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Case report

Delayed chicken bone removal from the esophagus

P. Polyzou-Laspias, C. Tzathas, O. Khuffash, G. Triantafyllou

SUMMARY

Foreign body (FB) ingestion is frequently encountered in
clinical practice. Only 10-20% of all cases need endoscopic
removal. However, complications may occur and can be fa-
tal, especially regarding sharp FB. Emergency endoscopy
is the method of choice for both diagnosis and removal of
any impacted FB. We report a case of a 53-year-old female
who was admitted to our hospital for chicken bone inges-
tion a week ago. During that time she had been examined at
another hospital and the X-ray misinterpreted as normal.
When she was referred to our hospital, an emergency flexi-
ble endoscopy was performed, and an impacted chicken bone
was removed from the upper esophagus, revealing deep
ulcers on the esophageal wall. We present radiographic, CT,
and endoscopic findings and conclude that in adults, emer-
gency upper GI endoscopy is a quick, easy to perform, reli-
able and safe method for diagnosing and handling FB
ingestion, even in difficult and neglected cases.
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INTRODUCTION

Ingestion of foreign bodies (FB) is common, mainly
in pediatric age groups, edentulous adults, prisoners, psy-
chiatric patients, and alcoholics1. However, every person,
especially old aged people, are potential candidates for
foreign body ingestion, mainly fish or chicken bones.
Foreign body impaction in the esophagus is quite com-
mon when they are sharp, and their removal must be done
within 24 hours, otherwise complications can be fatal2.

Nowadays, in adults, flexible endoscopy seems to be the
appropriate method for sharp FB removal, with very few
complications.

We present a case of a delayed chicken bone removal
from the esophagus of a 53-year-old female, endoscopic
findings prior and after endoscopic removal and a re-
view of the literature on the role of emergency endoscopy
in the handling of patients with foreign body ingestion.

CASE REPORT

We present a case of a 53 year old woman who acci-
dentally swallowed a chicken bone a week ago. At that
time, she was referred to the emergency room of anoth-
er hospital. She experienced sensation of foreign body,
neck pain, dysphagia, odynophagia and drooling. Oral
examination and indirect laryngoscopy were negative.
Plain films of the neck and chest, were misinterpreted as
normal, although the bone was visible (Figure 1). Antin-
flammatory drugs were prescribed and the woman was
discharged.

Five days later, as fever was added to her already
deteriorated symptoms, the patient visited her GP, who
re-examined the X-rays and asked for a Computed To-
mography. CT revealed impaction of a bone between the
5th cervical and the 1st thoracic vertebrae (Figure 2). Im-
mediately, the patient was referred to the emergency
services of our hospital. Oral examination followed by
indirect laryngoscopy was negative. The patient imme-
diately underwent upper GI endoscopy under conscious
sedation and the FB was removed with polypectomy
snare (Figure 3). Deep ulcers appeared on both sides of
the esophageal wall after bone removal (Figure 4). The
patient was hospitalized for one week under close sur-
veillance. Antibiotics and proton pump inhibitors were
administered intravenously in order to control the local
inflammation und ulceration and the patient took noth-
ing by mouth except sucralfate. Two days later, the pa-
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tient was feeling better and was afebrile. In a new endo-
scopy performed a week later ulcerations were still
present. The patient was given a perscription of 40mg of
omeprazole daily and was discharged. A month later a
new endoscopy revealed complete recovery of the esoph-
ageal ulcerations.

DISCUSSION

The vast majority of swallowed foreign bodies (80-
90%) will pass spontaneously through the gastrointesti-
nal tract in 7-10 days without causing any complication,
leaving approximately 10-20% that will have to be re-
moved endoscopically and about 1%, will require sur-
gery.3 Sharp foreign body impaction, that in the esopha-
gus, mainly fish or chicken bones, is a dangerous and

difficult situation to handle. Bone removal should be per-
formed within than 24 hours, otherwise the complica-
tions can be fatal7. Impacted FB in the esophagus can
easily cause mucosal ulceration, inflammation or even
infection in the neighbouring tissues. Fatal complications,
such as perforation and subsequent mediastinitis, para-
or retroesophageal abscess and empyema can also oc-
cur. Aortoesophageal fistula is a rare complication.4,5

Correct diagnosis is the first step for proceeding to
the proper treatment of such difficult conditions. Physi-
cal examination and plain films of the neck and chest
are the standard examinations to perform in diagnosing
foreign body ingestion. However, X-rays prove to be un-
satisfactory in diagnosis when fish or thin chicken bones
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are involved. Evans et al6 report a 25,3% sensitivity and
a positive predictive value 72,7% for the detection of im-
pacted fish bones. Derowe and Ophir7 note 24% false-
positive and 40% false-negative plain films. Other studies
prove that plain films have a low yield in detecting foreign
bodies, especially sharp ones, in the esophagus.4,8,9

Barium swallow studies are important to evaluate
non-radio-opaque material that may be lodged within
the esophagus, the presence of strictures, diverticulae,
or congenital anomalies of the esophagus. However, this
examination has three disadvantages. First, the barium
studies have a rate of false-negative or false-positive find-
ings that ranges between 6.5 to 30%4. Second, the risk of
aspiration is always present, and third the barium covers
FB, thus jeopardizing subsequent Endoscopy.10

Computed tomography is very effective in detecting
esophageal bone impaction, with a sensitivity of 100%, a
specificity of 93,7%, and a positive predictive value of
96,7%.3 Moreover, CT can show the existence and loca-
tion of bones, and visualize the damage of secondarily-
induced inflammatory changes in the neighbouring struc-
tures,9 as happened in our case.

Our patient had a whole week�s delay, and only luck
can explain why perforations did not occur. Rigid and
flexible endoscopy are both safe and effective in remov-
ing esophageal foreign bodies.1-3,10,11 Nowadays, in adults,
it seems that flexible endoscopy is preferred, as it is suc-
cessful in the majority of patients (76% to 98%), allows
thorough examination of the esophagus, stomach and
duodenum, does not usually require general anesthesia,
and is less expensive.11

The tecnique for removing FB is one: approach the
FB with the endoscope and remove it with the use of a
polypectomy snare, a biopsy forceps or a basket.

The technique for removing a neglected case of im-
pacted FB is the same. The delay just increases the risk
of perforation. The hands of an expert play a major role
in successful FB removal.

Although it seems that CT scan can effectively diag-
nose esophagus FB impaction, flexible endoscopy

remains the method of choice in patients complaining
of symptoms related to FB ingestion, for both a proper
diagnosis for the impaction of any FB in the esophagus
and a therapeutic removal of the FB at the same time as
the diagnostic endoscopy. Additionally, in neglected,
difficult, and complicated cases, flexible endoscopy is the
only conservative, non-operative method for handling
impacted FB removal.
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