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ABSTRACT

Background: Foreign body (FB) ingestion is common in children, but frequently seen in adults. Most of the ingested
foreign bodies pass spontaneously. Sharp FBs can perforate the oesophagus or get impacted. FBs retained in the
oesophagus need to be removed.

Methods: The aim of the study was to analyse the symptoms, management and outcome of patients presenting with
foreign bodies in the oesophagus. All patients who presented with a retained FB in the oesophagus between
September 2013 and August 2015 were included in the study.

Results: There were 27 patients with foreign bodies retained in the oesophagus. In 22 patients the foreign bodies were
removed using an upper Gl endoscope. In 5 patients the foreign bodies were impacted in the oesophagus and
endoscopic removal failed. These patients required surgical removal. In 3 patients it was removed by a cervical
approach and 2 patients required a thoracotomy. Two patients developed post-surgical leak. Both these patients had
presented more than 24 hours after ingestion. There was no mortality.

Conclusions: Delayed presentation is associated with a higher risk of leak and complications. Early diagnosis and
immediate removal is important to avoid complications. A multidisciplinary approach is needed to manage these

patients.
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INTRODUCTION

Foreign body (FB) ingestion is common in children, but
frequently seen in adults." Most foreign bodies are
ingested accidentally but occasionally suicidal.> About 70
— 80% of ingested foreign bodies will pass spontaneously
without need for intervention.®> Smooth FBs tend to pass
spontaneously. Sharp FBs retained in the oesophagus, if
not removed at the earliest are likely to get impacted or
perforate. Even sharp objects pass uneventfully once they
cross the oesophagus.? In children, the commonest FBs
are coins followed by marbles, buttons, batteries, safety
pins, etc.® In adults the common FBs are bones, dentures
and metallic wires. In adults FB ingestion is more

common in those with psychiatric  disorders,
developmental delays or alcohol intoxication.

Rigid endoscopic removal of FB is easy and safe but
requires general anaesthesia. Of late, flexible video
endoscopes have been used for removal of FB under local
anaesthesia with equal success. Need for surgical
intervention is seen in 12—16% of the patients.* ° Delay in
presentation increases risk of impaction and perforation.
Surgery is associated with significant morbidity. A
multidisciplinary approach is needed to manage these
patients.
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METHODS

Patients who presented with history of foreign body
ingestion between September 2013 and August 2015 to
the Government Mohan Kumaramangalam medical
college hospital, Salem, India, were included in the study.
The age and sex of the patients, and a detailed history
regarding the nature of foreign body, time of ingestion,
predominant symptoms and time lapse in presenting to
the hospital were noted. An X- ray of the neck and chest
were taken. If the FB had passed beyond the oesophagus
into the stomach, they were excluded from the study.
Upper gastro-intestinal endoscopy was done at the
earliest. In adults it was usually done without anaesthesia
or under conscious sedation if required. Endoscopy was
done under general anaesthesia only in children. The FB
was removed using a video endoscope. Patients in whom
endoscopic removal failed were taken up for surgical
exploration and removal. The surgical approach was
decided depending on the site of impaction of the FB.

RESULTS

Out of 27 patients who had a retained FB in the
oesophagus, 21 were adults and 6 were children below 12
years of age. 17 patients were males and the remaining
females. The median age was 48 years (range: 6-72
years) as given in Table 1. The median time lapse
between ingestion and presenting to medical care was 6
hours (range: 1 — 48 hours). The common symptom was
discomfort in the chest, seen in 19 patients (70.3 %). The
next common symptom was dysphagia (12 patients)
followed by chest pain (10 patients) as shown in Table 2.
In 22 patients the FB was successfully removed using the
upper Gl endoscope. In five patients endoscopic retrieval
failed, requiring surgical exploration and removal of the
foreign body. In 3 patients the FB was impacted in the
cervical oesophagus and was removed by accessing the
oesophagus from the left side of the neck. In two patients
the FB was retained in the thoracic oesophagus requiring
a thoracotomy.

Table 1: Patient parameters.

