Olgu Sunumu (Case Report)

Bir Cocuk Hastada Foley Sonda ile (")zofagug.tan Yabanci Cisim
Cikarilmasimin Nadir Bir Komplikasyonu: Ozofagus Riiptiirii

A Rare Complication of Foreign Body Removal from the Oesophagus by Foley Catheter in A
Child: Esophageal Rupture
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Ozet

Ozofagus yabanci cisimlerinde (YC) tan1 ve tedavinin gecikmesi morbidite ve mortaliteyi artirir. Tamda anamnez, radyolojik gériintiileme ve endoskopi
onemlidir. Dokuz aylik erkek hasta bir saat dnce madeni para yutma sikayetiyle hastaneye basvurmus. Akciger grafisinde 6zofagus 2. darlikta goriilen YC
foley sonda ile ¢ikarilmis. YC’nin ¢ikarilmasindan 6 saat sonra boyun ve gogiis kisminda sislik gelismesi iizerine acil servise basvurdu. Fizik muayenede
toraks 6n duvarinda cilt alt1 krepitasyon mevcuttu. Ozofagografide kontrast maddenin 6zofagus sag lateralden gogiis bosluguna kagtigi goriildii. Skopi
esliginde nazogastrik sonda takildi, orali kapatildi ve antibiyoterapi baslandi. Konservatif takibin 7. giiniinde genel durumunun bozulmasi ve floroskopide
kontrast madde kagagmin devam etmesi {izerine torakotomi ile dzefagus primer onarimi yapildi.Sonug olarak, Ozofagus YC’lerinin gikarilmasinda foley
sonda kullanimi ciddi komplikasyona yol acabilir.
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Abstract

Delay in diagnosis and treatment of esophageal foreign bodies (FBs) increase morbidity and mortality. Anamnesis, radiological imaging and endoscopy are
important in the diagnosis.A nine-month-old male patient was admitted to the hospital with complaint of swallowing a coin an hour ago. Chest x-ray image
detected the FB in the 2nd narrowing of the oesophagus, and the FB was removed using a Foley catheter. Six hours after removal of the FB, the patient was
re-admitted to the emergency service upon development of puffiness in the neck and chest.Physical examination revealed subcutaneous crepitation on the
anterior wall of the chest. Esophagography revealed that the contrast agent leaked from the right lateral of the oesophagus into the chest cavity. The naso-
gastric tube was inserted, the oral nutrition was stopped and antibiotherapy was started. Primary oesophagus repair was performed via thoracotomy on the
7th day of conservative follow-up upon the deterioration of the general condition and continuing leakage of contrast agent as observed in the fluoroscopy. In
conclusion, The use of Foley catheter in the removal of esophageal FBs may lead to serious complications such as rupture.
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INTRODUCTION

Esophageal foreign bodies (EFBs) are common in infan-
cy and play-age childhood (1).They can cause severe morbi-
dity and mortality unless diagnosed and treated on time and
using the appropriate method. EFBs constitute 28-68% of all
gastrointestinal foreign bodies (2).The use of Foley catheter,
which is an alternative treatment approach for EFB removal,
has been increasing in recent years (3).

The present case has been studied herein to highlight the
complications that may develop because of the use of the Fo-
ley catheter for EFB removal.

CASE PRESENTATION

A nine-month-old male patient was admitted to the local
hospital an hour after swallowing a coin (a 10 kurus coin).
The chest X-ray showed a foreign body (FB) in the 2nd nar-
rowing of the oesophagus (Figure 1). The patient was
discharged after the FB was removed using a Foley catheter.
Approximately 6 hours after the FB removal, swelling deve-
loped in the neck and chest of the patient, and the family
contacted the emergency room of a tertiary hospital. Physical
examination revealed subcutaneous crepitation in the neck,
shoulder and on the anterior chest wall. The lung sounds
were bilaterally coarse. Oxygen saturation was between 90%
and 95%, and the white blood cell count was 15.50 10E3/uL.
No marked features were observed in other laboratory pa-
rameters and blood gas. The chest X-ray showed significant
subcutaneous emphysema. Thoracic computed tomography
also revealed subcutaneous emphysema on the anterior wall
of the neck and chest, and pneumomediastinum reaching 3
cm in the widest place that applied pressure to the heart in
the mediastinal area. Oesophageal integrity was disturbed
and the adjacent air values continued in fine calibration and
irregularly up to the subcarinal area (Figure 2). Oesopha-
gography showed a leakage of contrast agent from the right
lateral of the oesophagus to the chest cavity (Figure 3). A
nasogastric catheterwas inserted into the patient’s nose un-
der the guidance of scopy, oral intake stopped, and antibiot-
herapy was started. Conservative follow-up in intensive care
unit (ICU)was planned. On the 7th day of the follow-up in

ICU, upon decreasing the oxygen saturation, fever, continu-
ing leakage in the control esophagography, it was decided to
surgery. During the right-lateral thoracotomy, an approxima-
tely 2.5-cm-long full-thickness defect of the oesophaguswas
observed and repaired primarily. On postoperative day 14,

Figure 1. Foreign body in the 2nd narrowing of the
esophagus in the chest X-ray.

