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 Alleged ingestion of foreign body is one of common presenting 

symptom in otolaryngology clinic. This problem appeared in both 

pediatric age population and adult. Here we reported two cases of 

edentulous elderly men that presented with acute onset of dysphagia 

during Eid al Adha festive and both are successfully managed via two 

different approaches; the rigid and flexible oesophagoscopy because of 

different indications and existing co-morbidities. In this case series we 

highlight options available for retrieval of oesophageal foreign body in 

consideration of certain situation such as uncontrolled medical illness 

that may delay the removal intervention. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 
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1. INTRODUCTION 

Ingestion of foreign body in adult group were found in a special groups of population such as psychiatric 

patients, prisoners, elderly and alcoholics [1], [2]. Type of the foreign body impaction in oesophagus are 

also differs from the pediatric cases where in adult group it often caused by meat, bones, dental prosthesis 

and medicine packing [1- 3]. Elderlies are prone for the impaction of food boluses due to the reduced 

intraoral sensitivity, impairment of swallowing coordination, vision problem and poor dentition that leads to 

poor mastication of the food bolus [4]. Commonest site for foreign body impaction is at cervical esophagus 

especially in cricopharyngeus [4]. Nowadays, rigid oesophagoscopy and flexible endoscopy are considered 

as the safe and effective methods that are available for the removal of foreign body. 

 

2. Case history 

 

Case 1 

A 73-year-old edentulous gentleman with underlying hypertension presented with acute onset of dysphagia 

for 2 days after history of eating meat He claimed a meat bolus had stucked during swallowing, pointing at 

the sternal notch area. Subsequently he could not tolerate any food. He had tried to take semi-solid diet and 
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fluid but vomited shortly after swallowing. No history of missing or broken dental prosthesis recently. On 

examination, he was not in respiratory distress. There was drooling of saliva noticed. Intraorally, he was 

edentulous and no mass or ulcer noted. There was no neck mass palpable. Laryngoscopy showed pooling of 

saliva at the vallecula and bilateral pyriform fossa but no foreign body seen. Lateral view neck radiograph 

showed air entrapment anterior to the 7th cervical vertebra level (Figure 1). 

 

He underwent rigid oesophagoscopy and removal of the foreign body under general anesthesia. The foreign 

body was identified as un-chewed meat impacted at level upper esophagus (20cm from the upper incisor). 

The dysphagia was completely resolved post procedure. He was discharged home well on the following 

day. 

 

 
Figure 1: Lateral neck radiograph showed widening of prevertebral area at the level of 7th cervical vertebra 

with air entrapment (red arrows) surrounding the foreign body (green asterisk). 

 

Case 2 

A 95-year-old gentleman   with underlying ischemic   heart   disease, hypertension and hyperlipidemia 

presented with acute onset of dysphagia for four days after history of taking rice with beef. The dysphagia 

was very severe and he could not tolerate any food and fluid. He was edentulous and oropharyngeal and 

neck examination was unremarkable. Flexible nasopharyngolaryngoscopy (FLNPS) showed pooling of 

saliva at supraglottic region. The epiglottis and arytenoid appeared normal, posterior pharyngeal wall was 

not bulging and no foreign body seen. Neck radiograph revealed no obvious foreign body or air entrapment 

seen (Figure 2). During the admission process, his blood pressure was very high and the 

electrocardiogram(ECG) showed an atrial fibrillation. Oesophagogastroduodenoscopy (OGDS) was 

performed under sedation as he was high risk for general anesthesia and noted total blockage from the food 

bolus obstruction (Figure 3) at the distal end of oesophagus however unable to remove it on attempt. He 

was given intravenous metoclopramide 10 miligram TDS for 1day in ward and repeated OGDS on the next 

day showed there was no more obstruction from the food bolus. He was discharge home well after the 

second OGDS and the dysphagia was completely resolved. 
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Figure 2: Lateral neck radiograph showed no prevertebral space widening and no obvious foreign body or 

air entrapment at cervical esophagus. 

  

 
Figure 3: Food particles in the oesophagus at the level above the obstruction (A). Food bolus that was 
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obstructing the oesophageal lumen at level of distal end oesophagus from the OGDS view (B). 

