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Case report 

Capsule endoscopy with retention of 4 years: A case report 
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A B S T R A C T   

Introduction and importance: Capsule endoscopy has been widely used in the diagnosis of small bowel diseases. 
Most CE can be smoothly excreted through the digestive tract. However, very few retention of CE may happen. 
Case presentation: A 64-year-old man had been suffering from intermittent abdominal pain for 10 years. Capsule 
endoscopy was performed in local hospital 4 years ago. He was initially diagnosed with Crohn's disease and 
started on treatment. CTE and X-ray film of abdomen showed a suspected capsule endoscopy on the right side of 
pelvic cavity. Surgery was performed to remove the capsule. After the surgical treatment, no gastrointestinal 
symptoms relapsed for 9 months. 
Clinical discussion: It isn't uncommon for capsule endoscopy to be detained in Crohn's disease, because Strictures 
are the commonest complication of Crohn's disease. In order to prevent intestinal retention of capsule endoscopy, 
risk assessment should be carried out before capsule endoscopy. If detained CE isn't removed successfully by drug 
therapy and endoscopic therapy, surgery treatment has to be considered. 
Conclusion: In the present case, capsule endoscopy was found in the small intestine after 4 years, and the reason is 
worth pondering. We strongly recommend performing routine CTE, MRE and patency capsule examination 
before capsule endoscopy for patients suspected of stenosis. Routine abdominal X-ray film after examination is 
also useful for timely detection of capsule retention.   

1. Introduction 

Capsule endoscopy (CE) has been widely used in the diagnosis of 
small bowel diseases. Especially in patients with obscure gastrointestinal 
bleeding (OGIB) [1,2] and inflammatory bowel disease, Doctors are 
more likely to use it. Most CE can be smoothly excreted through the 
digestive tract. However, very few retention of CE may happen. 

We report a case of an elderly man suspected of Crohn's disease. After 
4 years of performance, the CE was found to be trapped in the small 
intestine without any symptoms of obstruction or perforation. Finally, 
the capsule endoscopy was surgically removed. Pathological examina-
tion confirmed capsule retention caused by Crohn's disease intestinal 
stenosis. 

2. Method 

This work has been reported in line with the SCARE 2020 criteria 
[3]. 

3. Case presentation 

A 64-year-old male smoker had been suffering from intermittent 
abdominal pain for 10 years, mainly around the umbilicus and upper left 
abdomen. His manifestation was not accompanied by fever, vomiting, 
abdominal distension or diarrhea. He took omeprazole capsules inter-
mittently. Five years ago, he was diagnosed as “incomplete ileus” and 
relieved after conservative treatment. Capsule endoscopy revealed small 
intestinal erosion in local hospital 4 years ago. Colonoscopy displayed 
terminal ileum lesions and inflammatory changes in the left colon. 
Pathological examinations of terminal ileum and colon showed chronic 
inflammation of mucosa. He had been taking mesalazine orally to 
relieve abdominal pain for a long time. 

During the examination of computed tomography enterography 
(CTE) in our hospital recently, slight thickening and enhancement of 
ileocecal region and part of ileum wall were exhibited, and dense 
shadows in small intestine of pelvic cavity. X-ray film of abdomen 
showed a suspected capsule endoscopy on the right side of pelvic cavity. 
Since the patient had a history of capsule endoscopy, it was considered 
that the capsule endoscopy may be detained in the small intestine. As the 
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retention time of capsule endoscopy was more than 4 years, and the 
patient had abdominal pain, the patient agreed to undergo surgical 
treatment. The surgery was conducted by a senior surgeon with twenty 
years surgical specialty experience. Partial small bowel resection was 
performed after communication with the patient to prevent battery 
leakage, intestinal erosion and perforation. During the operation, a 
stenosis was found in ileum 80 cm from ileocecal valve. The proximal 
end of the stenosis was obviously dilated, and a 3 cm hard object could 
be palpable in the lumen. After resection of the diseased bowel, a 
complete capsule endoscopy was observed. Postoperative pathological 
examination of the diseased intestine suggested severe chronic inflam-
mation of the mucosa with ulceration. The mucosal defective in the 
ulceration area was replaced by inflammatory exudate and granulation 
tissue. The ulceration reached deep muscle layer, and the formation of 
lymphoid follicles was observed in submucosal and muscle layer. 
Crohn's disease was diagnosed. After surgery, the patient's abdominal 
pain disappeared and he was discharged several days after surgery. She 
was suggested oral mesalamine and glutamine. There was no abdominal 
pain during the 10-month follow-up by telephone consultation. He was 
not taking mesalamine postoperatively (Fig. 1). 

