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Introduction

Food Bolus Obstruction (FBO) and Foreign Body Ingestion
(FBI) account for 4% of emergency gastroscopies [1]. FBO is
common in adults and can include animal bones, dentures and
food mass (‘steakhouse syndrome’), whereas FBI is mostly seen
in paediatric population. Most cases of FBO have an underly-
ing oesophageal pathology like eosinophilic oesophagitis, mo-
tility disorder or anatomical abnormality such as diverticula or
known strictures. Symptoms include dysphagia, retrosternal
pain, odynophagia and vomiting.

Case presentation

A 44 year-old patient was admitted following a collapse in
a supermarket requiring bystander cardiopulmonary resuscita-
tion with return of spontaneous circulation. Relatives reported
he had complained of chest discomfort following a chicken meal
two days before. There was no significant past medical or surgi-
cal history. The patient was intubated and ventilated, apyrexic,
and cardiovascularly stable. All systems were normal on exami-

Abstract

Although foreign body ingestion and food bolus obstruction are fre-
quently encountered gastrointestinal emergencies, the management
of sharp objects in the oesophagus remains highly challenging due to
the risk of perforation. We present the case of a 44-year-old patient
with an impacted chicken bone penetrating into the aortic arch. The
importance of a swift and effective multidisciplinary approach involv-
ing interventional radiology, vascular surgery, upper gastrointestinal
surgery and endoscopy was illustrated.

nation. Investigations revealed haemoglobin 88 g/L, white cell
count of 7.9 x 10° /L, C-reactive protein 62 mg/L and normal
renal/liver function. Electrocardiogram was normal. Chest x-ray
was not informative. Thoraco-abdominal Computed Tomogra-
phy (CT) scan demonstrated a ‘V’ shaped object lodged in the
lumen of the upper oesophagus penetrating through to the wall
of the aortic arch and a small pseudoaneurysm arising from the
arch’s medial aspect (Figure 1A & 1B).

Initial management

Following discussion with surgical, Interventional Radiology
(IR) and vascular teams, an endoscopic approach in theatres
with IR and surgical backup was adopted. 3-dimensional recon-
struction of the foreign body allowed pre-procedural planning
including preferred direction of endoscopic extraction. At en-
doscopy, the uppermost limb of the bone was seen to traverse
the oesophageal lumen with both ends penetrating the mucosa
(Figure 1C). The apex of the ‘V’ was secured with graspers and
the bone was removed at the previously agreed angle (Figure
1D). There was no visible luminal bleeding, and no aortic leak
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seen.

there is a small pouch (B) arising from the medial wall of the aorta.

embedded in the oesophageal mucosa.

limb was lying uppermost and was closest to the aorta.

Figure 1A: CT thorax, coronal image: the V-shaped bone (A) lies transversely, partially
obscured by a portion of nasogastric tube (C). Small pseudoaneurysm of aorta (B)

Figure 1B: CT reconstruction: view in a caudal direction shows two tubular structures
(oesophageal temperature probe and NG tube) and the upper limb of the bone cross-
ing diagonally (A). The oesophageal walls are not shown. Near the end of the bone

Figure 1C: Endoscopic view: the upper limb of the V-shaped bone is seen, its two ends

Figure 1D: Chicken bone, after removal. A door key is shown for scale. The narrower
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on an on table angiogram. Within 24 h the patient developed
melaena with a 2 g/L drop in haemoglobin. CT angiogram in-
dicated likely aortic adventitial tear, and emergency Thoracic
Endovascular Aortic Repair (TEVAR) was performed. Following
extubation the patient developed left sided weakness. Mag-
netic resonance imaging confirmed multiple infarcts involving
the right anterior and middle cerebral artery territories. He was
commenced on 300 mg of aspirin and stroke team was consult-
ed. He was commenced on nasojejunal feeding.

Progression and outcome

Following neurorehabilitation he was discharged 16 days
later on dual antiplatelet therapy. Vascular and infectious dis-
ease teams recommended 6 weeks of antibiotics and antifun-
gals, delivered through a PICC line in case of graft infection. At
3 months the patient had no residual neurological deficit. He
required positron emission tomography scans at 6 months and
one year to detect any graft infection; these scans were clear
and patient has been discharged.

Discussion

Less than 1% of FBO or FBI presentations require surgery
[2]. Risks of life threatening complications like haemorrhage,
perforation and injury to surrounding organs is the highest in
oesophageal impaction by sharp objects. Hyper-salivation and
inability to swallow saliva indicates complete obstruction of oe-
sophagus and requires emergent endoscopy [3]. Endoscopy is
recommended within 12 hrs of impaction but within 6 hrs is
preferable to avoid perforation and fistula formation [4]. Fizzy
drinks and pharmacological agents like glucagon have been
shown to be helpful but these should not be used in cases of
sharp objects or as alternatives to emergent endoscopy [5,6].

Most complications occur prior to endoscopic retrieval, so care-
ful examination is required. If perforation or injury to vascular
organs is suspected, appropriate imaging and discussion with
surgical teams to agree a management plan is required. Vari-
ous endoscopic instruments including caps, over-tubes, snares,
forceps and nets can be used to retrieve these objects. Early
recognition of perforation may permit endoscopic management
with fully covered metal stent placement or closure using clips,
thus reserving surgery for the most complex cases.

Summary

- Collateral history is vital in cases of unexplained col-
lapse.

- Chest radiographs do not reliably exclude foreign body
impaction or perforation.

- Emergent endoscopic retrieval is indicated within 12
hrs of oesophageal impaction.

- Early recognition of complications and appropriate im-
aging is required in cases of sharp foreign bodies.

- Airway protection prior to emergent endoscopy is
strongly recommended.

- A multidisciplinary approach is required for complex
cases.
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