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Foreign Bodiesin Aerodigestive Tract - A Clinical Profile of 37 Patients
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factors contributing to inhalation/ ingestion and impaction of foreign bodies, their nature as well as investigative and treatment modalities

[Abstract: Clinical profile of 37 patientswho presented with foreign bodies at different levels of the aerodigestive tract is being discussed. Rda/ant]

adopted, are also discussed.

INTRODUCTION

Foreign bodies (F.B) in aerodigestive tract is a common concern for
all ENT surgeons. While FBs in air passage are commonly seen in
younger children, FB in food passage are encountered in children
and adults dike. Both sites share a common feature of increased
morbidity and mortdity, but FBs in tracheo- bronchia area poses
additional diagnostic problem whichisall the more so in radiolucent
FBs. Testing diagnostic acumen and endoscopic skills apart, delayed
diagnosisis a lurking danger when patient’s parents underestimate
symptoms and physician glosses over the clinical and radiologica
findings.

The present study of FB in aerodigestive tract was undertaken to
study of various parameters like age, sex, duration, site, nature of
FB, mode of removal and complications.

MATERIAL AND METHOD

A retrospective anadlysis was done to critically look at the foreign
bodieswhich wereeither ingested or inhaled; 37 such patientscoming
to AVBRH Sawangi (M), from Jan 2004 to Jan 2007 were studied.

Patients were subjected to detailed history and clinical examination.
Inorder to confirm the presence of FB, itsnatureand site, radiol ogical
investigations and endoscopic assessment were done. In cases of
suspected radiolucent FB in oesophagus, small thin bariumwas given
to patient .X ray chest AP and lateral view were resorted to for
confirming FB in air passage, and X-ray neck AP and lateral view
were done in all patients of FB in food passage. In no patient CT
scan was required to be done. Faucia (oropharyngeal) FBs were
removed as office procedures while depending on the site of FB ,we
resorted to various procedures like direct laryngoscopy,
hypopharyngo-scopy, oesophagoscopy and bronchoscopy for retrieva
of F.B. Patients were observed for 24 hours post operatively for any
complications.

RESULTS

A total number of 37 patients were studied. The youngest patient
was 1 year old while the oldest was of 65 years. 28 (75.67%) were
males and 9 (24.32%) were femaes. F.B. in food passage in 29
(78.37%) and F.B. in air passagein 8 (21.62%) were found. Tablel
and Il summarises the profile of patients with FBs in food and air
passages respectively.

FB in food passage: Out of 37, 29 (78.37%) patients had FB in food
passage. Youngest patient was 1 year old while oldest was of 65
years. 18 (62..06%) were observed in cricopharynx followed by
upper oesophagus 3 (10.34%), mid oesophagus 2 (6.80%), lower
oesophagus 2(6.80%), tonsils 2 (6.80%), pyriform fossa 1 (3.44%),
post cricoid area 1 (3.44%) (Table 1).

A Coin seen in 12 cases (41.37%) was the commonest foreign body
followed by meat bone in 7 (24.13%); stapler pin, betelnut, metallic
spring, metal piece, food bolus, seed and common pin (Fig. 1,2,3).

FB wasradio opaguein al except 3cases (89.66%); in the remaining
3 cases, barium was given to confirm their presence. Removal of the
FB was done by hypopharyngoscopy in 20 (68.96%), rigid
oesophagoscopy in 7 (24.13%), flexible oesphagoscopy 1 (3.44%)
and OPD removal in 2 (6.89%). None of our patients had any
complications.

FB in air passage: Out of 37 patients, 8 (21.62%) had FB in air
passage. Youngest patient was 1 year old while oldest was of 40
years. In 4 of 8 patients (50%) FB wasin theright bronchusandin 2
patients (25%), it wasin theleft bronchus, whilein one each (12.5%)
in the trachea and larynx (Table 1). Seed was the commonest FB
seen in 6 out of 8, (75%) while in the other two patients it was
whistleand thorn. In none of 8 patients, FBswereradiopague; neither
was it associated with any chest x-ray findings. Bronchoscopy in 7
patients (87.5%) and direct laryngoscopy in 1 patient(12.5%) were
the procedures employed to remove FBs. No complications
encountered.

