addition, the
elderly are also prone to incarceration of foreign bodies in the digestive
tract [1, 28], The reasons include: degenerative changes in swallowing
movement and esophageal physiological function, insufficient food
chewing, reduced sensitivity of nerves and muscles controlling
swallowing reflex. Incarceration of foreign bodies for young people is
rare compared with children and the elderly. The incidence rate is
increasing year by year, which may be related to the bad eating habits at
that age. In recent years, some epidemiological investigations have found
that adolescents have become the main population with gastrointestinal
foreign bodies. We analyze that this difference may be related to factors
such as region and food culture. In addition, drug traffickers and criminals
will deliberately swallow blades and lighters. Mental disorders often
swallow clothing and daily necessities by mistake [3]. Totally, the
vulnerable groups of foreign bodies in the digestive tract mainly include
children, the elderly, adolescents, mental retardation and mental patients,
drug traffickers and criminals [18].

Foreign bodies and the season

Exploring the relationship between eating time, onset season and
gastrointestinal foreign bodies has certain guiding significance for clinical
practice. It is reported that there is no significant correlation between the
incidence of foreign bodies in the digestive tract and the time of eating
and the season of onset. However, we find that most patients often have
foreign body incarceration in the digestive tract after lunch or dinner, and
the incidence increased sharply in holidays, summer and autumn. The
possible reasons include: (1) lunch and dinner are often more abundant
than breakfast in China; (2) In summer and autumn, melons and fruits are
fragrant, fish are fresh and crab is fat; (3) Social and dinner activities are
intensive on holidays. Further research is needed to clarify the
relationship between gastrointestinal foreign bodies and seasons to
improve patients' awareness of prevention, popularize the publicity and

education knowledge of gastrointestinal foreign bodies[3].
Kinds of foreign bodies in digestive tract

There are many kinds of foreign bodies in digestive tract. The author
classifies them according to the nature of foreign bodies: sharp foreign
bodies (fishbone, bird bone, animal bone, iron wire, toothpick, etc.),
slender foreign bodies (spoon, magnet, etc.), round blunt foreign bodies
(coins, game coins, dentures, marbles, magnetic beads, fruit stones, etc.),
corrosive foreign bodies (button batteries, etc.) and others (lighters,
blades, zipper heads, etc.). Patients of different ages and regions have
different types of incarceration of foreign bodies in the digestive tract [3].
Round blunt foreign bodies are common in children, among which coins
are the most common, followed by irregular toys, magnets and button
batteries [29-31]. It is worth noting that button battery incarceration has
increased significantly with the popularity of electronic products [24].
The occurrence of foreign bodies in the digestive tract in children is
relatively hidden, and most of them have no obvious clinical
manifestations [23]. A few children can have symptoms such as food
refusal and crying. Sharp and slender foreign bodies are common in the
elderly, including fruit stones and fish bones, which can lead to
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swallowing pain and other symptoms. Denture, as a special foreign body,
is one of the most difficult foreign bodies to solve because of its large
volume and sharp edge with the rise of tooth beauty industry [32].
Dentures are easy to be embedded in the cricopharyngeal muscle, and
forced removal can lead to serious complications. In addition, drug
traffickers and criminals deliberately swallowed dangerous goods such as
blades and lighters in order to get access to medical treatment outside the
prison[3]. Mental disorders often swallow clothes, accessories and daily
necessities by mistake. jujube is abundant in northern China, and jujube
seed has become a common foreign body type in northern China due to
regional dietary differences [33]. The South and coastal area people like
eatting fish and shrimp, and fishbone is the most common foreign body
type in the South China [34].

Clinical manifestation of foreign body in digestive
tract.

The clinical manifestation of foreign body in digestive tract varies with
age and foreign body incarceration site [5]. The history of gastrointestinal
foreign bodies in children is hidden. Most children have incarceration of
gastrointestinal foreign bodies, which can be completely free of clinical
symptoms and can be ruled out by themselves. However, some children
may still have obvious symptoms. For example: refusal to eat, salivation,
crying and fever. The guardian can help provide relevant clinical history.
In addition to patients with mental and intellectual disabilities who cannot
complain about their medical history, normal patients can describe the
characteristics and discomfort symptoms of foreign bodies, such as
dysphagia, swallowing obstruction, pharyngeal pain, abdominal pain,
abdominal distension, constipation, hematemesis and black stool. If the
foreign body pierces the hollow organs or compresses the surrounding
tissues, it can be manifested as cough, shortness of breath, hematemesis,

severe abdominal pain and peritoneal effusion[3].

