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CASE REPORT

Is naso‑pharyngeal swab always safe for SARS‑CoV‑2 testing? 
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Abstract
Long and sharp objects can be foreign body intentionally or accidentally ingested. Timing of endoscopy relies on foreign 
body shape and size, localization in gastrointestinal tract, patient’s clinical conditions, occurrence of symptoms, or onset of 
complications. We present a case of a 47-year-old male with no known comorbidity, who accidentally swallowed a portion of 
a naso-pharyngeal swab half-broken during the second diagnostic test for SARS-CoV-2. The intact swab had a total length of 
15 cm and was made of wood. The patient was asymptomatic, laboratory tests were normal, and neck-chest-abdominal X-ray 
and CT scan were negative for major complications. Upper gastrointestinal endoscopy was promptly performed to prevent 
the long sharp swab from crossing the pylorus leading to serious complications and, therefore, risk surgical intervention. 
The patient was intubated and the procedure was carried out under general anesthesia. In the gastric body, broken naso-
pharyngeal swab was detected among the food debris, and using a latex rubber hood, the 7.5 cm foreign body was removed 
with a retrieval alligator-tooth forceps. Our hospital is located in a high-risk area of COVID-19 outbreak where many naso-
pharyngeal swabs are performed, and to our knowledge, this is the first report of swab ingestion during SARS-CoV-2 test.
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Introduction

In healthy adult, foreign body ingestion is a potentially dan-
gerous clinical problem with an estimated annual incidence 
of 13/10,000 people [1]. A variety of indigestible foreign 
bodies are encountered in clinics that 80–90% of patients 
pass spontaneously without the need for intervention [2, 3], 
while 10–20% of cases require endoscopic removal. Surgical 
approach is necessary if endoscopy fails or in the treatment 
of complications such as perforation. Timing of endoscopy 
relies on object shape and size, localization in gastrointes-
tinal (GI) tract, patient’s clinical conditions, occurrence of 
symptoms (such as choking, dysphagia, odynophagia, or 
wheezing), or onset of complications. In this report, we 
present a gastric endoscopic removal of a broken naso-
pharyngeal swab (NPS) accidentally ingested during second 
diagnostic test for SARS-CoV-2.

Case report

A 47-year-old man was admitted in emergency department 
of local hospital on May 2020. He was in good health, with 
no medical history or home therapy. In the early afternoon, 
he was tested for SARS-CoV-2, after 4 weeks of quarantine 
isolation. The kit including swab was approved by hospital 
regulation and the collection of naso-pharyngeal samples 
was carried out according to protocol [4]. During the proce-
dure, the NPS was accidentally half-broken and swallowed. 
We looked for a sample of an intact swab and observed 
that it was made of wood. The total length was 15 cm. The 
patient was asymptomatic with no respiratory distress, dys-
phagia, odynophagia, or abdominal pain. Laboratory tests 
were normal. Nevertheless, we performed a neck, chest, and 
abdominal biplanar X-ray to exclude major complications. 
He underwent an otorhinolaryngology consultation and a 
laryngoscopy with no abnormalities found. Since the for-
eign body was quite long, it was easy to detect and confirm 
the site not beyond the stomach by performing Computer 
Tomography (CT). According to the guidelines, due to for-
eign body length and sharp pointed form, we decided to 
perform promptly an upper GI endoscopy. After explaining 
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the patient and his family the potential risks of the proce-
dure, including the inability to retrieve the foreign body and 
the possibility of complications, we obtained his informed 
consent and set up the endoscopy room with all personal 
protective equipment for SARS-CoV-2. Before endoscopy, 
we tried to grasp a swab with our available devices to deter-
mine the most appropriate tool.

The patient was intubated for airway protection from pos-
sible ab-ingestis episode (his last meal was 4 h before) and 
upper GI endoscopy was carried out under general anes-
thesia and CO2 insufflation. We used a standard endoscope 
(Pentax EG-2999i) for major flexibility and handling. In the 
gastric body, the broken NPS was identified among the food 
debris (Fig. 1). Since the swab was very long and sharp, 
we used a latex rubber hood to wrap the tip to avoid the 
risk of a procedure-related perforation or mucosal damage. 
After mobilizing food debris, we firmly grasped and gently 
extracted the foreign body with a retrieval alligator-tooth for-
ceps. The length of the half-broken swab was 7.5 cm (Fig. 2). 
On a second look, the esophageal and gastric mucosa were 
undamaged (Fig. 3). The patient remained in observation for 
4 h with no symptoms and then was discharged.

