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Obstruction of the small and large intestines is a serious 
and life-threatening condition that requires prompt 
attention. Sometimes, a swallowed foreign body passes 
through esophagus, stomach, small intestine and 
eventually is compacted in colon and/or rectum. In this 
report, we present a case of a three-year old boy with 
colon obstruction due to swallowing sand. Finger 
manipulation proved aiding evacuation and initiation of 
normal bowl function.  
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CASE REPORT 
 

A three-year-old boy from a low income farming 
family living in the suburbs of Ahwaz was admitted 
to the Accident and Emergency Department of 
Golestan Hospital. Except for the abdominal pain 
and distention, he had no history of mental or 
psychological problems. He had no fever or 
vomiting. Rectal examination revealed the rectum to 
be full of sand and small (2 – 5 mm) stones. Plain 
X-ray investigation found the whole colon filled 
with opaque foreign bodies mimicking a barium 
enema (Figure 1A). Laboratory tests were normal 
except for low hemoglobin level (7.66 g/dL), and 
hypochromic microcytic anemia. 

Treatment initiated with stimulation and 
evacuation by finger manipulation, and maintained 
for 3 minutes daily, using lubricating jell. The 
patient was put on nothing by mouth (NPO) order, 
and    IV    dextrose/saline    (D/S)     infusion     and   
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cephazolin, 250 mg, every 6 hours. This procedure    
facilitated evacuation of the sand and stones. On the 
third day (Figure 1B), the patient had normal 
defecation. On the forth day, IV infusion and 
antibiotic were discontinued and he was put on 
liquid diet. On the seventh day of admission, all the 
sand particles were evacuated from the colon 
(Figure 1C) and the patient was discharged and 
referred to a pediatrician for treatment of his 
anemia. 

 
 

DISCUSSION 
 

Six percent of all intestinal obstructions are 
related to colon.1 Ninety percent of obstructions in 
colon are due to primary and secondary 
malignancies.2 Benign causes of obstruction of the 
large bowel are fecal impaction, diverticulitis, 
volvulus, pancreatitis, radiotherapy, endometriosis, 
inflammatory bowel disease and adhesion.3 – 7 
Foreign bodies sometimes can cause large bowel 
obstruction and are primarily caused by deliberate or 
accidental insertion of foreign bodies via the 
rectum.8 However, cases of obstruction in colon and 
rectum attributed to swallowing of solid objects 
have been documented.9 

The major sings and symptoms of intestinal 
obstruction can include abdominal pain, distention, 
vomiting and absence of defecation and flatus. 
Colon obstruction has more gradual development 
and has milder painful episodes than those of small 
intestine obstruction. In all of bowel obstructions, 
rectal examination is important, and is diagnostic in 
rectal obstruction specially when foreign bodies9 are 
involved. 

In this study, a three-year-old boy had swallowed 
small quantities of sand over a prolonged time. This 
was  evident  from  the  anemic  state of  the patient.  
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Figure 1. Photographic illustrations of X-ray images on days 1(A), 3 (B) and 7 (C) of admission taken from a 3-year-old child with 
colon and rectum obstruction due to sand. 
 
 
Gradual accumulation of the swallowed sand in the 
rectum and colon resulted in large bowel 
obstruction. Careful examination of the anus and use 
of simple plain X-ray investigation10 were helpful in 
the diagnosis of this patient. In addition, prompt 
evacuation, using finger manipulation, was found 
useful in aiding evacuation, and initiation of normal 
bowel function within three days and complete 
evacuation of the sand particles within 7 days of 
treatment.  This simple procedure was found easy to 
apply and obliterated the need for further surgical 
interventions. Therefore, the use of such a simple 
technique was found to produce favorable outcome 
in this emergency case. However, careful and 
supervised evacuation of foreign bodies is essential 
in order to prevent hemorrhage and perforation.   
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