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Foreign Bodies in the Gastro-Intestinal and Respiratory Tracts
in Children: A Report on 14 Cases
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ABSTRACT. The present study describes 14 cases of foreign bodies in the gas-
tro-intestinal (13 cases) and respiratory (one case) tracts in children. Five of
the cases were endoscoped. Three successful trails of removal of the foreign
bodies were obtained (one bronchoscopicly and two gastroscopicly).

In addition, two foreign bodies among the 14 cases were intra-mural (one in
the oesophagus and one in the duodenum) and could neither be seen by the en-
doscope nor during surgery. Oesophagotomy and duodenotomy to remove
them had to be performed.

Keywords: Foreign bodies, GIT, Respiratory tract, Thoracotomy, La-
protomy.

Introduction

The majority of the ingested foreign bodies (FB) require no medical -or. surgical inter-
vention for removal, while those inhaled into the respiratory tract must be removed as
soon as they are diagnosed. Prior to the era of modern endoscopy, patients required gen-
eral anesthesia for removal of the ingested objects or the non-therapeutic ones intro-
duced into the rectum!!). Coins which are the most commonly FB ingested by children
would pass spontaneously in most of the cases and are rarely retained, but sharp objects
might pierce the wall of the gastro-intestinal tract (GIT) and lead to complications such
as perforation, abscess formation or entero-vascular hemorrhage. Such objects need to
be retrieved immediately after diagnosis. They might also be asymptomatic and dis-
covered at a later stage when the patient starts to complain of dysphagia, abdominal
pain or recurrent chest infectionl?]. In the present study, thirteen cases of FB in the GIT
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and one case of the respiratory tract were all managed by the author. Successful con-
servative treatment was obtained in 9 cases while 3 cases were retrieved endoscopically
and the other 2 had to be removed surgically.

Patients and Methods

Between 1990-1994, 14 children (9 boys and 5 girls of 1 1/2 to 12 years of age) were
seen in the emergency room and the out-patient department because of ingestion and in-
halation of FB. Those who swallowed coins of different sizes confirmed by plain X-ray
(9 children) were managed conservatively and given a mild laxative. It was successful
and confirmed by observing the stools of the patients and taking a repeat plain X-ray of
the abdomen. On the other hand, one child (a boy aged 2 years) swallowed a button bat-
tery and another child (a girl aged 7 years) swallowed a metal clip. Both FB were re-
trieved immediately after diagnosis by using the paediatric endoscope and the magnetic
foreign body extractor to avoid the possibility of perforation. The cases were done un-
der general anesthesia. The other three children (3,5, and 7 years of age) were seen in
the out-patient clinic because of repeated vomiting and failure to thrive, recurrent chest
infection and cough for a few months, and recurrent abdominal pain with occasional
vomiting respectively. Plain X-ray of the chest of the first child (3 year old boy) showed
a metallic FB in the form of a ring (Fig. 1). It was stuck at the junction between the

Fig. 1. Plain x-ray of the chest showing the ring in the wall of the oesophagus. The endotracheal tube and the
rigid oesophagoscope are also seen.
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upper and middle thirds of the oesophagus (341 The history from parents was very un-

helpful. The second child (5 year old girl) had been coughing for two months with chest
infection not responding to medical treatment. She had a decreased air entry to the left
lower lobe of the lung. Chest X-ray showed unresolved pneumonia with partial collapse
of the left lower lobe of the lung possibly due to the presence of a bronchial FB. The
third child (7 year old boy) gave a history of recurrent abdominal pain with occasional
vomiting. Plain abdominal X-ray showed a hairpin in the region of the second part of
the duodenum (Fig. 2). All the three children were admitted to the hospital for a trail of

FiG. 2. Plain x-ray of the abdomen showing the hair-pin in the wall of the second pant of the duodenum.
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endoscopic removal of the FB using procedures described previously>). Only the girl
with the FB in the left bronchus has a successful bronchoscopic removal of the peanut
which was very firmly adherent to the wall of the bronchus and was taken out pea-
cemeal (Fig. 3). The procedure was done under general anesthesia using the rigid bron-

Fic. 3. Shmﬁng the rusty peanut after extraction piecemeal from the left bronchus.