The incarcerated site of foreign body in digestive tract can be related to
the severity of symptoms. The esophagus is the most common site of
foreign body incarceration in the digestive tract. Foreign bodies
embedded in the esophagus often have obvious symptoms, while most
patients have no obvious symptoms after foreign bodies enter the
gastrointestinal tract through the esophagus[3]. Because of the function
of circum pharyngeal muscle, foreign body incarceration is most likely to
occur in the upper part of esophagus, resulting in swallowing pain [12].
The trachea and aorta pass by the middle of the esophagus. If the foreign
body is embedded here, it is very easy to cause dyspnea, aortic rupture
and bleeding, which is life-threatening. Foreign bodies are less embedded
in the lower esophagus, the symptoms are atypical, and the complications
are relatively rare. Most foreign bodies that pass through the esophagus
and cardia can pass through the gastrointestinal tract. According to
statistics, about 5% of foreign bodies will be incarcerated in the
gastrointestinal tract, especially in the pyloric, duodenum, ileocecal and
rectum. The longer the retention time of foreign body, the greater the risk

of serious complications[3].

Diagnostic analysis of foreign bodies in digestive
tract

The diagnosis of foreign body in digestive tract consists of three elements,
including history of foreign body incarceration, clinical manifestations
and auxiliary examination. Medical history is the key to diagnosis [23].
According to the latest gastrointestinal foreign body guidelines published
by the European Society of gastrointestinal endoscopy, it is recommended
to conduct guidance and evaluation by the history of gastrointestinal
foreign body incarceration and the clinical symptoms of foreign body

incarceration[3].

Diagnostic value of medical history
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In clinical work, patients or family members provide detailed and accurate
medical history, which provides strong evidence for clinicians to diagnose
gastrointestinal foreign bodies, shortening the diagnosis and treatment
time, reducing the occurrence of complications and improving the cure
rate. However, for some special types of patients, such as patients with
mental disorders, and autism who refuse to communicate, clinicians
cannot obtain a reliable medical history, which requires clinicians to make
a timely and accurate diagnosis of the disease with rich clinical tests and
professional knowledge. For children with strong language expression
ability, the juvenile can provide some medical history for clinicians'
diagnosis and treatment. If children's language expression ability is weak
and the child cannot provide reliable information, clinicians can only
speculate whether there is foreign body incarceration through some alarm
symptoms. In order to improve the diagnostic rate of gastrointestinal
foreign bodies and avoid serious medical accidents caused by
misdiagnosis and missed diagnosis, clinicians can assist in the diagnosis
for patients who cannot accurately describe the history of foreign body
incarceration.

Diagnostic value of imaging

The imaging examination methods commonly used in clinic include X-
ray, gastrointestinal barium meal and CT. X-ray examination has become
an important method for the diagnosis of foreign bodies in digestive
tract[3]. The European guidelines for pediatric gastroenterology and
gastrointestinal endoscopy strongly recommend the use of X-ray plain
films to assess the presence of gastrointestinal foreign body incarceration
in children under the age of 18 [35], as well as the location, size, number
and shape of foreign bodies [36]. However, for foreign bodies that are
easy to penetrate X-ray, the sensitivity and positive rate of X-ray
examination are low, and the negative rate can reach 47% [37], and also
cannot show whether the foreign body has shown signs of complications.
Gastrointestinal barium meal also has certain diagnostic significance for
foreign body incarceration, but it cannot effectively evaluate the damage
degree of gastrointestinal mucosal fold, which has great limitations.
Therefore, for patients with severe clinical symptoms and possible serious
complications, CT is usually used as the first choice for gastrointestinal
foreign bodies. For foreign bodies easy to penetrate X-ray, CT
examination has high sensitivity and specificity, and the diagnostic rate
of foreign bodies in digestive tract is high [3]. Three-dimensional CT
imaging can not only observe the integrity and continuity of
gastrointestinal mucosa, but also view adjacent tissues and organs to
evaluate whether there are injuries and serious complications[38].
Therefore, CT examination has become the first choice for imaging
examination of gastrointestinal foreign bodies.

Diagnostic value of endoscopy

Endoscopy is often used as the first choice for the diagnosis of
gastrointestinal foreign bodies. Endoscopy plays a dual role in diagnosis
and treatment. Endoscopy is less traumatic and has high sensitivity.
Clinicians can intuitively understand the shape, size, number and
incarcerated position of foreign bodies through endoscopy, judge the
damage of foreign bodies to the digestive tract, and evaluate the specific

scheme for the removal of foreign bodies in the digestive tract[3].

