Endoscopic Foreign Body Removal

Orient Journal of Medicine

Vol 27 [1-2] Jan-Jun, 2015

CASE REPORT

Foreign body ingestion in children: case report and literature review
Emeka RAY-OFFOR1,2
Njideka C ANEKE2
Department of Surgery
University of Port Harcourt
Teaching Hospital
Rivers State, NIGERIA
2Oak Endoscopy Centre
Port-Harcourt
Rivers State, NIGERIA
1

Author for Correspondence
Dr Emeka RAY-OFFOR
Department of Surgery
University of Port Harcourt
Teaching Hospital
PMB 6173Port Harcourt
Rivers State, NIGERIA
Email: erayoffor@yahoo.com
Phone: +234-803-310-1168

ABSTRACT
Foreign body (FB) ingestion is a common occurrence in children. In most
cases these foreign bodies pass through the gastrointestinal tract
uneventfully. The important considerations for intervention include size,
shape, and composition of the FB. Also, the site of lodgement and
underlying pathology in the patient with the unlikelihood of passage,
are worthy of note. A 5-year old asymptomatic boy was referred to our
service with a 1-week history of ingestion of a coin. A plain abdominal xray study done the day following the ingestion showed an oval shaped
opacity in the area of the stomach. A prompt upper gastrointestinal (GI)
endoscopy was performed under general anaesthesia with cuffed
endotracheal intubation, following which, a two-penny British coin was
retrieved from the stomach using alligator forceps passed through a
flexible gastroscope. The patient was discharged a few hours after the
procedure, in a stable condition. His 7th day post-procedure follow-up
visit was uneventful. A prompt endoscopy for assessment and retrieval
of foreign bodies in children reduces the risk of morbidity and duration
of family anxiety.
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INTRODUCTION
Foreign bodies are commonly ingested in the
paediatric age group. The peak age incidence
is in the 6month - 6year age range.1 Infants
and children driven by a high level of
curiosity place objects in their mouths. In
most cases, once the objects are able to pass
through the oesophagus they would exit he
gastrointestinal tract, uneventfully. However,
a significant percentage may require
intervention, depending on the size, shape,
type of FB, or underlying pathology in the
patient.2
Studies have shown that coins are the most
commonly ingested foreign body in
children.3,4,5,6 Some other objects commonly
ingested are toy parts, marbles, sharp objects
www.orientjom.com

and disk batteries. In adults, the foreign body
that is ingested more frequently is dental
prosthesis, with the elderly, mentally
impaired
or
patients
with
alcohol
dependency, at greater risk.7 The adverse
outcomes of foreign body ingestion are
impaction, perforation, or obstruction, most
often at the sites of acute angulation or
physiologic narrowing.8 These sites are at the
levels of the crico-pharyngeus muscle, gastrooesophageal junction, pylorus and ileo-caecal
valve.
The first step in managing such cases is
accurate determination of the foreign body
lodgement site. This can be done through
plain radiographs, hand-held metal detectors,
ultrasound
scanning,
computerised
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tomography or magnetic resonance imaging,
provided it is not a ferro-magnetic foreign
object.
Conservative
management
is
advocated if the object has passed through
the pylorus with serial clinical assessments
including serial radiographs.9
There is, usually, a high level of anxiety in the
parents of these children as they may not
even be aware that the foreign bodies have
been passed in stool. Endoscopy (rigid or
flexible) is one of the several intervention
techniques available for the treatment of
foreign body ingestion. The flexible
endoscope allows a thorough examination of
the oesophagus, stomach and duodenum for
mucosal integrity in addition to foreign body
retrieval.
We report a case of a successful retrieval of a
swallowed coin in a child using a flexible
gastroscope and same-day discharge of
patient from an endoscopy centre with no
untoward complication. This highlights the
utility in endoscopic intervention for foreign
body ingestion in paediatric patients.
CASE REPORT
A 5-year old boy was referred to Oak
Endoscopy Centre with a 1-week history of
ingestion of a coin, for foreign body retrieval.
No history of gagging, vomiting, abdominal
pain, change in bowel habit or distension. A
plain abdominal x-ray study done the day
after the ingestion showed an oval shaped
opacity in the area of the stomach. His
parents delayed his presentation to hospital
in the failed expectation that the coin would
be passed per-rectum.
On examination, he was not in any distress,
afebrile, anicteric, acyanosed, not pale and
vital signs were normal. His chest was
clinically clear, and abdomen was full, moved
with respiration, soft, without tenderness in
any
region
and
without
palpable
organomegaly.
Figure
1.
Bi-planar
radiographs
oesophagogastroduodenoscopy
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A repeat bi-planar abdominal x-ray study still
showed the opacity in the area of the stomach
(Figure1).The pre-endoscopy blood test results
were as follows: packed cell value 37%;
retroviral screening test – non-reactive;
hepatitis-B surface antigen- seronegative.
A prompt upper GI endoscopy was
performed on the same day under general
anaesthesia
with
cuffed
endotracheal
intubation; preceded by a 5-hour of nil per os
period. A two-penny British coin (Figure 2)
was lodged in the greater curvature of the
stomach covered by food debris. Using a pair
of alligator forceps through a Karl Storz
13801PKSvideo gastroscope, the coin was
grasped and carefully extracted with
deflation of the endotracheal tube cuff as the
coin passed through the crico-pharyngeus.
Figure 2. Flexible endoscopic retrieval of two
pence coin

