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Background: Foreign body(FB) impaction accounts for 4% of emergency endoscopies in clinical practice. 
Flexible endoscopy(FE) is a recommended therapeutic option because it can be performed under local 

anesthesia, it is cost effective and is well tolerated. Rigid endoscopy (RG) under general anesthesia is another option and is 
advantageous in some circumstances. The aim of the study is to compare efcacy and safety of exible and rigid 
esophagoscopy in esophageal foreign body removal.  It is a prospective study done in E.N.T department in KIMS  Methods:
MEDICAL COLLEGE, Amalapuram, which includes 50 patients with impacted foreign body esophagus. Parameters like type of 
foreign body, location of impacted foreign body are included. The study analyzies the type of procedure the patient have 
undergone, the intra operative and post operative complications.  This prospective cohort study includes 50 patients  Results:
who have undergone surgical procedure for removal of impacted foreign body. Flexible esophagoscopy is performed in 30 
patients and rigid esophagoscopy is performed in 20 patients . The most frequent complications are mucosal erosion, mucosal 
edema, and ulceration.  Flexible esophagoscopy and rigid esophagoscopy are equally safe and effective for  Conclusion:
removal of impacted esophageal foreign body.
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INTRODUCTION
Foreign body impaction accounts for 4% of all emergency 

[1,2]endoscopies in clinical practice , with 60% of adult patients 
3being treated for impacted food bolus . Foreign body 

ingestion is a common occurrence in the West, with more than 
4100,000 reported cases each year , and it is estimated that 

51500 people die annually . Foreign body induced perforation 
represent 12% of all esophageal perforation and carry a 2.1% 

6mortality . Esophageal foreign body impaction in adults is 
[7-10] commonly associated with underlying esophageal disease

[11-14]. or Psychiatric disorders 

In a retrospective study published in PUBMED ,the location of 
impacted FB in cervical esophagus is in 57%cases, 27% cases 
in thoracic esophagus and 17% cases in  esophago- gastric 

15 junction . Physiologically, the transition from striated skeletal 
muscle to smooth muscle explains why the upper esophagus 
is most common site of impaction. 50% cases of sharp objects 
tend to lodge in the upper esophagus and frequently cause 
perforation, especially after multiple attempts of  endoscopic 
retrieval. Eventually, rigid endoscopy or surgery by cervical 

16esophagotomy/thoracotomy may be required . 

Endoscopy is generally recommend as the rst – line 
[17,18]therapeutic option  whereas surgery is considered as a 

suitable upfront treatment in patients presenting with overt 
[19-22] perforation or rescue treatment in case of irretrievable FB . 

Flexible endoscopy can be performed under local 
anaesthesia and sedation. It is cost effective since it doesn't 

[23-25]require hospitalization ; however, it's effectiveness is 
[15,16]limited in case of sharp FB impaction . 

Rigid esophagoscopy provides a wide operating lumen, 
which gives a great advantage in the manipulation of sharp 
FB impacted in the upper esophagus; in addition, it  allows the 
extraction of FB with multiple instruments, and airways are 
protected because the procedure is performed under general 
anesthesia. Interestingly ,the skills for performing rigid 
esophagoscopy are limited among non E.N.T specialists to the 
point that RE is not even mentioned in the most recent 

[18]European guidelines .

Aims And Objectives
1. To assess the efcacy of exible vs rigid esophagoscopy .
2. To evaluate the complications of exible vs rigid 

esophagoscopy.

MATERIALS AND METHODS
It is a prospective study done in E.N.T department of KIMS 
MEDICAL COLLEGE, Amalapuram. The study was done over 
a period of one year from June 2021 to may 2022. During this 
period, the patients who presented to ENT OPD and 
emergency department with foreign body esophagus were 
evaluated and 50 patients were included in the study after 
taking consent. Patients came to hospital with various types of 
impacted foreign body esophagus, like sharp or blunt objects, 
food particles or food bolus containing chicken bones or sh 
bones, metallic objects like coins, pins, denture wires, battery, 
plastic toys and miscellaneous wooden objects etc.  

Inclusion criteria 
1. All patients attending ENT OPD Department and 

emergency department with impacted foreign body 
esophagus.

