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side effect of Ciprofloxacin. It is mentioned
as unusual side effect of another quinolone
Nalidixic acid(2) but not of Ciprofloxacin.
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Unusual Foreign Body (Stone) in
the Esophagus of a Neonate
Mimicking Tracheoesophageal
Fistula :

Foreign body (FB) in the esophagus
during neonatal life is a very rare occur-
rence(1,2). Elder sibs in the family put FB in
the oral cavity of infants without realizing
the consequences. Suddenly, the FB get
swallowed in and obstruct the esophagus.
We managed a 45-day-old infant with a
foreign body stone in the esophagus, put in
the oral cavity by clder sib at the age of 13
- days of life. He had respiratory distress and
dysphagia mimicking tracheo-esophageal
fistula.

A 45-day-old male infant was hospital-
ized with history of cough, chocking, he-
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matemesis and excessive froth in the mouth
since the 13th day of life. He was born to
primigravidamother at term bynormal vagi-
nal delivery in a hospital without any ad-
verse perinatal factors and was breast fed.
On 13th day of life, the mother noticed sud-
den chocking, cough, respiratory distress
and froth in the mouth while the baby was in
the lap of elder sib. The baby had hemate-
mesis and malena subsequently. He was put
on breast feeds. He tried sucking initially
but was tired and could not swallow the milk
as it came out by the angle of the mouth. His
condition deteriorated and he was admitted
in local medical college with the diagnosis of
bronchopneumonia. He was kept nil orally
and was given intravenous fluids (IV) and
antibiotics. He received one blood transfu- -
sion. On showing a little improvement, breast
feeding was retried. However, again he could
not swallow and had excessive frothingand
a bout of&severc cough. Subsequently, he =
was given Ryle’s tube feeding but his respi-
ratory distress did not improve. Meanwhile,
he had two more episodes of hematemesis
and malena. On the 37th day of life, he was
referred to PGIMER, Chandigarh with a
diagnosis of tracheoesophageal fistula (TOF).
He remained in the Pediatric emergency
ward for 7 days and was managed as aspira-
tion pneumonia but when oral feeding was
started he again had severe choking fol-
lowed by respiratory distress. All the inves-
tigations including barium meal done by in-
stilling thinbarium through Ryle’s tube were
reported normal. Pediatric Gastroenterol-
ogy consultation was called for exclusion of
TOF. The whole history was reviewed and
possibility of forcign body was kept in mind.
At 45th day of life, on review of the X-rays of
chest, a foreign body in upper one third of
esophagus was suspected (Fig. 7) and subse-
quently was confirmed under fluoroscopy.
On the same day, upper gastrointestinal
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Fig. 1. X-ray chest PA showing the foreign body.

endoscopy was done with fiberoptic endo-
scope and a stone was identified in tht upper
part of esophagus which was taken out with
dormia basket under direct vision without
sedation or anesthcsia. Subsequently, the
babyshowed remarkable improvement. The
drooling of secretions stopped, respiratory
distress became passive and he started tak-
ing breast feeding without problems. On 4th
day he was discharged. On foliow up he is
gaining weight and had no respiratory diifi-
culty.

Foreign body (FB) in the esophagus
constitutes a serious cmergency in Pediatric
practice. Esophagus is a tubular structure
and its whole length lumen is narrow in
children. There are physiological narrow
arcas like cricopharyngeal part, mid esopha-
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gus and gastroesophageal junction. In chil-
dren under the age of 3 years the impaction
of FB is common(1,2). Impaction of FB in
esophagus had been reported in older chil-

dren and adults(3). But this depends upon |
the size and nature of FB. Tothe best of our

knowledge this is youngest patient with stone
as FB in the esophagus. There is no mention
of FB in the alimentary tract of neonates

even in standard text books of Pediatrics
and Neconatology. Moreover, stone being a

FB is very rare in older individuals also.
There is no mention of stone as FB in
esophagus in the large studics reported in
the literature, In the present patient, possi-
bly the stone was put in the oral cavity by the
elder sib on 13th day of life and was swal-
lowed simultaneously by the neonate. This
obstructed the narrowest area of esophagus
and was responsiblc for the clinical picture
in him but diagnosis was missed all through.
Respiratory distress is the commonest
manifestation of esophageal FB in younger
children(1). The manifestation in the pres-
ent neonate efctly mimicked tracheoeso-
phageal fistula like severe chocking, respi-
ratory distress, drooling of sccretions and
dysphagia for 32 days. He had aspiration
pnuumonia due to lack of clearance of se-
crctions. Various factors leading to respira-
tory distress are edema around the FB in
larynx and trachca, tracheal compression,
edematous laryngeal inlet, periesophageal
reaction and overflow of secretions in the
trachcobronchial tree(1-4). All the factors
were operating in the present case. Very
rarely hemorrhage hasbeenreported due to
ulceration caused by impacted FB. The
present patient had significant upper gas-
trointestinal bleeding evidenced by hemate-
mcsis and malena and required transfusion.
Various other complications of FB in ¢sopha-
gus can be perforation, mediastinitis and

- fistula formation(1,6).
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Removal of FB from esophagus is a
challenge though various methods like use
of Folley’s catheter, rigid endoscope and
Valsalva manoevre have been used(1,5).
However, fiberoptic endoscopy has revolu-
- tionized(6) the management as exemplified
by the present patient.

Ingestion of FB should be kept in mind
while managing a neonate or infant with
respiratory distress, aspiration pneumonia,
dysphagia and upper gastrointestinal bleed-
ing. The management of esophageal FB is
entirely different. Experts trained in Pediat-
ric endoscopy and appropriate size cndo-
scopes are required to properly handle the
neonates and infants. The results are
dramatic and rewarding and surgery can
be avoided.
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NOTES AND NEWS

LAKE SIDE EDUCATION TRUST ANNUAL CME PROGRAMME

The Lake Side Education Trust is organising its 11th Annual CME Programme on
Sunday 25th July 1993 at Hotel West End, Bangalore. Distinguished speakers from across,
the country will speak on the topic of Rational Drug Therapy in Pediatrics followed by
Panel Discussion and a one hour prezonal Pediatric Quiz.

For registration/details of the programme, please contact or write to:

Dr. H. Paramesh,
Chairman, Organizing Committee,
Lake Side Education Trust,

33/4, Meance Avenue Road, Bangalore 560 042.

Tel. 566723 /566738
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