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1 |  INTRODUCTION

Aerodigestive fish bones are particularly problematic, there 
are those that lie within the oropharynx and upper hypophar-
ynx that may be reached with simple tools and manoeuvres. 
We have describe a more tolerable alternative to a traditional 
method which utilizes a laryngoscope.

Aerodigestive tract foreign bodies are a relatively 
common in otolaryngology and most doctors will likely 
encounter this in their junior years in the emergency de-
partment (ED) or on an otolaryngology rotation. Among 
foreign bodies, fish bones are particularly problematic and 
can be embedded in soft tissue anywhere from the oral 
cavity to the esophagus. A significant amount of these lie 
within the oral cavity and can be remove very easily and 
there are those that lie in the esophagus and recesses of 
the hypopharynx that justify the need for more invasive 
measures such as pharyngoscopy or esophagoscopy. There 
are also those that lie in between, and initial attempt at 
retrieval may be achieved with simple tools (Figure 1) and 
maneuvers postponing the need for complex procedures, 
general anesthesia, valuable human resources, theatre 
space, time, and equipment.

This article describes a simple alternative technique to remove 
a foreign body from the upper aerodigestive tract but beyond the 
oral cavity and oropharynx thus forgoing the need for pharyngos-
copy and general anesthesia and the associated resources.
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Abstract
Aerodigestive tract fish bones are common and often utilize significant hospital re-
sources. Some pharyngeal fish bones can be retrieved with basic equipment thus 
clinicians should exhaust all simple techniques including that described in this paper.
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F I G U R E  1  Fish bone in base of tongue seen on flexible 
nasoendoscopy
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2 |  CASE DESCRIPTION

A 37- year- old female was seen in the emergency department 
after being referred to ENT for a throat pain after eating fish. 
The patient gave a four- hour history of having had fish when 
she started having sticking right sided throat pain made worse 
by swallowing. Patient gave no history of drooling, coughing, 
shortness of breath, chest pain nor fever. On examination, the 
patient was in mild painful distress. Examination of the oral 
cavity and visible oropharynx was normal, no significant neck 
tenderness on palpation, no crepitus. A review of a lateral soft 

tissue neck X- ray ordered by ED staff was negative for fish 
bone. However, on flexible nasoendoscopy (FNE), a fish bone 
was noted to be imbedded in right tongue base (Figure 2).

Generous application topical local anesthetic solution a 
sprayed to the back of the mouth for the patient to gargle for 
30 to 60 seconds. The patient was made to lie supine in the 
sniffing morning air position. The clinician sits at the head of 
the couch with the patient at a comfortable height. Attempts 
to remove the fish bone with the aid of a curved Magill la-
ryngoscope to displace the tongue for attempt at visualizing 
the fish bone were unsuccessful. This was poorly tolerated 
due to a strong gag reflex. Instead, the patient was asked to 
stick the tongue out and a sterile gauze was wrapped around 
the middle third of the tongue which was then held and gen-
tle upward and caudal traction was applied (Figure 3). With 
the aid of a headlight, direct vision of the oropharynx and 
upper aspect of the hypopharynx was visualized and a pair of 
Magill forceps was used to retrieve foreign body (Figure 4).  
The patient was discharged directly from the emergency de-
partment with advice.

3 |  DISCUSSION

This paper has described an alternative minimally invasive 
approach to retrieving a foreign body within the lower as-
pect of the oropharynx and upper hypopharynx. In 10%- 
20% of cases of fish bones and other foreign bodies in the 
hypopharynx and esophagus are challenging to retrieve 
and require general anesthesia and pharyngoscopy or rigid 

F I G U R E  2  Fish bone in base of tongue seen on flexible 
nasoendoscopy

F I G U R E  3  Equipment used to retrieve fish bone; headlight, 
gauze, topical lidocaine, Magill forceps F I G U R E  4  Fish bone removed from pharynx
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esophagoscopy.1 However, for those fish bones in reachable 
places in the aerodigestive tract, attempts should be made to 
remove them before moving to more invasive measures.

In this case, our patient had a fish bone imbedded to the 
right of the tongue base just at the level of the epiglottis. This 
was initially missed on X- ray which is not uncommon but 
was picked up on FNE.2 Despite application of topical local 
anesthesia, initial attempts using a laryngoscope as described 
in the literature3,4 failed because the patient had poor toler-
ance of a metal instrument passed into the vallecula due to a 
functional gag reflex.5 The novel technique described in this 
paper was successful due to the lack of instrumentation of the 
oropharynx of a conscious patient. Instead, the tongue was 
displaced with anterior and caudal traction negating the need 
for an instrument which thus eliminated stimulating the gag 
reflex. This allowed for a thorough look without thrashing 
from the patient and a more controlled attempt at grasping 
and removing the fish bone. It should be noted that when 
applying traction, this should be gentle and the middle third 
of the tongue should be held as traction at the tip is restricted 
by the frenulum and produces pain. This was relatively chal-
lenging and the writer would recommend having an assistant 
or having the patient themselves hold their tongue. As a result 
of this technique, this patient had removal of a fish bone from 
the pharynx without the need for operating theatre.

4 |  CONCLUSION

A fish bone was found imbedded in a reachable region of 
the upper hypopharynx and be removed with the simple tech-
nique described in this paper. This technique was superior to 
another which utilizes a laryngoscope as it was vastly more 
tolerable especially in the presence of locally anesthetized 
pharynx. This afforded the clinician more time and an in-
creased the chance of success and thus negated the need for 
unnecessary pharyngoscopy and general anesthesia.
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