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1. Introduction

Unlike other segments of the gastrointestinal tract,
the esophagus has three physiological constrictions, lacks a
serosal layer, and lies in proximity to major arterial vessels.
Thus, some sharp and relatively large foreign bodies may
be embedded in or perforate the esophageal wall, and even
involve the adjacent arteries, thereby posing a risk of life-
threatening bleeding [1]. Among adults, the most common
foreign bodies swallowed accidentally in the esophagus are
bones [2,3]. Dental prostheses, including retainers, den-
tures, and orthodontic wires, are also encountered in adult
and adolescent populations [4,5]. While the majority of for-
eign bodies pass through the gastrointestinal tract sponta-
neously, 10-20% require endoscopic intervention, and ap-
proximately 1% necessitate surgery [4]. Herein, we report
two cases of esophageal foreign bodies. The first involved
a common chicken bone, but its large size posed technical
challenges during the endoscopic intervention. The second
involved a fragment of an orthodontic retainer, a relatively
rare foreign body with sharp edges. Notably, in the second
case, the foreign body had perforated the esophageal wall
and was located near the aortic arch and descending aorta,
representing an extremely high-risk clinical situation. In
both cases, foreign bodies were successfully removed endo-
scopically, providing practical guidance for clinicians and
endoscopists.

2. Case 1

A 60-year-old female was admitted to our department
due to swallowing a chicken bone one day ago. Before ad-
mission, she performed an upper gastrointestinal endoscopy
under local anaesthesia, showing that the bone was em-
bedded in the esophageal wall at the entrance and occu-
pied most of the esophageal lumen (Fig. 1A). Consider-
ing the potential risk of further endoscopic procedures at
that time, she underwent chest computed tomography (CT)
scans, which did not show esophageal perforation (Fig. 2).
Thus, endoscopic intervention under intravenous anaesthe-
sia was performed. After removing the chicken bone with
foreign body forceps (Fig. 1B), two ulcers remained in op-

posite positions (Fig. 1C). The size of this bone was approx-
imately 3 x 1.5 cm (Fig. 1D). Following the endoscopic
procedure, the patient was discharged. She was advised to
maintain a liquid diet for one week and to seek immediate
medical attention if any discomfort occurred.

3. Case 2

A 17-year-old female accidentally swallowed a frag-
ment of an orthodontic retainer and then developed ret-
rosternal pain and a foreign-body sensation in the esoph-
agus for two days. Thus, she was admitted to our de-
partment and underwent upper gastrointestinal endoscopy,
which showed that a fragment of an orthodontic retainer
had perforated the upper esophageal wall with oozing of
bleeding. The orthodontic retainer was located near the aor-
tic arch and descending aorta on chest CT scans (Fig. 3).
Endoscopic intervention was performed under intravenous
anaesthesia. Foreign body forceps and a snare were used
successively to remove the fragment of an orthodontic re-
tainer (Fig. 4A). Its size was approximately 3.7 X 1.5 cm
(Fig. 4B). A longitudinal deep mucosal defect remained
and was closed using metal clips (Fig. 4C). No adverse re-
sponse occurred after endoscopy. After a 5-day fast without
any apparent discomfort, the patient was gradually transi-
tioned to a liquid diet. During hospitalization, the patient
received antibiotics, mucosal protective agents, and nutri-
tional support. She remained asymptomatic on a liquid diet
for 4 consecutive days and was subsequently discharged.
After discharge, no discomfort was reported, and no follow-
up gastroscopy was performed.

4. Discussion

The two cases presented involved foreign bodies that
had been embedded in or perforated the esophageal wall,
and were successfully managed endoscopically without sur-
gical intervention. This highlights the importance of en-
doscopic techniques in managing high-risk esophageal for-
eign bodies. In case 1, despite the chicken bone being em-
bedded in the esophageal wall and occupying most of the
esophageal lumen, CT scans did not show definitive per-
foration. This suggested that negative CT findings can-
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Fig. 1. Endoscopic procedures in the first case. The chicken bone was embedded in the esophageal wall (A), and then removed (B).

Deep mucosal defects on both sides were observed (C). The size of this bone was approximately 3 x 1.5 cm (D).

Fig. 2. Chest computed tomography scans in the first case. In the affected esophageal area of the impacted chicken bone (red arrows),

there was no obvious free gas, fluid accumulation, or definite esophageal perforation near the aortic arch (A), upper segment of ascending

aorta (B), and middle and lower segments of ascending aorta (C).

not completely rule out deep esophageal wall injury. If
patients continue to have symptoms, such as odynophagia
and retrosternal discomfort, prompt endoscopic assessment
is warranted regardless of imaging results [6]. In case 2,
the orthodontic retainer fragment was located near the aor-
tic arch and descending aorta, which poses a potential risk
of life-threatening vascular injury during removal. Preop-

erative CT imaging was crucial for defining this anatomi-
cal relationship, allowing the endoscopists to plan a careful
extraction using foreign body forceps and a snare. After
removal, the longitudinal deep mucosal defect was closed
with metal clips, which prevented delayed bleeding or per-
foration. However, in our cases, post-procedural imaging
and endoscopy were not performed to confirm complete
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Fig. 3. Chest computed tomography scans in the second case. The fragment of an orthodontic retainer was located near the aortic

arch (A) and descending aorta (B) (red arrows).
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Fig. 4. Endoscopic procedures in the second case. Foreign body forceps and a snare were used to remove the fragment of an orthodontic

retainer (A). Its size was approximately 3.7 x 1.5 cm (B). A longitudinal deep mucosal defect was closed using metal clips (C).

healing of the ulcer sites. Thus, complete healing of the
ulcer sites and the absence of delayed complications could
not be objectively confirmed.

5. Conclusion

In conclusion, these two cases suggest that endoscopic
intervention should be considered as a safe and effective
option in selected patients with esophageal foreign bodies
embedded in or perforating the esophageal wall, even when
CT findings are negative for perforation or the foreign body
is located in close proximity to major vessels. Timely endo-
scopic intervention, careful pre-procedural imaging assess-
ment, and appropriate closure of post-extraction defects are
critical to achieving favorable clinical outcomes.

Key Points

» Large or sharp esophageal foreign bodies may be-
come embedded in or penetrate the esophageal wall, creat-
ing risks of perforation, bleeding, or injury to adjacent ma-
jor vessels.

» Two cases of esophageal foreign bodies, one involv-
ing a chicken bone and the other an orthodontic retainer
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fragment, were successfully managed by endoscopic re-
moval.

* In patients who are unable to pass foreign bodies
spontancously, timely endoscopic intervention should be
considered to reduce the risk of perforation and severe in-
fection, as well as the need for surgery.
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