Case Report


Unusual Hypopharyngeal Foreign Body (Meat Bolus) in a Cardiovascular Disease Patient

Shuaib Kayode AremuAbstract
A 50-year old post-cardiovascular disease trader was rushed to our hospital’s accident and emergency unit because of sudden onset noisy breathing associated with difficulty with breathing which had progressed for two days. Clinical examination revealed a patient in severe respiratory distress. We performed an urgent fibreoptic endoscopy to remove a meat bolus. It was found impacted in the hypopharynx with near-complete occlusion of the laryngeal inlet. He remained asymptomatic after the procedure and was subsequently transferred to the neurology unit for further management.
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Introduction
Foreign body ingestion and food bolus impaction are encountered commonly in clinical practice and are common endoscopic emergencies.[1] The majority of foreign body ingestions (75%) occur in the pediatric age group but frequently occur among the adult population (25%) also.[2,3] Impaction commonly occurs in the esophagus but can also be found in the airway depending on the nature of the substance ingested, the age of the patient, and the presence of a neurologic disorder.[4]
Case Presentation
A 50-year old post-cardiovascular disease trader was rushed to the Accident and Emergency (AandE) unit of our hospital on account of sudden onset noisy breathing associated with difficulty with breathing which started two days before presentation. The complaints were heralded by the history of the patient trying to swallow a meat bolus during breakfast. There

distress, having grunting breathing. No neck swelling or neck mass was noted.
[image: ]The patient was optimized and he subsequently had an emergency fiberoptic endoscopy done which revealed the meat bolus in the hypopharynx extending into the laryngeal inlet causing near- total occlusion [Figure 1]. The meat bolus was then removed with a Polypectomy snare. It measured about 6 cm x 5 cm x 2 cm in dimension [Figure 2]. There was an immediate dramatic improvement in his clinical symptoms after the removal of the meat bolus. A post removal endoscopy [Figure 3] revealed the epiglottis to be markedly oedematous but the laryngeal inlet was patent. The procedure was well-tolerated and no complications were recorded. He was subsequently transferred to the Neurology/ Stroke unit for further management and neuro- rehabilitation.
Discussion
Upper aerodigestive tract foreign bodies often
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was associated hoarseness and choking feeling

present as surgical emergencies- particularly	 	

but no cough and no vomiting.
He was a known systemic arterial hypertensive patient with poor drug compliance and had a left hemispheric ischaemic stroke a year earlier with a significant residual neurologic deficit (right-sided hemiparesis) despite physiotherapy.
On presentation in AandE he was conscious, extremely breathless, and in severe respiratory

given the possibility of a compromised airway.[5] Presentation depends on many factors such as age, size, type of the foreign body ingested, duration of ingestion, and underlying pathological conditions.[6,7] The clinical features depend on the site of impaction of the foreign body. In the airway, patients may present with choking, gagging, coughing, hoarseness of voice, breathlessness, stridor, chest tightness, wheezing, or cyanosis.[8] The
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the section of the airway that is affected. For
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Figure 1: Endoscopic image of a foreign body (meat bolus) in the hypopharynx causing significant laryngeal inlet obstruction
[image: ]
Figure 2: The foreign body (meat bolus) specimen
[image: ]
Figure 3: Endoscopic image of the upper airway after removal the foreign body (meat bolus) reveals edematous epiglottis

laryngotracheal foreign bodies, they include dyspnea, cough, and stridor, whereas those of bronchial foreign bodies include cough, decreased air entry, wheezing, and dyspnea.[8]
Airway impacted foreign bodies require urgent endoscopic removal because it can become rapidly life-threatening

with high morbidity and mortality. Foreign body aspiration accounts for 0.16–0.33% of adult bronchoscopic procedures.[9] The majority of oesophageal foreign bodies (80%–90%) pass spontaneously but 10%-20% of cases will require endoscopic removal, while less than 1% will need surgery for foreign body extraction or to treat complications.[10] In such a patient, it is important to preempt a possible failure of the fiberoptic oesophagoscopy to remove the foreign body. For this reason, there should be adequate preparation for an emergency tracheostomy to release the air because of the possibility    of total airway occlusion during the oesophagoscopy. This will save the life of the patient first and the foreign body  can be removed once the patient is stabilized through rigid oesophagoscopy.
Conclusion
Accidental oesophageal foreign body ingestion is still a major problem among the elderly. The commonest foreign object recorded in studies was denture. However, this case report presented an unusual foreign body which is a meat bolus in a patient with an underlying risk factor, cardiovascular disease with left hemispheric stroke.
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