Parameter Value |

Total number of patients 27
6 - 72 years
Age of the patient (Median age - 48
years)
Adults: Children 21:6
Male: Female 17:10
Median delay in presenting 1 - 48 hours
to hospital (Median - 6 hours)
No. of patients in whom
. 22
removed endoscopically
No. of patients in whom 5
removed surgically
Cervical exploration 3
Thoracic exploration 2

Table 2: Incidence of symptoms.

Symptom Number

Chest discomfort 19 (70.3%)
Dysphagia 12 (44.4%)
Chest pain 10 (37%)
Fever 4 (14.8%)
Drooling of saliva 2 (7.4%)
Vomiting 2 (7.4%)
Respiratory distress 1 (3.7%)

Table 3: Types of foreign bodies ingested.

Objects Numbers

Dentures 9
Meat with bone / bone 9
Coins 6
Safety pin 2
Metal screw 1

In children the common FBs were coins; 5 out of 6
children had ingested coins. In adults the commonest FB
was dentures. Overall, dentures and bones were the most
common FBs, each accounting for 9 cases. Among the 5
patients who required surgical exploration, 3 patients had
ingested dentures and 2 patients, bones.

Figure 1: X-ray showing metal hooks of denture at
level of thoracic inlet.

Figure 2: Partial denture being removed from cervical
oesophagus.
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Figure 4: Chicken bone piercing through wall of
thoracic oesophagus.

Figure 5: Removed ‘V’ - shaped chicken bone.

Cervical exploration

The patient was placed in the supine position with a
sandbag under the back, with the neck extended and
turned towards the right side. An oblique incision was
made along the anterior border of the sternocleidomastoid
muscle. The oesophagus was opened longitudinally and
the FB removed. The rent in the oesophagus was closed
over a nasogastric tube by interrupted sutures using
absorbable suture material. A drain tube was placed in the
subcutaneous plane and wound was closed in layers.

Thoracic exploration

The patient was placed in the left lateral position. A right
postero-lateral thoracotomy was done through the 6th
intercostal space. The oesophagus was opened and FB
removed. The oesophagus was closed over a nasogastric
tube. The thoracotomy was closed after placing an
intercostal drain (ICD) under water seal. A feeding
jejunostomy was done through a small midline abdominal
incision to provide feeding access if a leak develops.

The median delay in presenting to hospital was 4 hours in
those patients who had a successful endoscopic removal
when compared to 11 hours in those who needed surgical
exploration. Four out of the 5 patients who needed
surgical exploration had presented with fever. One patient
in whom a cervical exploration was done, developed a
salivary fistula. The leak was minor and settled
spontaneously in a week’s time. Patient was allowed oral
diet after that. One of the patients who underwent
thoracic exploration had persistent thin purulent drainage
in the ICD tube. Patient had a minor leak demonstrable
on fluoroscopy with oral contrast. Patient was maintained
on feeding through the jejunostomy. It took 15 days for
the ICD drain to reduce. Patient had a prolonged hospital
stay before he completely recovered and was able to
tolerate normal oral diet. There was no mortality. Both
the patients who developed a leak had come to the
hospital more than 24 hours after ingestion of the FB.

DISCUSSION

Foreign body ingestion is commonly encountered both in
children and adults. Though most of the ingested FBs
pass spontaneously, those retained in the oesophagus
require endoscopic removal. Endoscopic removal is
required in less than 10% cases and surgical removal is
needed in only 1%.® Foreign bodies less than 2.5 cms in
diameter and less than 5 cms in length usually pass
through without causing problem.? But FBs which are
large or sharp may get impacted. When a large FB is
impacted in the oesophagus, the mucosa can become
oedematous and wall becomes weakened leading to
perforation. Sharp FBs can perforate the oesophagus
leading to pulmonary complications, local infections or
retropharyngeal abscesses. Rarely FBs can get impacted
at sites of previously existing strictures.” The common
sites of impaction of foreign bodies in the oesophagus are
post cricoid region, level of arch of aorta, left main
bronchus and diaphragm.* **

