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A large variety of objects are swallowed by children
including some which are very bizarre, but coins are the
most common.  From April 1989 to March 1994, 40
children were managed for swallowed foreign objects at
our hospital.  In 24 of the patients, the foreign bodies were
in the esophagus when first seen.  Eight of these passed to
the stomach while waiting for endoscopic removal and one
patient vomited a swallowed bulb.  The remaining 15
esophageal foreign bodies were removed endoscopically.
Twenty-four foreign bodies passed the esophagogastric
junction but only two of these patients needed hospital-
ization; one patient swallowed a piece of blade, causing
hematemesis and that was removed endoscopically from
the stomach.  The other patient had a nail stuck in the first
part of the duodenum and that required laparotomy, as two
endoscopic attempts failed to dislodge it.  The rest of the
22 patients were managed conservatively as outpatients.
Whereas the presence of an esophageal foreign body
requires immediate attention, swallowed foreign bodies
that have passed into the stomach are to be treated
conservatively unless they cause complications, as most
will pass uneventfully in the stool.  Aspects of
management of swallowed foreign bodies in children are
also discussed.

The ingestion of foreign bodies is a common problem
in the pediatric age group, but fortunately the majority of
ingested foreign bodies pass through the gastrointestinal
tract without any adverse effects. 1,2  A large variety of
objects are swallowed including some which are very
bizarre, but coins are the most common. 3,4  The esophagus
is the narrowest part of the pediatric gastrointestinal tract
and is the site where a significant number of ingested
foreign bodies lodge with the danger of impaction,
ulceration and perforation.

This is a review of our experience with swallowed
foreign bodies in children and discussion of the aspects of
management.
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Material and Methods

The charts of all children seen for swallowed foreign
bodies at Qatif Central Hospital over a five-year period
from April 1989 to March 1994 were reviewed.  The
points noted were age at presentation, sex, history of
esophageal disease, duration of ingestion, type of foreign
body swallowed, history of complications such as
dysphagia, respiratory distress or hematemesis, method of
extraction and late complications.

Results

During the study period, 40 children were seen for
swallowed foreign bodies.  Their ages ranged from five
months to eight years (mean 5.8 years) with 28.2% less
than three years of age and 57.5% less than six years of
age.  There were 24 males and 16 females.  There was only
one patient with pre-existing esophageal disease.  This was
a child who had congenital tracheoesophageal fistula
repaired and who was also found to have congenital
esophageal stenosis distal to the site of tracheoesophageal
repair.  He had a peanut stuck at the site of the congenital
esophageal stenosis.  The average duration of ingestion
was 11.3 hours (range from one hour to seven days).  Plain
cervical and chest x-rays were obtained to locate the site of
the foreign body.  For those patients in whom the foreign
bodies had passed to the stomach and/or distally, follow-up
plain abdominal x-rays were performed in those who had
not passed a foreign body in the stool or to confirm the
passage of the foreign body if in doubt.

Bizarre foreign bodies were swallowed including a
metallic dog toy and a small bulb (Figure 1) but coins were
the most common objects swallowed (42.5%).  In 24 out of
40 children, the foreign bodies were esophageal when first
seen.  Eight of these passed to the stomach while waiting
for endoscopic removal in the hospital.  The patient who
swallowed the bulb vomited it out.  The remaining 15
esophageal foreign bodies were removed using a rigid
esophagoscope.  The average duration from ingestion to
endoscopic intervention in these 15 patients was 6.5 hours
and six were sharp objects.  Twenty-four foreign bodies
passed the esophagogastric junction.  Two of these 24
patients needed hospitalization.  One had swallowed a piece
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of blade used for cutting carpets, causing hematemesis.
This was removed endoscopically from the stomach.
Another patient had a seven-day history of swallowing a
nail.  The nail was stuck in the wall of the first part of the
duodenum.  This two-year-old female needed a
laparotomy, as two endoscopies had failed to dislodge the
nail from the first part of the duodenum.  The rest of the
22 patients were managed conservatively as outpatients
and the foreign bodies passed uneventfully.

Discussion

Children commonly place objects in the mouth.  This
often results in accidental swallowing of foreign bodies.
The exact incidence of foreign body ingestion varies
widely.  Various series report from about eight to 300
esophageal foreign bodies per year. 5-7  We see about six to
eight swallowed foreign bodies in children per year, but we
think this may be an underestimate, as many children
swallow foreign bodies without the parents becoming
aware and proceed to pass unnoticed.