Discussion

To our knowledge, this is the first report of NPS ingestion 
and in particular during an SARS-CoV-2 test. Testing for 
COVID-19 involves inserting a 15 cm-long swab (like a 
long Q-tip) into the cavity between the nose and the mouth 

for 15 s and gently rotating the swab several time. The 
swabbing should be then repeated on the other side of the 
nose to make sure that enough material is collected. The 
swabbing is then inserted into a container and sent to a 
lab for testing.

Published studies indicate that between 52 and 97% of 
foreign body ingestion in the general population are acci-
dental [5]. Foreign body ingestions more frequently occur 
in pediatric population, adults with psychiatric disorders, 
prisoners, or edentulous individuals. The majority of them 
(80–90%) pass through the GI tract spontaneously and with-
out complications [6]. Foreign body ingestion can be clas-
sified in blunt objects (e.g., coin, button, batteries, magnets, 
and small toys), sharp pointed objects (e.g., needle, bone, 
glass pieces, and razor blade), long objects (e.g., cord, tooth-
brush, pen, and cutlery), or packed illegal drugs.

The long objects (> 5 cm) more commonly remain in the 
stomach, but, in approximately 15% of cases, could pass 
through the pylorus stopping in the duodenal flexure for its 
angulation. Just in 4% of cases, they passed down until the 
intestine.

Endoscopy has become the choice as method of managing 
most of foreign bodies’ ingestions with a success rate from 
83 to 99% [7]. The timing of endoscopic intervention as well 
as the choice of retrieval devices are essentials for gastro-
enterologists to avoid complications and reduce morbidity.

As recommended by consensus statement [3], the first 
step is the patient diagnostic evaluation, by focusing on med-
ical history or comorbidity, ingestion time, kind of foreign 
body, and clinical symptoms.

Fig. 1   Upper GI endoscopy revealed in the gastric body part of the broken NPS (black arrow) among the food debris
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The second step is the foreign body anatomic localiza-
tion with imaging studies. Biplanar X-rays of neck/chest/
abdomen could provide information about dimension and 
site of radiopaque object. Barium swallow is not recom-
mended for the risk of aspiration and to avoid worsen-
ing endoscopic visualization. If perforation or major 

complications (abscess, mediastinitis, or fistulas) are 
suspected, CT scan is indicated. In patients with strong 
suspicion of non radiopaque foreign body ingestion and 
without evidence of complications (e.g., no evidence of 
perforation or respiratory distress), endoscopic evaluation 
is recommended.

Fig. 2   The half-broken NPS was removed from stomach and seemed to be largely intact. The length of the long and sharp foreign body was 
7.5 cm

Fig. 3   On repeating endoscopic inspection, no esophageal mucosal trauma was observed
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Standard or therapeutic endoscopes are preferable, 
although small-caliber endoscopes may be successfully used 
[8]. Earlier intervention is associated with a lower risk of 
complications [9]. Several retrieval devices as rat tooth or 
alligator forceps, polypectomy snares or baskets, have been 
used. Before endoscopy, grasping an object which is simi-
lar to the ingested foreign body may increase the chance of 
success. An overtube or a latex rubber hood has to be used 
to prevent mucosal injuring during retrieval and accidental 
slippage of the object into the trachea.

In the case described, nursing staff carried out the proce-
dure, but we are unable to establish whether the rupture of 
the NPS was attributable to the defective kit or to excessive 
pressure during the test by the operator. The swab should be 
inserted gently along the nasal septum, just above the floor 
of the nasal passage, to the nasopharynx, until resistance 
is felt. However, if you feel resistance to the tampon, you 
should step back and try to reinsert it at a different angle, 
closer to the floor of the nasal canal leaving the swab in 
place for several seconds to absorb secretions and then 
slowly removing the swab by twisting it.

It was essential to intervene promptly to prevent the long 
sharp swab from crossing the pylorus leading to serious 
complications and, therefore, risk surgical intervention. 
Furthermore, the presence of food in the stomach made the 
procedure very challenging for the endoscopist trying to 
remove the foreign body safely. The current report highlights 
a unique, accidental foreign body ingestion that should be 
managed conservatively in appropriate setting and exper-
tise. Furthermore, it must be considered that our hospital 
is located in a high-risk area of COVID-19 outbreak where 
many NPSs are performed and it has undergone a dramatic 
burden for endoscopy unit, disrupting its daily routine [10]. 
Therefore, in COVID-era, we must be very careful when car-
rying out NPS tests, because it can transform in a potentially 
dangerous foreign body for endoscopists!
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