Table 1: Ste wise distribution of patients

FB in food passage FB air passage

Site No. of pati Site No. of patients
Cricopharynx 18 Right bronchus 4

Mid oesophagus 3

Upper oesophagus 2 Left bronchus 2

Lower oesophagus 2 Trachea 1

Post cricoid area 1

Pyriform fossa (right) 1 Glottis 1

Tonsil 2

Total 29 Total 8

Fig 1. Betelnut Fig 2: Metallic spring Fig 3: Thorn removed

removed from retrieved
cricopharynx. cricopharynx

DISCUSSION

It was the revolutionary work of Chevalier Jackson & Chevalier L
Jackson in 1949 through 1957 that broncho-oesphogoscopy got its
individuality as a medica science. Regarding FBs in airway and
bronchus, the endoscopewasfirst utilized for removal of FB in 1897;
proior to this bronchotomy was the procedure used. Management of
such patients was revolutionized by the technique and instruments
developed by Chevalier Jackson in 1904. The mortality decreased
from more than 20% to 2%6".

Out of 37 patients of FB in aerodigestive tract 29 (78.37%) werein
the food passage while 8 ( 21.62%) were in air way. In their study,
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Hung W and Lin P?found, 76% and 24.7% FBsin food passage and
air passage respectively while Brooks et al® found it 80% and 20%
respectively. In another large study 86.2% of FBswerein the phayngo
oesophageal region, while 13.7% in tracheobronchial region®.
Amongst the cases of FB in the food passage, age ranged from 1
year to 65 years, however FB hasa so beenreported”. intheliterature,
amongst infants oesophageal FBsare common especialy inchildren.
Most are ingested by children younger than 5 year with the peak
incidence between 6 monthsto 3 yearsasasequel to naturd proclivity
to put things in their mouth>®”. We found our cases evenly spread
over al age groups though they are marginally more below 5Syears.
18 (62.06%) out of 29 FBs in food passage were found in
cricopharynx; This was due to poor peristalsis, sphincteric action
and narrow diameter. In onelarge seriest, 50.5% FBsin food passage
were also seen in cricopharynx, thus supporting our observation.
Similarly, in yet another study®, 83.5% of FBs were located at the
cricopharynx.

We observed coin 12 (41.37%) followed by meat bone 7 (24.13%)
to be the commonest type of FB in food passage. In a study of 152
cases (104 children and 48 adults), 91 FBs (69%) were coin; Kamat
et a* found fish bone (39%) as the commonest FB. Geographical
factors involved in the study (coastal area) may account for this
difference in findings.

All our patients except 3 (10.34%) had radiological evidence of FBs.
In these three patients FBs being radiolucent , thin barium was given
and diagnosiswere made after theBaswallow. Kamat et al* observed
that 81.2% had either direct or indirect evidence of FB. None of our
patients devel oped complications; in one case stricture, aesophaghy,
flexible oesphagoscopy was resorted and FB was partly removed
and was partly pushed into the stomach.

FB in air passage:

Youngest patient was 1 year old while oldest was 40 years. Relatively
smaller number of patients limit our ability to comprehensively
compare it with other studies.

In 4 (50%) patients FBs were encountered in the right bronchus,
whereas in 2 (25%) patients they were in the left bronchus. In a
study where 42 patients were studied, 25 FBswere in theright main
bronchus and 17 in left main bronchus, thus supporting the
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conventional observation that right bronchus being larger and
straighter, invite FB more frequently. In 6 patients (75%) nature of
FB was seed. Bhalodiaet al°found vegetable FB, mostly seed (ground
nut) in 38 out of 42 patients, which isin keeping with our observation.
Noneof our patientswith FB in airway had evidence of FB (direct of
indirect) and only after bronchoscopy FBs were revealed and
removed.

Cases with suspected FB in tracheo bronchia tree can present with
normal auscultatory and /or X-ray chest findings. A definitive or
suspicious history of FB inhaation should be the most important
factor in deciding for bronchoscopy in these patients. Performing an
X-ray chest in these patients at the time of presentation has only a
limited value in diagnosis and should never influence the decision
for atimely bronchoscopy. Bhaodiya et a found norma X-ray
finding in 32 out of 42 patients. They also observed that the time
elapsed since inhalation was significantly related to normalcy of X-
ray chest findings. None of our patientsincluding onewho had ASD,
congenital heart disease developed any complications.
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