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SUMMARY

Introduction Esophageal foreign bodies can cause a wide array of acute and delayed complications.
The aim of this paper was to report a complication during endoscopic removal of a long esophageal
foreign body.

Case outline An eight-month-old girl was admitted to our hospital due to an acute onset of dysphagia,
drooling, and vomiting. From the result of a plain anteroposterior X-ray, the patient was found to have
a long hairpin retained in her esophagus. During endoscopic removal using a polypectomy snare, the
hairpin was found to be stuck in the hypopharynx. It could not be removed by moving the scope and
placing the patient in different positions. Finally, the hairpin was pulled out using a pair of Magill forceps
under the control of a laryngoscope.

Conclusion The Magill forceps can be a very useful tool if a foreign body is stuck in the hypopharynx dur-
ing an endoscopic removal and should be readily available in any setting where this kind of endoscopic

procedure is being performed.
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INTRODUCTION

Foreign body ingestion is a relatively common
problem in the pediatric population. In most
cases (98%), it occurs accidentally [1]. Foreign
bodies most commonly found in the diges-
tive tract are coins, batteries, magnets, and toy
parts. Approximately 80-90% of ingested for-
eign bodies pass through the body spontane-
ously, while the rest (10-20%) may require a
non-surgical intervention or, rarely (less than
1%), surgery [2].

Esophageal foreign bodies tend to be re-
tained in areas of physiologic narrowing, such
as the upper and lower esophageal sphincter
and the level of the aortic arc. They can be
more commonly found in children with ana-
tomical defects (such as esophageal stenosis
and diverticula), experience of previous sur-
gery (such as treatment for esophageal atresia),
or pre-existing disease (such as eosinophilic
esophagitis) [3]. Children can be asymptomatic
or can present symptoms such as the following:
dysphagia, vomiting, drooling, refusal of meals,
stridor, and respiratory distress. Regardless of
being symptomatic or asymptomatic, these
patients are prone to complications that range
from negligible to life-threatening.

The aim of this paper was to report a com-
plication during endoscopic removal of a long
esophageal foreign body.

CASE REPORT

An eight-month-old girl was admitted to our
hospital because of an acute onset of dyspha-
gia, drooling, and vomiting. Her medical and
family history was unremarkable. Physical
examination showed signs of mild dehydra-
tion. A plain anteroposterior X-ray revealed a
long hairpin in her esophagus (Figure 1). The
patient was taken to the operating room for
endoscopic removal of the hairpin under en-
dotracheal general anesthesia. During a flexible
esophagoscopy, after unsuccessful attempts to
grasp the hairpin by an alligator grasper, it was
encircled using the polypectomy snare (Figure
2) and pulled up to the hypopharynx, where
it suddenly became stuck. It could not be re-
moved either by the gentle left-right move-
ments of the scope or by shifting the patient
from the prone to the left and right lateral posi-
tions. Finally, the anesthesiologist grasped and
pulled the seven-centimeter-long pin out using
Magill forceps under the control of a laryngo-
scope. Second-look esophagoscopy revealed
mucosal erythema and a few erosions in the
middle third of the esophagus. The post-pro-
cedural course was uneventful.

DISCUSSION

Foreign bodies in the esophagus can cause a
variety of complications, which can be divided
into acute (erosions, deep laceration, ulcer, per-
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Figure 1. Anteroposterior X-ray — a long hairpin retained in the esopha-
gus

foration, respiratory distress, and even death) and delayed
(stricture, esophago-tracheal and esophago-aortic fistulas)
complications [4-7]. The rate of complications is directly
proportional to the foreign body sharpness and impaction
time [8]. Early recognition and endoscopic intervention is
of paramount importance in order to prevent a wide array
of potential complications.

A variety of therapeutic procedures to remove esoph-
ageal foreign bodies has been described. These include
flexible and rigid endoscopy, Foley catheter extraction,
bougienage, and the use of Magill forceps [9, 10, 11].
Flexible endoscopy under general anesthesia is the thera-
peutic procedure of choice because the foreign body can
be directly removed and the esophagus can be examined
for potential complications and other pathology [1]. En-
doscopists should be familiar with different tools for re-
moving foreign bodies, such as various types of graspers
(rat-tooth, alligator), retrieval net, polypectomy snare, and
biopsy forceps. Rigid endoscopy may be a viable alterna-
tive, especially in cases with sharp foreign bodies located
in the hypopharynx and the proximal esophagus.

