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OBJECTIVES

Devise an initial management plan
for a wide range of swallowed
foreign objects in the pediatric
population

|dentify button battery ingestions
and initiate rapid medical treatment

Summarize unigue management
strategies for patients presenting
with intentional ingestion




STATS

= 100,000 to over 120,000 cases of foreign
body ingestion (FBI) annually in the US

= Significant increase over the past
decade

® Pediatrics: 75%—90.5% of cases
= 6 months to 3 years

= Mortality low

McMahon, Conners, & Mohseni, 2025



Big Categories

and Considerations
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URE 1. Proposed management algorithm for ingestion of BBs in children. anbx = antibiotics; BB = button battery; CT =computed to
phy; CV = cardiovascular; Gl = gastrointestinal; IV = intravenous; MRl = magnetic resonance imaging; NPO = nil per os; OR = operating rog

every; UGI| = upper gastrointestinal series.



-Oibtain history

Initial presentation

-Known magnet ingestion

=Unexplained Gl symptoms with rare earth magnets in environment
-Obtain an abdominal x-ray. If magnets are present on flat plate, obtain lateral x-ray
-Datermine single versus multiple magnet ingestion

h 4
Single magnet

Multiple magnet
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objact)

Bayond the
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stomach or -Conzult
esophagus pediatric Gl
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increased outpatient
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serial x-rays or surgical remaoval
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laxative to aid in passage and to
help prepare for colonoscopy
-Continue serial x-ray every 8-12
hours. If no symploms, then
proceed with surgical removal or
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backup

on sarial x-rays
-Educate parents
on
precautions® and
discharge with close
follow-up
-Confirm passage with
serial x-rays
-If at any time magnets do
not progress or patient
becomes symptomatic,
admit to hospital for

removal of magnels

MAGNETS

FIGURE 3. Proposed management algorithm for magnet ingestion in children. Adapted from Hussain et al (20). ED = emergency department;
Gl =gastrointestinal; PEG = polyethylene glycal.
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FIGURE 4. Proposed management algorithm for ingestion of sharp or pointed objects in children. CT =computed tomography; FB =foreign

body; MRI=magnetic resonance imaging.

SHARPS




Suzpected EFI
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FIGURE 5. Proposed algorithm for management of EFIs in children. EFl = esophageal food impaction; EoE = eosinophilic esophagitis; FB = foreign
boady; Gl = gastrointestinal; PPl = proton pump inhibitor.




Coin ingestion:
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FIGURE 6. Proposed algorithm for management of coin ingestions in children. PA = posterior-anterior.




cal Resources ror vwvomen's and
Iren’s Services

DOERNBECHER CLINICAL

PATHWAYS

SU Clinical Videos on Pediatric Clinical Referd

e Guidelines Procedures

rces for Women'’s and Children’s Services ©~ OHSU Clinical Prac ce Guidelines =~ Doernl u httpS://WWW.OhSU.eCIU/CIinical-reSOUrceS-fOl"-
womens-and-childrens-services/doernbecher-

rickmergeney [ Doernbecher Pe diatric En pediatric-emergency-department

vs Department Pat tways

Current pathways utilized to guide the ca :of children in the Doert

Department



https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department
https://www.ohsu.edu/clinical-resources-for-womens-and-childrens-services/doernbecher-pediatric-emergency-department

FBI

- Accidental



Resource utilization RIFBI

Costly Often at low More staffing High need for

resource times intervention



Treatment Considerations

Psychiatric comorbidities
Repeat ingestion while in care
Consent

Endoscopic management and risks




BPD

Psychosis

Depression
Neurodevelopmental disorders

Pica

Psychiatric comorbidities




RISK FACTORS FOR PEDIATRIC RIFBI

Environmental Risk Factors: Residential facility
living placement 10

Emotional Risk Factors: Boredom, anxiety,
depression, trauma 10-11

Motives: Suicide, secondary gains, sensory seeking,
self-stimulation 10-11




STRATEGIES TX
REDUCE
RECURRENCE:

INPATIENT




Pediatric

Foreign Body Ingestion (FBI)

Review > J Pediatr Gastroenterol Nutr. 2020 Aug;71(2):232-236.

doi: 10.1097/MPG.0000000000002757.

Follow standard

Pediatric Recurrent Intentional Foreign Body o ion

. . . . d idel
Ingestion: Case Series and Review of the Literature e rr

[
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Inpatient Management

¥

) Evaluate, treat & discharg
promptly
2) Strict supervision (24/7 1:1)
3) Remove items that can be
swallowed from room
4) Psychiatry and/or psychology
consult
5) Frequent room sweeps
&) Reduce reinforcement

(secondary gain ) related to FBI
7) Consi der discharge to higher
supervision setting
B Staff education

Inpatient Mlanagement

1) Acute stabili zation
2) Strict supervision
3) Means restriction
3) Psychiatry and/for
psychology consult
4) Consider discharge
to acute inpatient
psychiatric facility for
stabilization

interruption &

2) Reinforcemant
of alternative

Outp atient Management

Prevention education
with caregivers
Cogntilwe
Impairment,
Developmental
Dalay

1) Response
Habit reversal
prooedures
orExpsoure &
Response
Prevention

redirection

behaviors

3) Ante cedent
management

strategies

FIGURE 1. Recurrent foreign body ingestion (RFBI) treatment algorithm by behavioral phenotype.