In children foreign bodies are usually accidentally
ingested while playing. In adults it can be accidental
ingestion of an ill-fitting partial denture, under alcohol
intoxication or in a patient with psychiatric illness or
mental retardation.’** The common age group in
children where FB ingestion is common is between 6
months and 6 years. Patients can present with foreign
body sensation, drooling, respiratory distress due to
tracheal compression, vomiting and dysphagia,
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depending on the location and nature of foreign body.*
Children may not give a reliable history and may present
with vague symptoms like choking, refusal to eat,
wheezing and blood stained saliva.* *°

Plain X-rays of the neck and chest are necessary to
evaluate the location of the foreign body. CT scan may be
needed in patients who present late or in the event of
ingesting a sharp object. It helps to identify the location,
presence of fluid collection adjacent to the oesophagus
and damage to surrounding structures.'” *®

Removal of the foreign body using a flexible endoscope
has become the routine. Different techniques and various
accessory gadgets like rat-toothed forceps, alligator
forces, snares, over tubes, etc. have been used for the
purpose. Rigid oesophagoscopes are rarely used for
difficult foreign bodies. Partial dentures with sharp metal
hooks, metal springs and sharp bone pieces are the most
difficult and dangerous objects to remove from the
oesophagus.® It is common to cause laceration and
perforation of the oesophagus or aggravate an existing
perforation while attempting to remove such foreign
bodies.

Failure to remove FB using an endoscope or impacted FB
is an indication for surgical removal. Complication like
local infections and retropharyngeal abscesses also
warrant surgical intervention. The surgical approach is
decided by the location of the impacted foreign body. A
foreign body impacted just below the cricopharynx can
be reached by a cervical approach from the left side.
Removal is relatively easy and carries less morbidity.
Foreign bodies impacted in the thoracic oesophagus
require thoracotomy and is associated with higher
morbidity. FBs can be removed by opening the
oesophagus over the foreign body and the oesophagus
can be sutured back.?’ A nasogastric tube is usually left in
situ. The chances of leak from the closure site are higher
if the patients presented late or with complications.
Hence in our patients who needed thoracotomy, a feeding
jejunostomy was done to facilitate early enteral feeding in
the event of a leak.

Foreign body ingestion is a distressing emergency and is
avoidable at many occasions. Correct fitting dentures can
avoid slippage and accidental ingestion in elderly
persons. Similarly keeping small object away from reach
of children is important to prevent their accidental
ingestion. Endoscopic removal may be difficult in some
patients and surgical removal, if required is associated
with significant morbidity.

CONCLUSION

Though most ingested foreign bodies pass spontaneously,
those retained in the esophagus need to be removed.
Early identification and immediate removal is important
to avoid complications. Surgical exploration and removal
is reserved for patients with complications or in whom

endoscopic removal has failed. Complications and leaks
are higher in patients who present late for management.

Funding: No funding sources

Conflict of interest: None declared

Ethical approval: The study was approved by the
institutional ethics committee

REFERENCES

1. Sanowski RA. Foreign body extraction in the
gastrointestinal ~ tract. In:  Gastroenterological
endoscopy; 1987:321-331.

2. Shivakumar AM, Naik AS, Prashanth KB, Hongal
GF, Chaturvedy G. Foreign bodies in upper digestive
tract. Indian Journal of Otolaryngology & Head and
Neck Surgery. 2006;58(1):63-8.

3. Pellerin D, Fortier-Beaulieu M, Gueguen J. The fate
of swallowed foreign bodies - experience of 1250
instances of sub-diaphragmatic foreign bodies in
children. Progr Pediatr Radiol. 1969;2:286-302.

4. Palta R, Sahota A, Bemarki A, Salama P, Simpson
N, Laine L. Foreign-body ingestion: characteristics
and outcomes in a lower socioeconomic population
with predominantly intentional ingestion.
Gastrointest Endosc. 2009;69:426-33.

