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using oral mediums (barium, gastrografin). These agents 
compromise direct visualisation by the endoscopist 
and are associated with risk of pulmonary oedema if 
aspirated [3,14,18,20].

Conservative management
Each case of ingestion is unique and presents a dif-

ferent challenge. Up to 90% of ingested foreign bodies 
will cross the GI tract uneventfully, without requiring 
further intervention [3,20]. As such, a “watch-and-wait” 
approach should be chosen for asymptomatic ingestion 
of blunt, short (<5-6 cm length) and narrow (<2.5 cm 
diameter) objects (batteries and magnets are excluded). 
ESGE also recommends conservative management in 
cases of “body packing” (intentional hiding of packaged, 
illegal narcotic substances in a person’s GI system) in 
order to avoid accidental leakage and subsequent 
systemic toxicity. In this way, 95% of parcels will be 
expelled automatically. Inpatient observation and use 
of PEG laxatives has been implemented, causing bowel 
irrigation and facilitating quicker passage. If symptoms 
of obstruction or toxicity present, or when parcels fail 
to progress beyond 48 hours, surgical referral is neces-
sary [3,7].

Endoscopic management
In the subset of patients that will not benefit from 

conservative management, endoscopic treatment is usu-
ally undertaken. Flexible endoscopes are considered the 
primary option, providing excellent diagnostic accuracy 
(even in the absence of imaging findings) and concurrent 
management. Oesophagogastroduodenoscopy (EGD) 
is usually performed under conscious sedation in adults. 

Endotracheal intubation might be needed in cases of 
high aspiration risk or poor cooperation, like children, 
patients with a full stomach or select cases of oesopha-
geal impaction [3,20]. The reported success rate exceeds 
95%. ESGE and ASGE guidelines also recommend the 
use of special equipment, including an overtube or a 
protective hood, placed over the endoscopic device to 
prevent mucosal injury during retrieval of sharp objects, 
while reducing the incidence of aspiration and facilitat-
ing foreign body extraction [3,20,21].

The role of rigid endoscopy (RE) in the current ASGE 
guidelines is complementary to flexible endoscopy 
(FE). Interestingly, this procedure is not included in the 
2016 ESGE guidelines. ENT physicians are accustomed 
to the use of the rigid oesophagoscopes with excellent 
results in removal of foreign bodies lodged in the upper 
oesophagus and hypopharynx, proximally to the upper 
oesophageal sphincter. Navigation/manipulation of the 
upper oesophagus with RE appears to be more effective 
in the hands of experienced users compared with FE. In-
terestingly, a large meta-analysis conducted by Ferrari et 
al in 2018 reported no statistically significant difference 
between RE and FE in terms of foreign object removal 
success rates and frequency of complications [21].

A wide range of retrieval devices is available and 
selection depends on the ability and experience of the 
endoscopist, as well as the size, shape and location of 
the foreign object. Retrieval forceps of various configura-
tions (alligator forceps being the most commonly used), 
standard biopsy forceps, retrieval nets (usually indicated 
for small blunt object or en bloc food bolus removal) 
and the widely available and economic polypectomy 
snares have all been used. Endoscopic baskets, such as 
the Dormia basket, are ideal for removing round and 
slippery objects. Before intervention, endoscopists are 
encouraged to rehearse grabbing an object similar to 
the one ingested, in order to choose the device best 
suited to the task, thus reducing procedure time and 
endoscopy related risks [3,6,20].

Food boluses remain the most common foreign 
bodies in the adult population. The endoscopist usu-
ally implements the ”gentle push” technique, using the 
flexible endoscope to apply pressure on the central part 
of the bolus and advance it past the gastroesophageal 
junction and into the stomach. Larger boluses might 
need to be fragmented before the procedure is com-
pleted. Since undiagnosed anatomical disorders are 
often present, guidelines advise against over exerting 
pressure blindly especially when met with resistance. 

Table 1. Classifications of foreign bodies according to their 
radiodensity.

Foreign bodies-objects  
usually identified in plain 
or biplanar radiographs 
(radiopaque)

•	  Most true foreign bodies  
(ie batteries-magnets-coins- 
nonfood content)

•	 Large steak bones

Foreign bodies-objects  
unlikely to be identified  
in radiographs  
(radiolucent)

•	 Food bolus

•	 Fish and chicken bones

•	Wood

•	Plastic

•	Glass objects

•	 Thin metal objects

•	Aluminum fragments