Analysis of related factors of complications

Foreign bodies can damage gastrointestinal mucosa, leading to
gastrointestinal erosion, congestion, ulcer, abscess, bleeding, perforation
and other complications. A few patients can have gastrointestinal
obstruction, dyspnea and aortic rupture and bleeding. The influencing
factors of gastrointestinal foreign body complications are complex, and
the relevant risk factors mainly include age, foreign body character,

retention time and incarcerated site [3].
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Age and complications

The types and severity of complications in patients with gastrointestinal
foreign bodies at different ages are different. As a common incidence
population of foreign bodies in the digestive tract, children can suffer
from functional dysplasia of the digestive tract. Foreign body
incarceration often occurs in the upper part of the esophagus, resulting in
mucosal congestion, erosion and injury. A few have obstruction and
perforation, and there are no reports of death. The elderly generally have
many basic diseases, low immunity and high risk of infection, which can
lead to serious complications such as gastrointestinal obstruction and
sepsis. Adolescent patients with gastrointestinal foreign bodies usually

have no significant serious complications[3].

Foreign body characteristics and complications

Sharp foreign bodies, slender foreign bodies and corrosive foreign bodies
are the main risk factors for serious complications [17]. Sharp foreign
bodies and slender foreign bodies are sharp and easy to damage digestive
tract mucosa. After swallowing the foreign body by mistake, most elderly
patients try to push the foreign body down by swallowing rice balls or
large pieces of steamed bread. The foreign body may forcibly pass
through the digestive tract and can penetrate the muscular layer of the
digestive tract, resulting in gastrointestinal fistula, mediastinal and
abdominal infection, sepsis and septic shock. Corrosive foreign bodies
can also cause gastrointestinal perforation and fistula. It is reported that
the button battery can cause peptic ulcer, perforation or stenosis through
its own alkaline liquid leakage[3]. If foreign bodies invade large blood
vessels, they can lead to hemorrhagic shock and endanger life[39]. In
addition, magnetic foreign bodies attract each other in the intestine, which
can cause intestinal obstruction and gastrointestinal perforation.

Retention time and complications

The retention time of foreign bodies in digestive tract is closely related to
serious complications. The longer the retention time of foreign bodies, the
higher the incidence of complications. The retention time of foreign
bodies is less than 24 hours, and most patients have no serious
complications. When the retention time exceeds 24 hours, the incidence
of gastrointestinal injury, ulcer, bleeding and perforation increases
significantly [40]. It is reported that the incidence of gastrointestinal
perforation and esophageal fistula will increase significantly no matter
what type of foreign body if the retention time is more than 24 hours [40].

Incarceration site and complications

There are significant differences in complications due to different
incarceration sites of foreign bodies in the digestive tract. The middle
esophagus is located at the intersection of trachea and aorta. Therefore,
the middle esophagus has become the most dangerous part of foreign
body incarceration in the digestive tract, which can lead to serious
complications such as esophageal perforation, esophageal pleural fistula,
pneumothorax and aortic rupture and bleeding. When the foreign body is
embedded in the lower esophagus and gastrointestinal tract, the

complications are less[3].
Therapeutic method

According to the patient's age, clinical manifestation, size and shape of
foreign body, foreign body incarceration site, complications and basic
diseases, different treatment methods can be adopted for foreign body in
digestive tract. There are three main treatment methods for
gastrointestinal foreign bodies: conservative treatment, endoscopic
treatment and surgery. For small round blunt foreign bodies, we can wait
for them to be discharged from the body by themselves through the
digestive tract. Endoscopic treatment is the most common for
gastrointestinal foreign bodies that cannot be discharged by themselves.
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Most patients will choose endoscopic foreign body removal. If failed,
they will be treated with surgery [3]. It is reported that 80% of foreign
bodies can pass through the digestive tract without special intervention
[41], The incidence of complications is also low. About 20% of foreign
bodies needs endoscopic treatment, and only 1% of foreign bodies needs
surgical intervention [18, 42]. If the patient has serious cardiopulmonary
disease, endoscopic treatment can be performed under endotracheal
intubation. If the endoscopic foreign body fails to remove or causes life-
threatening complications such as gastrointestinal bleeding and
perforation, surgery is needed. Compared with surgery, endoscopic
treatment has less trauma, fewer complications, short hospital stay, low
cost and good curative effect. Endoscopic treatment is often used as the

