Foreign Bodies in Pharynx and Oesophagus
In the pharynx, fish and chicken bones are the usual foreign body culprits.  

Foreign bodies of the pharynx usually lodge themselves in the pharyngeal or lingual tonsils or in the piriform sinuses.  

The patient has a globus sensation or sharp pain when attempting to swallow. 

Patients usually present within a few hours, but foreign bodies are actually identified on endoscopy in only 25% of patients who complain of their presence.

Most of the time the foreign body passes, and mucosal trauma from the passage of the body produces symptoms for several days. 

Simple examination with a head mirror and/or a nasopharyngoscope should be performed. Usually, the pharyngeal foreign body can be identified and removed all at the same time.

Serious complications can result from persistent foreign bodies.  The include retropharyngeal abscess (the most common cause of which is a fish bone in the retropharyngeal space), perforation, and cellulitis. 

In the face of these complications, the patient will present with the foreign body complaint in addition to fever, dysphagia, and odynophagia.

The most common esophageal foreign bodies in adults are meat impactions and bones.   Coins and button batteries are not uncommon in children.  

Most adults have other esophageal pathology contributing to the impaction of the foreign body. Denture use is a common predisposing factor as dentures decrease sensation on the palate leading to misjudging of the size of the bolus.  Impaction usually occurs at areas of physiologic narrowings.  

They may also lodge at areas of pathologic narrowing such as a peptic stricture or a Schatzki's ring.  

Symptoms vary from none to complete obstruction with drooling.  Other symptoms include dysphagia, odynophagia, foreign body sensation, excessive salivation, vomiting, chest pain and rarely wheezing (secondary to tracheal displacement).  Physical exam is usually normal. 

Evidence of emphysema in the neck or chest may be a sign of perforation.  Fever may be evidence of mediastinitis.  All patients with esophageal foreign bodies should undergo radiography, usually a PA and lateral chest and neck film.  Failure to detect a foreign body does not rule it out-esophagoscopy should be performed in such cases.

Management of esophageal foreign bodies

· Air-way protection

· Asymptomatic coins in the distal esophagus - give 12 hours to pass, coins in the mid to upper esophagus remove as soon as possible to avoid regurgitation of the coin into the airway.

·  Rigid and flexible endoscopy are equally efficacious for most foreign bodies

· Sharp or pointed objects may cause significant trauma and should be removed via rigid endoscopy

· Button batteries are dangerous and be removed immediately because their ability to cause direct corrosion, low voltage burns, and direct pressure necrosis, leading to complications such as perforation, and tracheal and aortic fistulas.(coin vs. battery –halo on X-ray)

· Glucagon has been shown to relax the lower esophageal sphincter, but it is not successful in foreign body treatment when other pathology is present (1-2 ml I/V along with gas forming agents). Success rate 12-50%

