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Streszczenie

Abstract

Migracja ciala obcego poza $wiatlem przetyku wystepuje rzadko. Moze ona jednak prowadzi¢ do zagrazajacych zyciu
powiktan, gdyz cialo obce moze przemieszczaé si¢ w dowolnym kierunku, uszkadzajac wazne naczynia i struktury w okolicy
szyi. Wynik leczenia zalezy od szybkiego ustalenia rozpoznania i wezesnej interwencji. W pracy przedstawiono przypadek
52-letniej kobiety skarzacej si¢ na ostry, ktujacy bol w gardle dzien po potknieciu rybiej oéci. W badaniu metodg laryngoskopii
bezposredniej i esofagoskopii nie udato si¢ zlokalizowa¢ ciata obcego, a objawy utrzymywaty sie przez kolejne 3 dni.
Tomografia komputerowa potwierdzita obecno$¢ ciata obcego zlokalizowanego miedzy pochewka prawej tetnicy szyjnej a prawym
platem tarczycy. Kontynuowano eksploracje szyi i z powodzeniem usunieto rybia o$¢. Trudnosci w zlokalizowaniu ciata
obcego wynikaly z faktu, iZ jego umiejscowienie réznilo sie od tego zobrazowanego w poczatkowym badaniu metoda
tomografii komputerowej.

Stowa kluczowe: cialo obce, gorny odcinek przetyku, 0s¢

Extraluminal migration of a foreign body in the oesophagus is rare. It can result in life-threatening complications as it can
migrate anywhere causing injury to vital vessels and structures in the neck region. The patient’s outcome depends on prompt
diagnosis and early intervention. We present a case of a 52-year-old female with a complaint of sharp pricking pain in her
throat with a history of fish bone ingestion one-day prior. Direct laryngoscopy and oesophagoscopy failed to localise the
foreign body and the symptoms persisted for 3 days. Computed tomography scan confirmed a foreign body located between
the right carotid sheath and the right thyroid gland. We proceeded with neck exploration and successfully removed the
foreign body. Multiple difficulties were encountered in localising the foreign body as its location differed from the one in the
initial computed tomography scan.

Keywords: foreign body, upper oesophagus, fish bone

Highlight Box

Incidents of migrating ingested fish bone are very uncommon. Prompt diagnosis and management helps to avoid all
complications of migrating fish bone into the complex spaces with multiple adjacent important structures in the neck region.
This case report presents prompt diagnosis and surgical management that successfully prevented any complications.

©2023 Abdul Rashid etal. Thisisan open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License (CC BY-NC-ND).
Reproduction is permitted for personal, educational, non-commercial use, provided that the original article is in whole, unmodified, and properly cited.
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INTRODUCTION

of common complaints seen in Otorhinolaryngology

practice, which can occur in both children and adult
age groups. Extraluminal FB migration is usually rare
and more often occurs as a result of fish bone rather than
chicken bone ingestion due to the presence of sharp edges.
It can cause significant morbidity if not promptly addressed.
Clinicians should consider the diagnosis of a migrating FB
as one of the differential diagnoses in a patient with signif-
icant history of FB ingestion who experiences persistent
sharp pricking pain with failure to identify the FB during
oesophagoscopy.

F oreign body (FB) ingestion, especially a fish bone, is one

CASE DESCRIPTION

A healthy 52-year-old female presented with continu-
ous sharp pricking pain over the right side of the neck for
3 days. She had a history of accidental fish bone ingestion
one day prior to symptom onset. Otherwise, she had no fe-
ver, neck swelling, difficulty breathing or swallowing, noisy
breathing or voice changes. On examination, she did not ap-
pear septic, with no neck swelling and with normal flexible
nasopharyngolaryngoscopy. She initially sought treatment
at a private hospital where a plain radiograph confirmed an
opaque FB located at the upper oesophagus. However, dur-
ing direct laryngoscopy and oesophagoscopy under gen-
eral anaesthesia, no FB was seen except for only oedema-
tous cricopharyngeus area with ulceration. The procedure
was abandoned and since the symptoms persisted the next
day, she was subjected to computed tomography (CT) of the
neck. CT scan showed features suggestive of a migrating FB
in the right neck, located between the carotid sheath and
the right thyroid gland with perforation of the oesophagus
and surrounding inflammatory changes (Fig. 1).