 

3. Discussion 

Physiology of swallowing is starting from the period of food entering into the oral cavity and ended when 

the food bolus arrived in stomach. Oral phase of swallowing requires integration of motor function from the 

tongue, buccal muscles and mastication muscles with good dentition to form a food bolus. Teeth are crucial 

structure in oral cavity for grinding the food into bolus form to facilitate further swallowing process into 

pharynx and oesophagus. Edentulous is one of the risk factors for foreign body impaction. Dentures usage 

also leads to reduce intraoral sensation and this have a risk for impaction of foreign body [5]. Alleged 

ingestion of foreign body is a common clinical problem. Most of the ingested foreign body can be passed 

through gastrointestinal tract without any complication and only 20% required endoscopic or surgical 

removal [2]. Therefore, watchful observation can be given in a case of small size, non-sharp and non-

corrosive foreign body. In a case of almost total obstruction of oesophageal by the foreign body, main 

symptoms are dysphagia (96.7%), odynophagia (54.3%), vomiting, drooling of saliva (13.4%) and 

retrosternal pain (3.76%) [6] and emergency removal is mandatory. In both of our cases, the dysphagia and 

odynophagia are the primary symptoms that brings the patients to seek the treatment. Radiography is useful 

to determine the type and location of foreign body obstruction in a case of below cricopharyngeal level 

which is not visualize in laryngoscopy and information regarding possible complication such as 

pneumomediastinum. In pediatric cases, common foreign body are radiopaque (such as coin, button battery, 

pin) and radiolucent in the elderly group (such as food bolus, meat, denture). Due to the radiolucent object 

with soft tissue shadow from the neck, the diagnosis of esophageal foreign body is a challenging [7]. 

However, in some cases due to the total blockage of the oesophageal there will be a radiography finding of 

an air entrapment at proximal to the foreign body. In our cases, neck radiography (AP and lateral view) was 

done and air entrapment was seen in the Case 1 (Figure 1) and no obvious air entrapment seen in Case 2 

possibly due to obstruction level that is below the cervical oesophageal region. Computed tomography(CT) 

is a valuable in overcome the limitation of radiograph such as assessing translucent or embedded foreign 

body. In addition, some information such as morphology of the foreign body, suspected complications and 

location accuracy via multiplanar reconstruction able to achieve via CT [8].  

 

Previously there were multiple methods for removal of esophageal foreign body by using non 

pharmacological modalities such as bougie, foley catheter, carbonated fluid treatment and by medically 

using proteolytic agent such as papain [2], glucagon, nifidipine and buscopan as spasmolytic agent. Trial for 

medical management can be opt in case of obstruction less than 24 hours with no sign of complication. A 

retrospective study in evaluating the efficacy of management for esophageal foreign body by using 

buscopan showed almost same rate compared to not receive buscopan [9]. Nowadays, rigid oesophagoscopy 

and flexible endoscopy are considered as the safest and effective methods for removal oesophageal foreign 

body however it also depends on the operator experience and well-equipped resources. In our case, both 

were elderly patients and with different risk of medical comorbidities. In Case 1, he was fit for general 

anesthesia compared to the Case 2 where he had atrial fibrillation and unstable blood pressure. Due to this, 

we decided removal of foreign body in Case 2 by OGDS which was done under sedation by surgical team. 

During the first OGDS, the foreign body was identified at lower third of the esophagus that totally 

occluding the oesophageal lumen and difficult for removal or pushed it into the gastric. Second OGDS was 

done on the next day after trial of Metoclopramide to increase upper gastrointestinal motility and it was 

successful. In the Case 1, total removal of the foreign body done under single procedure by using rigid 

esophagoscopy under general anesthesia. Both patients were discharged on the following day after the 

procedure without any complication. It is still debatable on which endoscopic method is the safest. The 

success rate for removal of esophageal foreign body using rigid and flexible oesophagoscopy was 95.4% 
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and 97.4% respectively [10]. However, we believed that both rigid and flexible oesophagoscopy are equally 

effective and safe provided it conducted by trained personnel. 

 

4. Conclusion 

Managing the oesophageal foreign body is straight forward in most cases, however can be complicated 

depending on patients’ comorbidities. The decision for methods of removal the foreign body depends on 

patients’ factor such as age and medical comorbidity to minimize the risk of complication. 
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