5. Weiland ST, Schurr MJ. Conservative management
of ingested foreign bodies. J Gastrointest Surg.
2002;6:496-500.

6. Eisen GM, Baron TH, Dominitz JA, Faigel DO,
Goldstein JL, Johanson JF, et al. Guideline for the
management of ingested foreign bodies. Gastrointest
Endosc. 2002;55(7):802-6.

7. Webb WA. Management of foreign bodies of the
upper gastrointestinal tract: update. Gastrointest
Endosc. 1995;41(1):39-51.

8. Chaves DM, Ishioka S, Félix VN, Sakai P, Gama-
Rodrigues JJ. Removal of a foreign body from the
upper gastrointestinal tract with a flexible endoscope:
a prospective study. Endoscopy. 2004;36(10):887-
92.

9. Tibbling L, Stenquist M. Foreign bodies in the
esophagus. A study of causative factors. Dysphagia.
1991;6:224-7.

10. Von Rahden BH, Feith M, Dittler HJ, Stein HJ.
Cervical esophageal perforation with severe
mediastinitis due to an impacted dental prosthesis.
Dis Esophagus. 2002;15(4):340-4.

11. Karaman A, Cavusoglu YH, Karaman I, Erdogan D,
Aslan MK, Cakmak O. Magill forceps technique for
removal of safety pins in upper esophagus: a
preliminary report. Int J Pediatr Otorhinolaryngol.
2004;68(9):1189-1.

12. Blaho KE, Merigian KS, Winbery SL, Park LJ,
Cockrell M. Foreign body ingestions in the
emergency department: case reports and review of
treatment. J Emerg Med. 1998;16(1):21-6.

13. Lai AT, Chow TL, Lee DT, Kwok SP. Risk factors
predicting the development of complications after

International Surgery Journal | July-September 2016 | Vol 3 | Issue 3  Page 1429


http://www.ncbi.nlm.nih.gov/pubmed/?term=Bemarki%20A%5BAuthor%5D&cauthor=true&cauthor_uid=19019363
http://www.ncbi.nlm.nih.gov/pubmed/?term=Salama%20P%5BAuthor%5D&cauthor=true&cauthor_uid=19019363
http://www.ncbi.nlm.nih.gov/pubmed/?term=Simpson%20N%5BAuthor%5D&cauthor=true&cauthor_uid=19019363
http://www.ncbi.nlm.nih.gov/pubmed/?term=Simpson%20N%5BAuthor%5D&cauthor=true&cauthor_uid=19019363
http://www.ncbi.nlm.nih.gov/pubmed/?term=Laine%20L%5BAuthor%5D&cauthor=true&cauthor_uid=19019363
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chaves%20DM%5BAuthor%5D&cauthor=true&cauthor_uid=15452785
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ishioka%20S%5BAuthor%5D&cauthor=true&cauthor_uid=15452785
http://www.ncbi.nlm.nih.gov/pubmed/?term=F%C3%A9lix%20VN%5BAuthor%5D&cauthor=true&cauthor_uid=15452785
http://www.ncbi.nlm.nih.gov/pubmed/?term=Sakai%20P%5BAuthor%5D&cauthor=true&cauthor_uid=15452785
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gama-Rodrigues%20JJ%5BAuthor%5D&cauthor=true&cauthor_uid=15452785
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gama-Rodrigues%20JJ%5BAuthor%5D&cauthor=true&cauthor_uid=15452785
http://www.ncbi.nlm.nih.gov/pubmed/?term=Stein%20HJ%5BAuthor%5D&cauthor=true&cauthor_uid=12472485
http://www.ncbi.nlm.nih.gov/pubmed/?term=Karaman%20A%5BAuthor%5D&cauthor=true&cauthor_uid=15302151
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cavu%C5%9Fo%C4%9Flu%20YH%5BAuthor%5D&cauthor=true&cauthor_uid=15302151
http://www.ncbi.nlm.nih.gov/pubmed/?term=Karaman%20I%5BAuthor%5D&cauthor=true&cauthor_uid=15302151
http://www.ncbi.nlm.nih.gov/pubmed/?term=Erdo%C4%9Fan%20D%5BAuthor%5D&cauthor=true&cauthor_uid=15302151
http://www.ncbi.nlm.nih.gov/pubmed/?term=Aslan%20MK%5BAuthor%5D&cauthor=true&cauthor_uid=15302151
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cakmak%20O%5BAuthor%5D&cauthor=true&cauthor_uid=15302151
http://www.ncbi.nlm.nih.gov/pubmed/?term=Park%20LJ%5BAuthor%5D&cauthor=true&cauthor_uid=9472755
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cockrell%20M%5BAuthor%5D&cauthor=true&cauthor_uid=9472755
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kwok%20SP%5BAuthor%5D&cauthor=true&cauthor_uid=14648732