Figure 2A. Axial computed tomography of the chest
showed widespread subcutaneous emphysema in the neckand
between soft tissues (arrow). B. Axial computed tomography
of the chest showed intense mediastinal air (emphysema) in
the precardiac area in the mediastinal (arrow). C. Computed
tomography of the chest without coronal contrast showed an
inserted nasogastric catheter. Additionally, there was a defect
in the right wall of the oesophagus in the thoracic oesophagus
proximal (arrow).

Figure 3. The oesophagography image showed extralumination of the contrast agent administered in the thoracic

oesophageal proximal into the mediastinal area (arrow).
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feeding was started through the nasogastric tube, and on day
21 after surgery the nasogastric tube was removed and oral
feeding was started. The patient was discharged on posto-
perative day 26. During the check-up examination in pos-
toperative month 3,it was observed that the contrast agent
reached the stomach smoothly from the oesophageal lumen
and there was no leakage. There were no complications in the
postoperative 6-month follow-up. Written informed consent
was obtained from the patient’s parent who participated in
this study.

DISCUSSION

As the oesophagus is the narrowest part of the upper gast-
rointestinal tract, FBs are often stuck in this organ. EFB is
particularly common in children under 6 years of age (1).The
most commonly swallowed FBs are metal coins and pieces
of toys (1,4).

Anamnesis, radiological imaging and endoscopy are im-
portant for EFB diagnosis (5).This diagnosis is difficult via
physical examination. The most common complaints in the
early stages are coughing, wheezing, increased secretion, and
a feeling of something being stuck. In later stages, recurrent
lung infections and clinical images similar to bronchial asth-
ma may develop (6,7).Patients may also develop respiratory
distress owing to tracheal pressure, aspiration as a result of
vomiting and cardiac arrest (3,8).

Treatment of oesophageal FBs is urgent because of the
narrow oesophageal passage, complications in the attempts
due to edema, perforation of the oesophagus and the risk of
aspiration (3,9).Today, the standard treatment for EFB remo-
val is rigid oesophagoscopy (1-5), as it is the easiest and most
reliable method. Rigid oesophagoscopy enables for the visible
and controlled removal of the mostly (90-99%) EFBs (1). In
addition, defecation of the FB by pushing it into the stomach
or its surgical removal, flexical oesophagoscopy and McGill
clamp use in upper oesophageal FBs are other methods used
in treatment (4).Currently, particularly in cases where opera-
ting room conditions are not met, respiratory distress occurs;
hence, the nasally-inserted Foley catheter can be used to re-
move the EFB in such cases (3). In the first use of the Foley
catheter, the aim was to push the FB into the stomach. Howe-
ver, currently, the Foley catheter is often used to remove a FB
(3). Foley probe use is recommended in cases where the FB
has remained for less than 24 h in the oesophagus, does not
cause complete obstruction, respiratory distress, and in cases
that do not include previous oesophagus surgery, the patient
is not in infancy and where the ingested FB is known (10).In
the case presented herein, FB removal using Foley catheter was
not performed with fluoroscopy as the concerned patient was
in infancy.

Complications such as oesophageal perforation, oesop-
hagitis, respiratory distress and aspiration may arise because
of FB removal using the Foley catheter (11).The most im-
portant reason for the development of complications is the
uncontrolled and blind manner of performing interventions.

Although it is reported that Foley catheter use should be per-
formed in a controlled manner under the guidance of fluo-
roscopy, routine use of it is not recommended (11).

Fluoroscopy examinations with a contrast agent are im-
portant for detecting complications (9). In our case, wherein
examination was not performed through fluoroscopy using a
contrast agent after the procedure, the diagnosis was delayed.
It was reported that morbidity with rigid oesophagoscopy
was less than 1%, the risk of perforation was 0.34% and the
mortality was 0.05% (12). Its main advantage is that it allows
the visualization and removal of the FB in a controlled man-
ner and the exposure of the damage to the oesophagus along
with additional pathologies of the FB. No information on
the complication rates due to the use of Foley catheter were
found in the literature.

As a conclusion, rigid oesophagoscopy, which can be
accessed in almost every healthcare center currently, is the
most reliable method of treating EFB. We believe that the
use of Foley catheter to remove the FB from the oesophagus
should not be preferred because it can cause life-threatening
complications especially in infancy.
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