Neck exploration under general anaesthesia was performed
with skin incision made along the skin crease of the right
neck two finger breadths below the mandible. Subplatysmal
flap was raised both superiorly and inferiorly. The sterno-
cleidomastoid muscle was retracted laterally and the dis-
section continued at the area of the paracarotid tunnel,
however, still unable to localize the FB after fully expos-
ing the paracarotid tunnel. The exploration was extended
towards the right thyroid gland based on the presumption
of further FB migration and the location of FB in preop-
erative CT posterior to the thyroid gland. Finally, the fish
bone was found embedded entirely inside the right thyroid
lobe, which was not a similar site shown in preoperative CT
(Figs. 2, 3). Upon removal of FB, the surrounding struc-
ture including the thyroid gland and the carotid sheath was
normal. She was then discharged well on day two post-sur-
gery. During the follow-up visit up to one-month post-sur-
gery, she was keeping well, had no neck swelling or pain,
and no interscapular pain, and was able to tolerate oral food
normally.
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Fig. 1. Neck CT, soft tissue window, axial cut (A) showing extralu-
minal migration of a fish bone (arrow). On coronal cut (B)
showing a close relationship between foreign body (arrow)
and carotid vessel (red*) and right thyroid gland (black*)

DISCUSSION

Extraluminal migration of FB in the upper oesophagus is
rare but when it does occur, it can lead to serious compli-
cations as it can migrate anywhere in the neck region, caus-
ing injury to its structures”’. Commonly ingested food par-
ticles that cause extraluminal FB migration usually will
have a sharp edge and are horizontally placed that can
pierce through oesophageal mucosa as per this case scenar-
io®@. Migration of a FB extraluminally may be contributed
by voluntary neck movements, oesophageal peristalsis and
tissue reaction that propels the FB through the soft tissue
of the neck®@. As the food boluses pass downward into the
oesophagus, they create a contraction force at the hypo-
pharynx and upper oesophageal muscle that will cause FB
penetration into the oesophageal wall®.
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Fig. 2. The fish bone in between forceps tip entirely embedded in right
thyroid gland (arrow)

Fig. 3. A 2 cm long fish bone with sharp edge removed

In the case of FB that lodges in the upper oesophagus, espe-
cially in the cricopharyngeus area, flexible or rigid 70-degree
laryngoscopy may show mucosal oedema or the pooling of
saliva at the pyriform fossa that may suggest a penetrated FB.
Not all types of fish bone will present clinically significant ra-
diopacity in the plain radiograph. Only 9 out of 15 types of
fish bone demonstrated opacity in plain radiograph, which
helped in the diagnosis of FB (Tab. 1)®. Radiolucent types
of fish bone need a CT scan to aid the diagnosis.

Persistent symptoms after negative findings of FB dur-
ing oesophagoscopy gave us a high index of suspicion of
a migrating FB. Thus, a CT scan was indicated to confirm

Degree Opaque even . .
of opacity | when embedded Opaqueinairway |  Radiolucent
Seabass Black pomfret
(atfish Yellow stripe scad
Grouper !

Types of Fish Pangas Herring Yellowtail scad

Tuna Croaker Ponyfish

Snapper Mackerel
Hardtail scad Short mackerel

Tab. 1. Opacity of fish bone in plain radiograph by Irfan Moha-

mad et al.
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the presence and location of FB prior to neck exploration.
Johari et al. reported a case of extraluminal migration of
a fish bone even further, which was coursing from the right
thyroid lobe and piercing the right common carotid artery,
which was removed uneventfully via neck exploration.
We performed neck exploration and FB removal after the CT
scan was done. Apparently, we failed to locate the FB in the tar-
geted area. We postulated that the FB migrated further due to
neck movement and manipulation during neck exploration.
Exploration extended further towards the direction of the right
thyroid gland due to its close proximity with the FB in the pre-
operative CT. The FB was found fully embedded in the right
thyroid gland and successfully removed. No sign of inflamma-
tion was seen after FB removal as neck dissection was done
promptly. If the surgery was delayed and premorbidly patient
had uncontrolled diabetes mellitus the outcome of surgery
might have differed. Intraoperative real-time radiological im-
aging is also one of the available methods in localising embed-
ded FB in soft tissue head and neck regions during surgery.
Kang et al. reported a case of a micro-screw in the intrinsic
tongue muscle that had been dropped into the sublingual space
during a lower alveolar bone graft procedure, which was suc-
cessfully traced in the three-dimension location using intra-
operative real-time radiological imaging®. However, no pre-
vious cases using intraoperative real-time radiological imaging
in localising FB fish bone were reported. We suggest using this
method in any centre having this modality as it allows for more
controlled and targeted surgical dissection, minimized compli-
cations and reduced operative time.