According to the North American Society for Pediatric
Gastroenterology, Hepatology and Nutrition Endoscopy
Committee’s recently revised guidelines for the manage-
ment of ingested foreign bodies in children, the timing
of the esophageal foreign body removal depends on the
foreign body type, the presence of symptoms, and the time
of the patient’s last oral intake and can either be emergent
(< 2 hours from the presentation, regardless of the nil per
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Figure 2. The hairpin encircled with polypectomy snare during en-
doscopic removal

os (NPO) status) or urgent (< 24 hours from the presen-
tation, following the usual NPO guidelines) [1]. In cases
of long esophageal foreign bodies, like the one presented
in this article, endoscopic intervention should be done
urgently in case of both asymptomatic and symptomatic
patients. When the patient is symptomatic, surgical con-
sultation before endoscopy is mandatory, as the impacted
foreign body may have perforated the esophageal wall.
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of the 88 pediatric patients [11].

In conclusion, if a long foreign body is retained in the
esophagus, an urgent endoscopic removal is absolutely
necessary. The Magill forceps can be a very useful tool if
the foreign body is stuck in the hypopharynx during an
endoscopic removal and should be readily available in any
setting where this kind of endoscopic procedure is being
performed.
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Komnaukauuja Tokom eHgockonckor Bahera Ayraukor CTpaHor Tena U3 jeraka

KOojA .quoquu,e y3pacta ocam meceuu
3natko hypwuh, [iparomby6 KrsaHosuh

YHuep3uTeT y Huwy, MeauumHckn dakyntet, KnuHika 3a fieyje nHtepHe 6onectu, factpoeHTeponowwkm oacek, Huw, Cpbuja;
YHuBep3uteT y Huwy, MeanumnHckn dakynteT, Knuuka 3a fevjy xupyprujy u optoneaujy, Haw, Cpbuja

CAMETAK

YBopg CrpaHa Tenay jefjtbaky Mory npoy3poKoBaTu BEIUKM 6poj
AKYTHMX 11 OFJIOKEHMX KOMNMKaLmja.

Linsb oBor papa je 61o Aa NprikaXeMo KOMMMKaLujy y TOKy
OfCTpatbVBatba Ayror CTpaHOr Tena 13 jefrbaka.

Mpukas 6onecHuka [leBojuniia y3pacta ocam MeceL Nprmbe-
Ha je y 60mHMLY 360r akyTHe ancdaruje, xunepcanvsaumje n
nospahatba. Ha HaTUBHOj rpaduju y aHTeponocTepriopHOM Mo-
noXajy HaheHa je Ayrauka WHana, Koja ce 3aapxana y jefrbaky.
Tokom eHfoCKOMCKOr Bahera y3 NprMeHy omMye 3a Nosimnek-
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TOMUjy LHasa ce 3arnaBuna y xunodapuHrcy. Huje morna 6uti
n3BalheHa NoKpeTMMa eHAOCKOMa 1 MOCTaB/bakeM bonecHrKa y
pasnuunTe nomnoxaje. KoHauHo, WHana je n3gaheHa y3 nprmeHy
MarvnoBor ¢popLernca nog KOHTPOIOM JTAPUHTOCKOMa.
3akrbyyak Marunos dopuenc Moxe 61T Beoma KoprcHo opyhe
aKo Ce CTpaHO Te0 3araBu y X1nodaprHrcy TOKOM eHLOCKON-
cKkor Bahetba v Tpebano 6u fa 6yae ROCTyNaH y CBUM NpuiMKama
Kafa ce o6aB/ba 0Ba BPCTa EHLOCKONCKE npoLiesype.

KrbyuHe peun: Komnavkauuja; CTpaHo Teno; EHA0CKONKja;
Baherbe; Marvunos dopuenc
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