preferred method [3].
Endoscopic therapy

Most round blunt foreign bodies can be discharged smoothly through the
digestive tract, and few foreign bodies retain in the ileocecal part and
rectum. The foreign bodies can be removed by colonoscopy. If the foreign
body has irregular shape (sharp or corrosive foreign body, multiple
magnetic foreign bodies) and large diameter (diameter > 2.5cm, length >
6cm), it is difficult for the foreign body to pass through the esophagus,
pylorus, duodenum and ileocecal part. Then the foreign body can be
removed by emergency endoscopy [8]. The success rate of endoscopic
foreign body removal is related to the patient's age, the nature of foreign
body, the location of incarceration and the proficiency of digestive
doctors. The literature reported that the success rate of endoscopic
removal of foreign bodies abroad was more than 95%, while the success
rate in China was about 94% [43]. According to the way of anesthesia,
endoscopy includes painless endoscopy and ordinary endoscopy. Painless
endoscopy refers to intravenous general anesthesia based on ordinary
endoscopy. Patients can quickly remove foreign bodies without
consciousness. Anesthesia can effectively alleviate patients' fear of
endoscopic intervention and reduce the damage to the digestive tract
during the removal of foreign bodies. It is worth noting that full
preparation is needed before painless endoscopy, which has high
anesthesia risk and high cost. In the actual diagnosis and treatment, most
patients visit in the evening, and most emergency endoscopic treatment at
night has no anesthesia support. In general endoscopy, patients with poor
cooperation often induce foreign bodies to damage gastrointestinal
mucosa. However, compared with painless endoscopic therapy, ordinary
endoscopic therapy is relatively fast and does not need to make sufficient
preoperative preparation [3]. The foreign bodies in children's digestive
tract are hidden, mainly embedded with real foreign bodies. Coins are
more common and embedded in the upper part of the esophagus. When
the foreign bodies will be removed in children's digestive tract under
endoscopy, almost all children choose endoscopy under general
anesthesia because it is difficult for children to cooperate. The success
rate of surgery is more than 95% and the incidence of complications is
less than 5%[29]. For the failure of endoscopic treatment or serious
complications caused by foreign bodies in the digestive tract, surgical
treatment is directly performed [44].

Surgical treatment

If the shape of the foreign body is regular and the diameter is small, and
the clinical manifestation and imaging examination do not suggest serious
complications, the patient can take endoscopic treatment[31], If the
foreign body stays for a long time, resulting in gastrointestinal perforation
and aortic rupture and bleeding, the patient must be treated with surgery.
Compared with endoscopic treatment, the safety factor of surgery is
relatively high, but the operation is complex, the operation trauma is large,
the hospital stay is long and the cost is high. The sharper the foreign body
in digestive tract, the longer the retention time, the higher the risk of
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serious complications and the greater the possibility of surgical treatment
31
Conclusion

Foreign bodies in digestive tract are common, which tend to occur in
children and the elderly. With the change of life rhythm and life mode,
teenagers have gradually become the prone group of gastrointestinal
foreign bodies, and young adults are becoming the main group of patients
with gastrointestinal foreign bodies. The incidence ratio between men and
women is controversial. It is reported that there are more men than women
in patients with gastrointestinal foreign bodies, and it is also reported that
women are more than men. We analyze that this may be related to region,
diet and lifestyle. Incarceration of foreign bodies in digestive tract often
occurs after lunch and dinner in summer and autumn. Although there is
no relevant literature report in China, there is a great correlation between
eating time and season and the incidence of gastrointestinal foreign bodies
according to the analysis of clinical medical records. Coins and articles
for daily use are common types of foreign bodies in children's digestive
tract, while fish bones and poultry bones are common types of foreign
bodies in adults. The clinical manifestations of foreign body incarceration
are related to the characteristics of foreign body and the specific location
of incarceration, but some scholars do not agree with this view. The
diagnosis of foreign body in digestive tract and the incarcerated site of
foreign body need means of imaging. Prevention is still the key factor.
Children and their guardians should enhance health awareness, strengthen
personal protection and health education, and avoid foreign bodies
entering the digestive tract by mistake. The elderly should choose soft and
digestible food, slow down their eating speed, chew and swallow
carefully, and reduce the occurrence of foreign bodies in the digestive
tract. Clinicians usually diagnose gastrointestinal foreign bodies through
the patient's medical history, clinical manifestations and imaging data,
among which CT scan has become the first choice for the diagnosis of
gastrointestinal foreign bodies. Endoscopy is the most common treatment
for gastrointestinal foreign bodies, and surgical intervention accounts for
only a small part. Gastrointestinal foreign body is a common clinical
disease, and prevention is an effective method to avoid foreign body
incarceration. However, the right diagnosis and timely treatment of
patients with gastrointestinal foreign bodies can shorten the time of
foreign body incarceration, reduce the average hospital stay and cost, and
prevent the occurrence of complications.
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