14.

15.

16.

17.

Pillai SA et al. Int Surg J. 2016 Aug;3(3):1426-1430

foreign body ingestion. Br J Surg. 2003;90(12):1531-
5

Athanassiadi K, Gerazounis M, Metaxas E, Kalantzi
N. Management of esophageal foreign bodies: a
retrospective review of 400 cases. Eur J Cardiothorac
Surg. 2002;21(4):653-6.

Cheng W, Tam PK. Foreign-body ingestion in
children in children: experience with 1,265 cases. J
Pediatr Surg. 1999;34(10):1472-6.

Hachimi-Idrissi S, Corne L, WVandenplas Y.
Management of ingested foreign bodies in childhood:
our experience and review of the literature. Eur J
Emerg Med. 1998;5(3):319-23.

Akazawa Y, Watanabe S, Nobukiyo S, lwatake H,
Seki Y, Umehara T, et al. The management of

18.

19.

20.

possible fishbone ingestion. Auris Nasus Larynx.
2004;31(4):413-6.

De Lucas EM, Ruiz-Delgado ML, Garcia-Barén PL,
Sadaba P, Pagola MA. Foreign esophageal body
impaction: multimodality imaging diagnosis. Emerg
Radiol. 2004;10(4):216-7.

Holinger LD. Management of sharp and penetrating
foreign bodies of the upper aerodigestive tract. Ann
Otol Rhinol Laryngol. 1990;99:6848.

Sharma NK, Yadav VK, Pokharna P, Devgaraha S,
Mathur RM. Surgical management of an impacted
sharp metallic foreign body in esophagus.
International Journal of Case Reports and Images.
2013;4(9):463-6.

Cite this article as: Pillai SA, Sivasankar A,
Selvaraj T. Foreign bodies in the oesophagus -
surgery for failed endoscopic retrieval. Int Surg J
2016;3:1426-30.

International Surgery Journal | July-September 2016 | Vol 3 | Issue 3  Page 1430


http://www.ncbi.nlm.nih.gov/pubmed/?term=Kalantzi%20N%5BAuthor%5D&cauthor=true&cauthor_uid=11932163
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kalantzi%20N%5BAuthor%5D&cauthor=true&cauthor_uid=11932163
http://www.ncbi.nlm.nih.gov/pubmed/?term=Akazawa%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=15571916
http://www.ncbi.nlm.nih.gov/pubmed/?term=Watanabe%20S%5BAuthor%5D&cauthor=true&cauthor_uid=15571916
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nobukiyo%20S%5BAuthor%5D&cauthor=true&cauthor_uid=15571916
http://www.ncbi.nlm.nih.gov/pubmed/?term=Iwatake%20H%5BAuthor%5D&cauthor=true&cauthor_uid=15571916
http://www.ncbi.nlm.nih.gov/pubmed/?term=Seki%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=15571916
http://www.ncbi.nlm.nih.gov/pubmed/?term=Umehara%20T%5BAuthor%5D&cauthor=true&cauthor_uid=15571916
http://www.ncbi.nlm.nih.gov/pubmed/?term=S%C3%A1daba%20P%5BAuthor%5D&cauthor=true&cauthor_uid=15290496
http://www.ncbi.nlm.nih.gov/pubmed/?term=Pagola%20MA%5BAuthor%5D&cauthor=true&cauthor_uid=15290496

