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A foreign body which caused esophageal perforation and was aspirated into the right 
main bronchus
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Tracheobronchial and esophageal foreign body aspirations are life-threatening, and 
require immediate intervention. Major symptoms in case of a foreign body aspiration 
are shortness of breath, cough, wheezing and cyanosis. In esophageal foreign bodies, the 
major symptoms caused by irritation are dysphagia, hypersalivation and odynophagia. 
Foreign bodies lodged in the cervical esophagus and hypopharynx can cause airway 
obstructions by moving into the adjacent organs with the effect of coughing, swallowing 
or esophageal peristalsis. In this study, a patient who  swallowed a chicken bone which 
caused a perforation in the proximal esophagus  and  then aspirated the bone into the right 
main bronchus is presented.
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1. Introduction
Foreign bodies in the esophagus and tracheobronchial tract 
can be seen in any age group but they are more common in 
children. In both cases, foreign bodies can cause not only 
minor symptoms but also life threatening major complications 
such as airway obstruction, mediastinitis due to esophageal 
perforation, or aortoesophageal or esophagotracheal fistulas 
(Kılıçgün et al., 2009). 
	 In this study, a patient with proximal esophagus 
perforation is presented with the literature. The patient 
swallowed a chicken bone which caused a perforation in the 
proximal esophagus, then he aspirated the bone into the right 
main bronchus.

2. Case report
A 72-year-old male patient applied to the emergency 
department with the complaints of shortness of breath, cough, 

throat pain during swallowing and redness on the neck, 
and stated that the complaints started 6 hours after eating 
a bone-in chicken. Medical history of the patient revealed 
that he had a cerebrovascular disease 6 years ago, and had 
been followed for 10 years due to a chronic obstructive lung 
disease. His body temperature was 38.6°C, and white blood 
cell count was 19.600/mm³. Physical examination revealed 
diffuse neck tenderness, redness, bilateral subcutaneous 
emphysema, bilateral diffuse sibilant rhonchi and coarse rales 
in lower zones. Computed tomography of the thorax and neck 
reported air values around the esophagus in the neck area and 
a foreign body density in the right main bronchus (Fig. 1, 
2). The patient underwent bronchoscopy and esophagoscopy 
under emergency conditions. With rigid bronchoscopy under 
general anesthesia, a foreign body which lodged in the 
bronchial mucosa in the right main bronchus was detected 
and removed. (Fig. 3) After entering esophagus with rigid 
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esophagoscopy, mucosal damage and hemotoma were 
detected on the posterior wall of the esophageal entrance, and 
was evaluated as perforation area. The area was washed with 
sterile fluid, and food remains were removed. Oral nutrition 
was ceased, and a broad-spectrum antibiotic therapy and total 
parenteral nutrition were started. Physical examination and 
blood tests revealed no additional problems.
	 No pathological findings were detected in the control oral 
+ iv contrast-enhanced thorax and neck tomography. The 
patient was discharged with advice on the postoperative 8th 
day. The patient is in the 6th month now, and no problem was 
detected during the follow-up.

3. Discussion
Tracheobronchial and esophageal foreign body aspirations 
are life-threatening, and require immediate intervention. 
Major symptoms in case of a foreign body aspiration are 
shortness of breath, cough, wheezing and cyanosis (Elhassani, 
1988; Smitheringale, 1995). While the foreign bodies in the 
proximal airway cause obstruction or laryngospasm, the 
foreign bodies in lower levels cause infection in the distal 
of the site lodged and chronic parenchymal destruction.
Right main bronchus is shorter and wider than the left one, 
and its direction is closer to the vertical, so the foreign body 
aspirations into the right main bronchus and its branches are 
more common (Çobanoğlu and Yalçınkaya, 2009).

	 In esophageal foreign bodies, the major symptoms caused 
by irritation are dysphagia, hypersalivation and odynophagia.
Although the 80-90% of the foreign bodies which lodged 
in the esophagus passes spontaneously, 10-20% requires 
endoscopy and 1% requires surgical intervention (Pinto et 
al., 2012). The foreign body which has penetrated into the 
esophageal wall can weaken the wall by local inflammation 
and causes a perforation, and this perforation may cause life-
threatening conditions such as mediastinitis, aortoesophageal- 
esophagotracheal fistulas, retropharyngeal or epidural 
abscesses (İnci et al., 1999).
	 The first step in diagnosis is a true and informative medical 
history. Socio-economic and cultural structures, awareness 
and accompanying diseases of the patients and their families 
should be investigated. Then the location of the foreign body 
should be determined with radiographical examination. If the 
interval between the initial radiographic examinations and 
bronchoscopy or esophagoscopy is long, re-imaging should 
be performed before the procedures, because the location 
of the foreign body may change during this interval. In the 
literature, the sensitivity and the specificity of the direct 
radiographs for tracheoesophageal foreign bodies have been 
reported to be 65-85% and 51-70%, respectively (Sayır et al., 
2012).
	 Therefore, in cases who have positive anamnesis but 
does not reveal a foreign body in plain radiography, in cases 
who have chronic foreign body history and in cases whose 
plain radiography reveals indefinable lesions, computed 
tomography should be applied.
	 Foreign bodies lodged in the cervical esophagus and 
hypopharynx can cause airway obstructions by moving into 
the adjacent organs with the effect of coughing, swallowing or 
esophageal peristalsis (Pinto et al., 2012). In our patient, the 
bone lodged in the cervical esophagus, then it was detached 
from the esophageal mucosa with the effect of the reflex 
coughing and was aspirated into the right main bronchus. 
The complaints of the patient at the admittance were severe 
shortness of breath and wheezing, rather than the pain in the 
throat.
	 Conservative therapy can be applied to a selected group of 
patients who have been admitted with perforation suspicion 
or who have limited perforation, minimal symptoms, injuries 
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Fig. 1. Air densities around the esophagus in the neck

Fig. 2. The foreign body in the right main bronchus 

Fig. 3. Foreign body–chicken bone
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with cervical esophageal perforation and minimal pleural 
or mediastinal contamination. According to this approach, 
in patients who meet the criteria, oral nutrition is ceased, 
and broad-spectrum antibiotic therapy and total parenteral 
nutrition are started (Hunerbein et al., 2004; Chiricaa et al., 
2010). Although our patient had heat, redness and induration 
at the neck, and subcutaneous emphysema, there was no 
contrast material leakage in the contrast-enhanced neck and 
thorax tomography, and except for air values in the neck, no 
fluid or abscess formation was detected. So the patient was 
thought to have limited perforation, and he was treated with 
conservative approach. 
	 In the literature, general mortality in esophageal 
perforations has been reported to be 18%. This rate is 6% 
for cervical esophageal perforation and 27% for thoracic 

esophageal perforations (Chiricaa et al., 2010). In our series, 
in which cases of esophageal perforation are presented, 
no mortality has been observed in patients with cervical 
esophageal perforation. Four patients who had had thoracic 
esophageal perforation and had presented after the first day 
sepsis (Şengül et al., 2013).
	 Tracheobronchial and esophageal foreign body aspiration 
cases are life-threatening clinical conditions that require 
immediate intervention. It should be remembered that 
hypopharynx and upper esophageal foreign bodies may be 
aspirated into the tracheobronchial tract due to vomiturition 
reflex or during the endoscopic extraction process. In such 
cases, early diagnosis and determination of the proper 
treatment choice is vital in the prevention of mortality or 
complications that may occur.
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