2. Age between 5 to 75 years.
3. Both males and females.

Exclusion criteria 
1. Age less than 5 years and more than 75 years .
2. Foreign body other than esophagus.
3. Patients not willing to participate in study.

Method Of Selection Of Procedure 
Patients presented to ENT OPD & emergency department are 
evaluated by taking history from the patients like time of 
ingestion of FB, type of FB, last meal time, any attempt done to 
remove it out. clinical examination like throat examination is 
done and conrmed by radiological investigations. The 
choice of the procedure i.e exible or rigid esophagoscopy is 
taken by surgeon. The choice of the procedure depends on 
factors related to patients (age, clinical condition, 
compliance, ASA American Society of Anesthesiology score ), 
type and size of FB, anatomical site of impaction, timing of 
impaction and surgeons expertise.
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RESULTS 
Out of 50 patients selected for study 30 (60%) patients 
underwent exible esophagoscopy and 20 (40%) patients 
underwent rigid esophagoscopy. A total of 45(90%) foreign 
bodies are taken out through esophagoscopy via exible are 
28(62.2%) and via rigid are 17(37.8%). 4(8%) foreign bodies 
are pushed into stomach and were to come out through anus 
via fecal matter and 1(2%) foreign body is removed by 
minimally invasive throracoscopic procedure. Overall 10 
(20%) patients had complications ; 5 patients who underwent 
exible esophagoscopy  and 5 patients who underwent rigid 
esophagoscopy. Complications like mucosal erosions, 
mucosal edema, hemorrhage, ulceration,  perforation, 
infection are seen. 4 patients are having mucosal erosions, 2 
patients having mucosal edema, 2 patients had ulcerations, 1 
patient is had esophageal perforation, 1 patient had infection. 

DISCUSSION 
Out of 50 patients 30 underwent Flexible esophagoscopy of 
which 17 are male patients, 13 are female patients. 10 are 
children. 5 patients are having complications.

Table 1 patients who underwent exible esophagoscopy.

Table 2 exible esophagoscopy complications in 5 patients 
are as follows 

Out of 50 patients, 20 underwent rigid esophagoscopy 

Table 3 rigid esophagoscopy 

Table 4 rigid esophagoscopy complications in 5 patients are 
as follows 

Rigid esophagoscopy plays an important therapeutic role in 
patients with upper esophageal FB impaction, especially in 
case of sharp – pointed objects or when general anesthesia is 
recommended (i.e children or in patients with concomitant 
respiratory symptoms). In case of large blunt foreign body 
impaction excellent exposure of upper esophagus is provided 
by rigid esophagoscopy which is needed for safe and 
successful extraction. FB impaction lasting longer than 24 hrs 

[1,3]leads to a higher risk of perforation , a multidisciplinary 
approach is needed ; where both exible esophagoscopy & 
rigid esophagoscopy are available, to represent the safety 
strategy of these patients. 

Surgery should be considered as an upfront treatment in 
patients with overt esophageal perforation or as a rescue 

treatment in endoscopically irretrievable esophageal FB . 
More recently, advances in minimally invasive surgery have 

18 allowed a thoracoscopic approach in selected patients . 

CONCLUSION 
Both exible esophagoscopy and rigid esophagoscopy were 
equally effective and safe for the removal of esophageal FB 
and overall complications rates were similar. The two methods 
may be complimentary; therefore patients should be 
managed in center's where expertise in Rigid esophagoscopy 
are available to allow a tailored or cross over approach, with 
aim to reduce the need for surgery and related morbidity. 
Formal training in rigid esophagoscopy is needed. 
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Age No Percentage Males Females

5 -20 10 33.3% 7 3

20-50 8 26.7% 5 3

51-75 12 40% 5 7

Total 30 17 13

Complications No Percentage 

Mucosal erosions 3 60%

Mucosal edema 1 20%

Hemorrhage 0 0%

Ulceration 1 20%

Perforation 0 0%

Infection 0 0%

Age No Percentage Males Females

5 - 20 5 25% 4 1

21-50 7 35% 4 3

51-75 8 40% 5 3

Total 20 13 7

Complications No Percentage 

Mucosal erosions 1 20%

Mucosal edema 1 20%

Hemorrhage 0 0%

Ulceration 1 20%

Perforation 1 20%

Infection 1 20%