4. Discussion 

Capsule endoscopy is often used in the diagnosis of unexplained in-
testinal bleeding or inflammatory bowel disease. In most cases, capsule 
endoscopy is excreted in the stool within 10 to 48 h. The retention rate of 
capsule endoscopy in normal people is about 1.5%, while the probability 
of retention increases in Crohn's disease, NSAIDs-related enteritis, in-
testinal tuberculosis, radiation enteritis, ischemic bowel disease, and 
postoperative stenosis. In particular, the retention rate of Crohn's disease 
is 7.4 to 13% [4,5], significantly higher than other diseases. 

In the Rezapour's systematical review of 25 studies involving 5876 
patients, retention rates of capsule endoscopy is 2%. 54% of the reten-
tion is due to stenosis, and 57% needs surgery [6]. 

According to the report of Catia, a patient with retention of capsule 

endoscopy in the small intestine was asymptomatic for 7 years, and the 
capsule endoscopy was finally removed surgically due to intestinal 
diverticulitis and intestinal obstruction [7]. This may be the longest case 
of capsule endoscopy retention reported so far. The capsule endoscopy 
can be discharged spontaneously after retention only in very few pa-
tients. Lee et al. reported a case of small intestinal Crohn's disease, which 
underwent endoscopic self-discharge after capsule retention for one year 
and hydrocortisone treatment for 14 days [8]. In this case, capsule 
endoscopy was retained in the body for more than 4 years due to Crohn's 
disease, and no obvious symptoms of intestinal obstruction occurred, 
which was indeed rare. Strictures are the commonest complication of 
Crohn's disease [9]. Strictures comprise both inflammatory and non- 
inflammatory components including smooth muscle hyperplasia and 
fibrosis. [10,11] In order to prevent intestinal retention of capsule 
endoscopy, risk assessment should be carried out before capsule 
endoscopy. Digestive tract radiography, CTE/MRE or patency capsule 
[12,13] is necessary to identify intestinal stenosis before capsule 
endoscopy. After capsule endoscopy, routine abdominal X-ray film ex-
amination should be performed to identify whether capsule endoscopy 
has been discharged. Capsule retention can be mostly asymptomatic and 
need to be followed-up in a short time. Once the abdominal pain 
worsened, vomiting and other obstruction symptoms happened, steroid 
or laxative treatment can be performed firstly to help the discharge of 
capsule endoscopy. Secondly, the capsule endoscopy can be removed 
with enteroscopy [14]. If all the above methods fail, or perforation is 
suspected, the capsule endoscope should be removed surgically [15] 
(Fig. 2). 

5. Conclusion 

In this study, we highlighted how the retention of capsule endoscopy 
is long due to Crohn's disease and easily missed diagnosis. In suspected 
intestinal stricture cases, patients should receive Digestive tract radi-
ography, CTE/MRE or patency capsule before operating capsule 

Fig. 1. X-ray film of abdomen showed a suspected capsule endoscopy on the 
right side of pelvic cavity (arrow). 

Fig. 2. Examination of computed tomography enterography (CTE) showed 
slight thickening and enhancement of ileocecal region and part of ileum wall， 
dense shadows in small intestine of pelvic cavity (arrow). 
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endoscopy. It was important to follow-up and routine abdominal X-ray 
film examination after capsule endoscopy (Fig. 3). 
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Fig. 3. Lesions and pathology of the surgical specimen. (A) Lesions in the intestine and capsule endoscopy. (B) The gross specimen for pathological examination. (C) 
The picture of pathological examination. 
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