choscope after a consent from the parents was obtained. Upon removal of the peanut,
immediate return of good air entry to the left lower lobe of the lung was noticed by the
anesthesiologist. The child stayed in hospital for overnight and post-bronchoscopic
chest X-ray was done and confirmed the inflation of the lobe. The patient was given a
course of broad spectrum antibiotic with cough medicine and discharged home the fol-
lowing day after she had made an uneventful recovery. She was followed-up in the clin-
ic one week later with no further chest manifestation. The other two boys (3 and 7 years
of age) had endoscopic trials to see and remove the metallic FB which were un-
successful even under fluoroscopic control because they were embedded inside the wall
of the alimentary tract. Consent from the parents were taken for the right thoracotomy
(4™ intercostal space and laparotomy), respectively (Fig. 4).

The dark and rusty ring was found in the cicatrix of the oesophageal wall and re-
moved through a longitudinal incision of the wall which was then repaired without
causing stenosis of the oesophageal lumen (Fig. 5). Post-operatively underwater seal
drain was left for one week. Gastrografin swallow was done before the removal of the
drain and showed a good flow without leakage. The child was discharged home on the



Foreign Bodies in the Gastro-Intestinal and Respiratory Tracts in Children: A Report on 14 Cases

J
N

Fic. 4. The rusty ring is shown during extraction from the oesophagus through right thoractomy.
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Fic, 5. Showing the rusty ring after removal.

following day and reviewed in the clinic without showing any post-operative complica-
tions. Regular follow-up was very satisfactory and the child grew up normally af-
terwards. The third child (7 year old boy) had a laparotomy and duodenotomy after
kocherization. The hairpin was also found in the cicatrix of the duodenal wall in its sec-
ond part away from the duodenal papillae according to the procedures described pre-
viously!”8], It was extracted successfully and was also found rusty (Fig. 6). The du-
odenum was closed with size 2/0 Vieryl without obstruction to the lumen. A drain was

- left beside the duodenotomy and removed 3 days later after the gastrografin meal study
showed a good flow and no leakage. The patient was given oral fluids followed by regu-
lar diet and was discharged home on the sixth post-operative day. He made an un-
eventful recovery. Regular check-up in the clinic was again very satisfactory.

Results

. Nine out of 13 gastrointestinal FB passed spontaneously, per anus. The remaining 4
were endoscoped with successful removal of the FB in 2 of them while in the other 2
patients the FBs could not be visualized as they were intramural, but they were removed
surgically through right thoracotomy and laparotomy, respectively. The 14th patient
who inhaled the peanut had successful bronchoscopic removal of the peanut from the
left bronchus. Non of the patients had any endoscopic or post-operative complications.
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FiG . 6. Showing the rusty hair-pin after removal piecemeal.
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Discussion

Although most FB pass through the GIT without difficulty; sharp, pointed and el-
ongated FB are associated with a greater risk of perforation, vascular penetration and
other complications®® 1], Artificial perforation might occur during the endoscopic re-
moval of the FB from the oesopha%us[lz'l“]. The penetration might lead to migration of
the FB from the gut to the outside! 1161, The FB can also be found retained in the stom-
ach after pyloromyotomy in children due to the disturbed pyloric function after such
surgery[”'lg]. The cause of the presence of FB-in the alimentary or respiratory tract in
children is usually incidental. Coins are more frequently ingested, while peanuts ac-
count for more than 80% of the inhaled bronchial FB(2%, Some of the FB are radio-
opaque and can be seen on plain X-ray while others need special techniques or endos-
copy. :

In children the history should be obtained carefully from the parents or observers but
this again might not be complete and helpful in some cases. Dysphagia, recurrent ab-
dominal pain or recurrent chest infection in a little child might give a clue to the di-
agnosis. The use of the metal detector as a new modality to detect metallic FB is as use-
ful as the plain X-ray which is considered as the golden tool21], In some of the reports ,
conservative management was successful in 93% of cases while 7% needed operative
removall?223], The FB containing mercury or lead or those which are gointed and sharp
should be extracted as soon as possible to avoid complications[24‘25 . The FB in the
bronchial tree should be removed bronchoscopically as soon as they are diagnosed,
while the impacted FB in the gut might need surgical removal if the endoscopy trial is

failed. The intra-mural FB with no doubt should be removed surgically through thor-

acotomy or laparotomy[26:27],
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