CLINICAL CASE LETTER

Near-Fatal Aortoesophageal Fistula
Following Button Battery I ngestion
-A CaseReport

Theincidence of button battery ingestion (BBI) has been
rising in recent years. While most batteries pass through
thegastrointestinal tract uneventfully, aminority canresult
in complications, particularly in children < 5 years and
battery size>20mm|[1]. Aortoesoophageal fistula(AEF)
is a severe vascular complication of button battery
ingestion with high fatality [2,3]. We report a successful
outcome of a delayed presentation of BBI with AEF
despitetwoincidentsof near-fatal hemorrhage.

A 5-year-old boy presented to the emergency withtwo
episodes of hematemesisin the preceding 5-6 hours. The
parents informed that the child had been having vague
abdominal discomfort for the past 5 days for which he
received symptomatic treatment fromalocal practitioner.
On examination, thechild had severe pallor and shock with
normal systemic examination Shock was corrected witha
fluid bolus and he was shifted to the Pediatric Intensive
Care Unit (PICU) with the plan for endoscopy after
packed red blood cell transfusion (PRBC). Blood
investigations and ultrasound abdomen were normal
except for anemia and elevated urea. After admission to
the PICU, he had episodes of massive hematemesis
following which he developed hypotension. He was
resuscitated with intravenousfluids, PRBC, inotropesand
was put on mechanical ventilation. Chest radiograph
reveal ed acoin-shaped foreign body with adoublering or
halo sign in the mid-thorax (Fig. 1). Emergency bedside
endoscopy retrieved an impacted esophageal button
battery (about 20 mm). CT aortogram showed an upper
lateral esophageal tear and possible aortic injury.
Meanwhile, hisshock was progressivewith unrecordable
blood pressureand hewastaken up for emergency surgery.
A 4 mm rent in the medial wall of the aorta and a
corresponding opening in the esophagus were repaired.
His shock improved post-repair and his ionotropes were
stopped in 24 hrs. However, due to multiorgan failure
including acutekidney injury, hewas started on peritoneal
dialysis. Endoscopic nasojejunal (NJ) tubewasinserted on
day 5and NJfeedswere started. Hewasextubated on day
6 ashewasrecovering well. However, on day 12 hehad a
sudden episode of massive hematemesis and devel oped
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hypotension following which he was taken up for
thoracotomy which revealed necrosis of the esophageal
wall and the adjoining aortic wall. The esophagus was
repaired and after resecting thevisible necrotic areaof the
aorta, end-to-end anastomosis of the aorta was done.
Following surgery, inotropes were tapered and he was
extubated after 24 hours and NJ feeds were restarted.
Esophagogram done on day 21 showed no tear/leak. He
was discharged after 40 days of hospital stay. At 1-year-
follow-up, heisdoing well with no evidence of esophageal
strictures.

A systematic review by Akinkugbe et a reported that
out of 361 cases with severe complications after BBI in
children between 1977-2022, 69 died (19%). 61% of these
children who had a fatal outcome had vascular
complications and 40% were attributed to AEF. Also, of
the caseswith severe complicationsof BBI, 14% involved
vascular injuries, and 81% of vascular injuries were fatal
[2,4]. Most common symptomsin children who developed
AEF wereabdominal pain, vomiting and hematemesis. In
our case, the child had been showninalocal hospital with
vague abdominal pain of five-days duration and he was
treated as gastritis. Since most cases of ingestion are
unwitnessed, considering BBI inthe differential diagnosis
of unremitting abdominal symptoms may beimportant in
making an early diagnosis. A radiograph of the chest and
abdomen may helpin early identification and theclassical
double halo sign can help distinguish it from a cain.
Rebleeding following fistularepair hasbeen reported up to
25 dayspost successful button battery removal [5]. Inour

Fig. 1 Chest radiograph showing a coin-shaped opacity in mid-
thorax with doublering or halosign
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case also, the child developed late massive hematemesis
after 12 daysof battery removal and fistularepair.

Button battery ingestions areincreasingly recognized
asacause of gastrointestinal bleeding and perforation. As
most of these ingestions are not witnessed by caregivers,
diagnosis can be challenging. This underscores the
importance of ensuring public awareness initiatives and
safety mechanismsintoysto prevent ingestion. A thorough
history and a ssmple investigation like a radiograph can
clinch the diagnosis. This case also highlights the risk of
ongoing injury and near-fatal complicationsfor prolonged
periods (up to 2-3 weeks) after successful battery removal
and the need for continued vigilant monitoring. Thisalso
stresses the importance of availability and coordinated
efforts of a multidisciplinary team in the successful
survival of a potentially fatal complication of button
battery ingestion.
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