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Abstract 
Objective: This study of Esophageal foreign bodies presenting at casualty, E.N.T. and Pediatrics Departments 

Govt. General Hospital, Guntur from 2012 to 2015 was conducted to know the epidemiology, clinical features, 

diagnosis, different techniques of foreign body removal and complications during their removal and 

management. 

Material And Methods: A total of 50 patients with a clear history of foreign body ingestion with chief complaint 

of dysphagia and /or odynophagia were admitted and treated in Govt. General Hospital, Guntur during the 

period from 2012 to 2015. There were 8 adult males, 6 adult females and 36 children. The main symptoms were 

difficulty and pain during swallowing, drooling of saliva, vague sensation of foreign body, and pain neck. All 

patients were subjected to thorough physical examination and radiological investigations  In cases of 

radiolucent foreign bodies with history of strong suspicion, flexible oesophagoscopy was undertaken to confirm 

or otherwise instead of contrast study. 

Results: Rigid oesophagoscopy under general anesthesia was performed to remove FB successfully in all cases 

expect one case of impacted denture in esophagus, which required cervical oesophagotomy after failed removal 

through oesophagoscopy. 

Conclusion: Rigid oesophagoscopy under general anesthesia is still the golden standard for removal of FB’S in 

oesophagus.  
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I. Introduction 
Foreign body ingestion with impaction is commonly encountered in the extremes of age, psychiatry 

patients, edentulous patients and rarely patients with benign/malignant strictures. Most of the FBs in children 

were coins followed by button batteries and plastic toy accessories. In elderly group dentures, mutton pieces, 

chicken pieces and fish bones are commonly seen foreign bodies. The most common site of impaction is 

cricopharyngeal sphincter. Preexisting benign or malignant strictures sometimes present as acute onset 

dysphagia without any history of foreign body ingestion, precipitated by normal food intake.  

 

II. Material And Methods 
From 2012 through 2015, fifty patients with esophageal foreign bodies attending the departments of 

ENT, Pediatrics and Casualty at GGH, Guntur were treated on an emergency basis. There were 8 adult male 

(16%), 6 adult females (12%) and 36 children (72%) ranging in age from infant to 60 years (Table -1). Majority 

of the patients presented with the chief complaint of acute onset of dysphagia and odynophagia. Only one 

patient had neck swelling after a failed attempt to remove the denture from upper end of esophagus. None of our 

adult patients had a history of psychiatric illness or alcoholism. Plain x-ray neck Lateral view for soft tissues 

was taken for all the patients and AP and Lateral views including oropharynx, neck, chest and abdomen were 

taken whenever necessary and foreign body removal was done under general anesthesia with rigid 

oesophagoscope. Every patient was subjected to check x-ray before giving general aneasthesia especially if 

there is a time gap of more than 24 hours from the time of admission to intervention to exclude spontaneous 

expulsion to the exterior or migration of the foreign body to lower G I tract. In cases of radiolucent foreign 

bodies with history of strong suspicion, flexible oesophagoscopy was undertaken to confirm or otherwise 

instead of contrast study. 

 

III. Results 
Age distribution was shown in table-1. In our study coin was the commonest FB and it is seen almost 

exclusively in children below eleven years. Types of foreign bodies seen in our study coin (42%)  is the most 

common and the rest follow in the descending order like  chicken bone,  fish bone, button batteries, meat bolus, 

eraser, dentures, safety pin and plastic whistle. In our study Cricopharynx is the most frequent site of foreign 
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body impaction in food passage (80%) followed by lower and mid oesophagus.  All foreign bodies were 

successfully removed by rigid oesophagoscopy except one which required oesophagotomy. 

 

Table-1 Age Distribution (n=50) 
Age in years No. of cases Percentages 

Infants to 10 Years 36 72 % 

11  to 20 Years 3 6 % 

21 to 30 years 4 8 % 

31 to 40 Years 3 6 % 

41 to 50 Years 2 4 % 

51 to 60 Years 2 4 % 

 

Table-2 nature of foreign body 
Type of FB No. of cases Percentage 

Coin 21 42 % 

 

Chicken Bone 

 

13 26 % 

Fish Bone 

 

4 8 % 

Meat Bolus 

 

3 6 % 

Button batteries 3 6% 

Erasure 

 

2 4 % 

Denture 2 4% 
 

Safety pin 1 2% 

Plastic whistle 1 2% 

 

Table-3 Site of FB Lodgement 
Site of FB Lodgement Number of cases                                Percentage 

 

Cricopharynx 40 80 % 

Mid oesophagus 4 8 % 

Lower oesophagus 6 12 % 

 

IV. Discussion 
Foreign bodies in oesophagus must be removed by oesophagoscopy under general anesthesia and 

before removal of it the surgeon must have knowledge of the nature, size, and site of foreign body and if 

possible a replica should be examined. Coin is the most common foreign body in children and is also stuck in 

and around cricopharynx most of the time. As the pharyngeal constrictors are stronger than esophageal smooth 

muscle, a coin can reach the level of the cricopharynx but it is unable to go further down in the oesophagus in 

most of the circumstances. The radiological examination must be repeated before oesophagocopy is done 

because the coin may have moved into the stomach, if there has been delay between time of admission and 

removal. The cold light oesophagoscope was used to remove the coin with alligator forceps.  

 

Two precautions must be taken while attempting to remove the sharp foreign bodies like fish bone, 

chicken bone, dentures, safety pin etc, 

1. The anaesthetist must take care not to pass the endotracheal tube blindly because it may accidentally go in to    

the oesophagus and cause perforation of the oesophagus. 

2. Surgeon must resist the temptation to extract the foreign body quickly without noting the position of its sharp 

edge. 

            Meat and soft foreign bodies are extracted piecemeal. Cancer of oesophagus may present as a case of an 

impacted food bolus. Hence after endoscopic removal of foreign body/food bolus it is important to reenter to 

check that there is no underlying intrinsic oesophageal lesion. In cases with dentures as foreign bodies 

radiographs should be carefully studied with regard to the hooks and sharp points on the denture. Then the 

denture can be removed by manipulating either the hooks into the lumen of the oesophagoscope or by breaking 

the denture in situ and then extracting. Some foreign bodies require removal by external approach.  One of our 

patients presented with denture impaction throat and after unsuccessful removal in first attempt, required 

oesophagotomy to deliver the denture. One case of safety pin oesophagus with pointed end embedded in mucosa 

of esophagus was dislodged gently and brought into oesophagoscope and removed.   
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V. Conclusion 
The tremendous advancements in endoscopic techniques during the last century coupled with safe 

anesthetic techniques have made removal of foreign bodies from the esophagus a relatively safe procedure. 

Oesophagoscopy is a reliable method in the treatment of oesophageal FB impaction, alternative methods like 

surgical treatment is unavoidable in cases of irretrievable FB or oesophageal perforation. Modern denture plates 

made of acrylic, being radiolucent may cause delay in the diagnosis and treatment. At the same time optical 

forceps with magnification on CCTV monitor making identification, manipulation and extraction of the FB’s 

relatively easier. 
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