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*A.L. Okhakhu, *F.O. Ogisi
*ENT Unit, Department of Surgery, University of Benin Teaching Hospital,
Benin City.

ABSTRACT

We report a case of a 65year old
Nigerian male with an unusual foreign
body, a fishing hook in the oesophagus.
This was confirmed with a plain
radiograph of the chest done on a
routine medical check-up, although
patient was asymptomatic. The foreign
body was removed via a rigid
oesphagoscopy without any complication.
The need for appropriate and prompt
management of oesophageal foreign
bodies is emphasized.
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INTRODUCTION

Foreign bodies of the aerodigestive
tract have been reported to be a
common otolaryngological emergency at
the extremes of life. Children who are
less than five years of age are
particularly vulnerable because of their
inquisitive nature and the tendency to
explore every available cavity in their
body . Various objects are ingested;
ranging ‘from coins, plastics, pebbles,
parts of toys and corrosive agents.
Objects commonly ingested by young
adults and the elderly may be accidental
or deliberate and include corrosives
especially in those suffering from
psychiatric illnesses and dentures. Fatal
complications have been reported in
cases of impacted oesophageal foreign
bodies due to late diagnosis, Iate referral
to hospital and mismanagement®”’

We report a case of a flshlng hook in
the oesophagus in an elderly man. A
search through the literature revealed
only a single documented similar case
of a fishing hook in the hypopharynx®.
Fish hook in oesophagus of animals is
well documented®.

CASE REPORT

A case of a 65 years old male trader
who presented to the ENT Unit of
University of Benin Teaching Hospital
Benin-city as a case of referral from a
private hospital on account of a radio-
opaque foreign body detected on a
routine chest radiograph. He was
asymptomatic but on further probing he
volunteered a history of transient self
limiting chest pain following a meal
about three month before presentation.
This was not associated with vomiting,
cough, dysphagia, dyspnoea or feverish
feelings.

Physical examination was unremarkable.
However, a repeat soft tissue neck and
chest radiograph revealed a curved
radio-opaque object in the prevertebral
soft tissue at the level of T,/T3 (fig 1).
Results of haematological and biochemical
investigations were within normal limits.
Based on these, a diagnosis of foreign
body in the oesophagus (fishing hook)
was made.

The patient was worked up for rigid
oesophagoscopy and foreign body
removal under general anaesthesia.
Intraoperative findings were that of a
rusted metal fishing hook adherent to
the proximal part of the oesophagus
measuring 26mm which was retrieved at
about 22cm level and was delivered
along with the oesophagoscope using a
grasping forceps (Fig 2). A naso-gastric
tube was passed. Post operatively
patient was placed on nil by mouth and
intravenous antibiotics for 48 hours
while vital signs were monitored.
Thereafter, he was placed on graded
oral intake which was well tolerated and
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was subsequently discharged home to
be followed up in the clinic.

PICTURES

Fig. 1: X-ray showing the fish hook.
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Fig. 2: The extracted fish hook.
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DISCUSSION

Foreign bodies in the aero-digestive
constitute a common otorhinolaryngological
problem especially in the extremes of
life. It presents commonly with chest
pain, drooling, dysphagia, odynophagia
and vomiting depending on its location.
Angulated foreign bodies tend to be
trapped in the proximal oesophagus'.
Penetrating or sharp foreign bodies are
more dangerous as they tend to get
buried in the mucosa of the oesophagus
or perforate it with disastrous
consequences'®. Migration of sharp
oesophageal foreign bodies may result
in serious complications such as
oesophageal perforation, mediastinitis,
lung abscess, peritonitis®'®. Stricture
formation with resultant regurgitation are
known complications which may result
from  oesophageal foreign  body
ingestion or its management'®'".

Hard or sharp foreign objects in food
may cause traumatic injury such as
laceration of the soft tissues of the oral
cavity, throat, stomach and intestine.
From 1972 through 1997, the FDA
Health Hazard Evaluation Board
evaluated approximately 190 cases of
hard or sharp foreign objects in food.
These include cases of both injury and
non-injury reported to FDA. The Board
found that foreign objects that are less
than 7 mm, maximum dimension, rarely
cause trauma or serious injury except in
special risk groups such as infants,
surgery patients, and the elderly. This
emphasizes the need for careful
preparation of food and the need for
proper mastication before swallowing. In
the index case, the fishing hook was
swallowed wundetected. This is a
common finding in the elderly with loss
of palatal tactile sensation occasioned
by prolonged use of upper dentures'?.

‘_‘

14

i

1y



Vol. 9 No. 1 December, 2007

This was however not the case with this
patient as he did not have a denture.

Early diagnosis of oesophageal
foreign bodies may occur if the object is
radio-opaque. Delays may occur in
cases of non—opaque materials such as
dentures™.

The removal of the foreign body was
necessary to  forestall possible
complications such as migration,
perforations of the oesophagus with
subsequent mediastinitis’®. Removal of

oesophageal foreign bodies by the
unskilled in endoscopic retrieval is
associated with laceration of the

mucosal lining of the oesophagus. This
can be minimized by ensuring removal
is undertaken by skilled health
personnel who is more likely to withdraw
the grasped foreign body together with
the endoscope, as done in this case.

CONCLUSION

There is need for proper preparation
of all food before consumption and the
need to masticate food properly before
swallowing. Oesophageal foreign bodies
should be managed promptly and
appropriately.
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