The highest incidence of swallowed foreign bodies
occurs in children between six months and three years. 3

Kelly et al. reported 67% of their patients were less than
three years of age.3  Our patients were slightly older with
57.6% less than six years of age.  A large variety of foreign
bodies are swallowed by children, but coins are the most
commonly ingested items.3,4  This is similar to our
findings.

There is a definite predilection for esophageal foreign
bodies to become stuck at the level of the cricopharyngeus
and just below it.  More than two-thirds of our esophageal
foreign bodies became impacted at the level of the
cricopharyngeus.  Odelowo et al.4 attributed this to the
inferior edge of the cricopharyngeus muscle appearing to
be somewhat narrowed.  Others attribute this to spasms,
irritation and contraction of the muscles.  The main hazard
is a foreign body becoming stuck in the esophagus, which
may result in esophageal ulceration and perforation.  So
the presence of an esophageal foreign body requires
immediate

FIGURE 1. Foreign bodies swallowed by children.

attention.8,9  There is a general consensus for endoscopic
retrieval of esophageal foreign bodies. 10  Either rigid or
flexible endoscopes are employed for removal of
esophageal foreign bodies.  Extraction of sharp foreign
bodies endoscopically requires the use of an overtube to
protect and minimize injury to surrounding tissues.  Foley
balloon extraction and bougienage of coins located in the
esophagus in selected children was found both safe and
cost-effective.11,12  Jona et al.13 advocated esophageal
bougienage of esophageal coins that are single, of less than
24 hours’ duration, with no respiratory distress and no
history of esophageal pathology.  Kelly et al. 3 advocated
Foley catheter extraction of coins lodged in the proximal
one-third of the esophagus and bougienage of coins lodged
in the distal two-thirds of the esophagus.

Once a swallowed foreign body has passed the
esophagogastric junction, most will pass uneventfully in
the stool.  The exact amount of time it will take to pass is
not predictable as the transit time is variable. 14  Al-Beriki
et al.15 advocated keeping these patients under observation
and suggested hospitalization if the foreign body is sharp
and unusually large.  We feel that admitting these patients
to the hospital is unnecessary as it may take several days
and sometimes a few weeks for these foreign bodies to
pass.14  None of our patients (22 with foreign bodies
beyond the esophagus including seven which were sharp)
developed any complications during their passage.  Only
two of our patients required intervention.  One patient
swallowed a piece of blade and presented with
hematemesis.  This foreign body was in the stomach and
was removed endoscopically.  The other patient was
referred from another hospital after a seven-day history of
swallowing a nail which was impacted in the first part of
the duodenum.  This required laparotomy after two failed
trials of endoscopic removal.  A metal detector can be used
to locate and monitor the progress of intrathoracic and
intra-abdominal metallic foreign bodies.  This is a useful
and noninvasive procedure.  Magnets have been used
successfully for removal of swallowed metallic foreign
bodies.

An important and increasingly swallowed foreign body
is the disc or button battery.16,17  There are different types
of disc batteries, but mercury ones are the most common
and the most dangerous.17  They can pass through the
gastrointestinal tract without adverse effects but may
become lodged in the gut, leading to ulceration, necrosis
and perforation.  There have been reports of tracheo-
esophageal fistula18 and Meckel diverticulum perforation19

secondary to disc battery ingestion.  These are attributed to
pressure necrosis, corrosive toxic contents and short circuit
burns.  Another complication of these mercury salts is acute
mercury poisoning.20  None of our patients presented with a
swallowed disc battery.  These types of foreign bodies
should be treated aggressively.  If the disc battery is in the
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esophagus, immediate endoscopic removal is indicated.
Magnetic removal of ingested button batteries has been
described as an alternative therapeutic approach for
ingested button batteries.21  If the battery is further along
in the gastrointestinal tract, the patient should be admitted
to the hospital and kept under close observation and the
disc battery should be removed surgically if it remains in
any one position for 24 hours or if symptoms develop.17

The problem of swallowed foreign bodies has long been
recognized.  The peak age for such ingestion is between
six months and three years as it is the natural tendency for
infants and small children to put things in their mouth,
frequently resulting in swallowing of foreign objects.
Older children usually swallow foreign bodies accidentally.
Parents should be aware of the dangers of swallowed
foreign bodies and avoid leaving small objects lying
around and avoid giving their children small objects and
toys to play with.
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