The patient was discharged home three hours
after the procedure in a stable condition. On
his follow-up visit on the 1st post-procedure
day, there was a sore-throat which had
resolved by the day-7 visit. There was no
further complaint and parents were relieved
of anxiety.
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DISCUSSION
Young children accidentally ingest foreign
bodies. In many instances, this goes
unrecognized or unreported until the onset of
symptoms, which may be remote from the
time of ingestion.10 About 10–20% cases of
ingested foreign body will require nonoperative intervention and 1%, or less, will
require surgery.11 The risk of mortality is
relatively very low. Accurate diagnosis and
timely management are crucial to the
reduction of morbidity in this condition. The
prompt intervention alleviates the duration of
parents’ anxiety and consequent exposure to
radiation from serial radiographs performed
during conservative management.12
Broadly, the indications for intervention in
foreign body (FB) ingestion in paediatrics
include: FBs in the oesophagus, FBs in
stomach that are sharp, pointed or toxic, blunt
FBs more than 4cm in length and 2cm in
diameter, presence of non-toxic blunt FBs for
2weeks in the stomach or 1week in the
duodenum.13 The presence of fever, vomiting,
or abdominal pain are indications for
immediate surgical evaluation. Preceding
this, bi-planar radiographs can identify most
true foreign objects including free mediastinal
or peritoneal air. However, for conservative
management of FBs, the physician’s
instruction is that of a regular diet while,
closely observing the patient’s stool for the
ingested object. In the absence of symptoms,
weekly radiographs are sufficient to follow
the progression of small blunt objects not
observed to pass spontaneously.3,14
A myriad of objects are ingested by children
with specific risks of injury. Disk batteries can
cause liquefaction necrosis from caustic
substances released, especially, when lodged
in the oesophagus; and toy parts or sharp
objects risk epithelial injury or perforation. In
the index case, a British two-penny coin,
made of copper-plated steel, was the foreign
body ingested. The potential risk of chemical
injury from gastric acid reaction on a solitary
coin has not been reported from our search of
literature. However, copper intoxication has
been reported following ingestion of multiple
two-penny British coins.15,16
www.orientjom.com
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Flexible endoscopy is useful for diagnosis,
removal, and treatment of an underlying
pathology. The endoscopic accessories for
foreign body retrieval include: rat tooth and
alligator forceps, polypectomy snare, polyp
grasper, Dormier basket, retrieval net, over
tubes of oesophageal and gastric lengths, and
a foreign body protector hood.17 The choice of
instrument used is influenced by availability
and technical artistry of the endoscopist. We
used a pair of alligator forceps which was able
to firmly grasp and retrieve the coin safely.
An open surgical option is indicated in
unsuccessful endoscopic intervention or as
treatment for the complications of impaction
including obstruction or perforation of a
hollow viscus. Laparoscopic intervention, has
also, been reported.18 However, in some cases,
extraction will require an incision larger than
a port site because the objects can be large
and irregularly shaped.19
The practice of flexible endoscopy in children
is negligible in Nigeria, partly due to few
trained paediatric endoscopists, availability of
special equipment for children less than
3years of age and added cost of anaesthesia.20
This is in contradistinction to adult
endoscopy which is commonly performed
under sedation. Paediatric endoscopy is
commonly
performed
under
general
anaesthesia even in countries where the
service is developed.21There is, therefore, a
compelling need for the training in
endoscopic techniques which entails basic
skills of scope navigation, mucosal inspection,
retroflexion, loop reduction and targeting.22
The use of simulation-based training has been
advocated, because it has the potential to
shorten the learning curve, allow assessment
of performance and reduce the likelihood of
harm caused to patients by novitiate
endoscopists.23
CONCLUSION
A prompt endoscopic assessment and
intervention in foreign body ingestion
reduces the duration of family anxiety. An
interventional
flexible
video
oesophagogastroduodenoscopy is efficacious
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in the retrieval of ingested foreign body in
children, and so, the training of more
paediatric endoscopists is highly and urgently
desirable.
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