Prompt surgical removal ensures good outcome in such cases.
If we further delay the surgery, it might result in dreadful com-
plications such as vascular injury, deep neck abscess, mediasti-
nitis and aortoesophageal fistula. Seven-point three percent of
major complications occurred in oesophageal FB and the risk
of complications increases 14 times when the FB is impact-
ed for more than 24 hours®. Although in our case the FB was
removed more than 24 hours after initial ingestion, no major
complications such as injury to vessels, neck abscess, oesopha-
geal perforation or mediastinitis occurred®¢-19.

CONCLUSION

Physicians should have a high index of suspicion for ex-
traluminal FB migration when encountering patients with
a history of FB ingestion who report persistent sharp prick-
ing pain over the neck, despite negative findings during la-
ryngoscopy and rigid oesophagoscopy. CT scan is manda-
tory in detecting FB and preoperative mapping of the FB
site. Neck exploration should commence as soon as possi-
ble in the extraluminal migration of FB to avoid any major
life-threatening complications.

DOI: 10.15557/PiMR.2023.0045

261



262

Khairul Naimah Abdul Rashid, Khairul Bariah Noh, Abdul Mokhti Abdullah, Irfan Mohamad

Conflict of interest
All authors have no conflict of interest in this case study.

Acknowledgements
Authors would like to thank all personnel involved in managing this case.

Author contributions

Original concept of study: KNAR, KBN, AMA. Collection, recording
and/or compilation of data: KNAR, KBN, AMA. Analysis and interpre-
tation of data: KNAR. Writing of manuscript: KNAR. Critical review
of manuscript: KNAR, IM. Final approval of manuscript: IM.

DOI: 10.15557/PiMR.2023.0045

Pismiennictwo

1.

10.

Akulwar AV, Dwivedi G, Dwivedi D: Migrating extraluminal for-
eign body hypopharynx. Med ] Armed Forces India 2010; 66:
196-197.

Divya GM, Hameed S, Ramachandran K et al.: Extraluminal
migration of foreign body: a report of two cases. Int ] Head Neck
Surg 2013; 4: 98-101.

Irfan M, Ahmad Helmy AK, Wan Shah Jihan WD: Radio-opac-
ity of commonly consumed bony fish in Kelantan, Malaysia. Med
] Malaysia 2012; 67: 491-493.

Johari HH, Khaw BL, Yusof Z et al.: Migrating fish bone piercing
the common carotid artery, thyroid gland and causing deep neck
abscess. World ] Clin Cases 2016; 4: 375-379.

Kang YH, Byun JH, Choi MJ et al.: Successful localization of
intraoral foreign body with C-arm fluoroscopy. Maxillofac Plast
Reconstr Surg 2014; 36: 219-223.

Loh KS, Tan LKS, Smith JD et al.: Complications of foreign bod-
ies in the esophagus. Otolaryngol Head Neck Surg 2000; 123:
613-616.

Chung SM, Kim HS, Park EH: Migrating pharyngeal foreign
bodies: a series of four cases of saw-toothed fish bones. Eur Arch
Otorhinolaryngol 2008; 265: 1125-1129.

Shergill GS, Nayak DR, Dora A et al.: Migrating foreign bodies
in the upper aerodigestive tract: a surgical challenge. BMJ Case
Rep 2015; 2015: bcr2015210326.

Pai K, Pillai S, Bhandarkar A et al.: Migrating ingested foreign
body of the upper aerodigestive tract with resultant septic shock:
case report and literature review. Sultan Qaboos Univ Med ]
2013; 13: 606-610.

Joshi AA, Bradoo RA: A foreign body in the pharynx migrating
through the internal jugular vein. Am J Otolaryngol 2003; 24: 89-91.

PEDIATR MED RODZ Vol. 19 No. 3, p. 259-262




	Button 53: 
	Button 39: 
	Button 54: 
	Button 55: 
	Button 56: 