Inpatient Safety

Evaluate,
treat,

discharge
promptly

Strict
supervision
(24/7 1:1)

Means
restriction

Psychiatry
and/or
Psychology
consult

Room
sweeps

Limit Discharge Staff
reinforcem to higher education
ent level of

care?

Care Plan Template



file://ohsum01.ohsu.edu/ohsu/Users/U203/lowkapal/GI/RFBI/RIFBI care plan.docx

Multidisciplinary Management

NURSING MA GI SURGERY

PSYCHIATRY PSYCHOLOGY  SOCIAL WORK



Ingestion/Insertion Incident Information

****Bring to Emergency Department at each
visit ***x*

Object Ingested or reported to be ingested:__ _
Estimated length of object:
Object Inserted and location of insertion: _

Time of Ingestion: _________

Time of notification of ingestion/insertion: ___

Symptoms:(Check all that apply):

*** Please note, do not specifically ask about

symptoms as this may cue their report of symptoms.
Instead, just record what he has reported.***

Staff Member Reporting:

Symptom

Reported by
patient

Witnessed/Observed by
staff (Y/N)

Abdominal pain

Nausea

Vomiting

Bloody emesis

Diarrhea

Coughing/choking

Difficulty breathing

Chest pain

Drooling

Altered mental status

Other pain:




STRATEGIES TO REDUCE
RECURRENCE:
OUTPATIENT




Other RIFBI Strategies

1. Prevention Education
. Response Interruption and Redirection
. Differential reinforcement

. Antecedent management strategies

o b W N

. Habit reversal
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Abstract

Objective: Deliberate foreign body ingestion (DFBI) has been reported in patients with personality
disorders as part of a spectrum of self-harming behaviours, however the published literature is
small (15 case reports). Method: This was a retrospective audit of medical and psychological
management of a cluster of 12 DFBI incidents over 9 months in 4 young female patients with Bor-
derline Personality Disorder (BPD). Results: All four patients knew one another from outpatient
psychotherapy programmes. DFEI was associated with substance use in 5/12 incidents, and with
precipitants (experiencing strong emotions, witnessing self-harm) in 4/12 incidents. Most DFBI1
involved sharp objects (razor blades, glass, safety pins). Medical intervention was initially active
(endoscopy/surgery) but progressed to a more conservative, observational approach. Psycho-
logical management was initially restrictive, but also changed over time to focus on identifying
distress, enhancing coping mechanisms and patient responsibility. Co-ordination of patient care
management involved intensive liaison (provision of interdisciplinary support and education)
between medical, surgical and psychiatric teams. Conclusion: Management of DFBI in patients
with BPD requires high levels of interdisciplinary collaboration. In this cluster of DFBI incidents,
effective management was achieved with conservative medical/surgical methods (observation)
and non-restrictive psychological approaches that enhanced patient self-efficacy.
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A 15-year-old European American girl with history of
bipolar disorder, conduct disorder, anxiety, and previous
suicide attempts presented for abdominal pain following
intentional ingestion of 2 AAA batteries. X-rays showed the
batteries to be in her stomach. She was clinically stable
and discharged to her inpatient psychiatric facility with
instruction to do a MiraLAX clean out, then daily MiraLAX.

Serial X-rays were ordered and the batteries passed after
12 days. She presented 4 months later after intentionally
ingesting a 3.5 cm metallic bolt in a reported suicide
attempt. The bolt was thought to be in the stomach on an
X-ray but not seen during EGD the next day.

Golytely clean out was started and serial X-rays showed
the bolt moving through her bowel until passed.




You are called in to consult with primary team...




CASE 3

A 15-year-old European American girl with history of
bipolar disorder, conduct disorder, anxiety, and previous
suicide attempts presented for abdominal pain following
intentional ingestion of 2 AAA batteries. X-rays showed the
batteries to be in her stomach. She was clinically stable
and discharged to her inpatient psychiatric facility with
instruction to do a MiraLAX clean out, then daily MiraLAX.

Serial X-rays were ordered and the batteries passed after
12 days. She presented 4 months later after intentionally
ingesting a 3.5 cm metallic bolt in a reported suicide
attempt. The bolt was thought to be in the stomach on an
X-ray but not seen during EGD the next day.

Golytely clean out was started and serial X-rays showed
the bolt moving through her bowel until passed.




Application of a Multidisciplinary Management Model

v Intentional and Recurrent

v Impulse (CD) and Mood Disorder (BP, MDD, GAD, SI)
Acute stabilization, strict supervision, means restriction
Psychiatry and/or psychology consult

Discharge to acute inpatient psychiatric facility?
Consider function of S| vs secondary gain (escape)

Consider room sweeps and level of supervision needed
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