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ABSTRACT
Fish bone is the commonest pharyngeal foreign body, however migrating fish bone is a rare occurrence. We
report a case of a 54-year-old male who had history of fish bone ingestion over a week and presented with
odynophagia and worsening neck pain. Rigid esophagoscopy revealed tip of a fish bone which was embedded
in granulation tissue. The fish bone migrated further with manipulation. Aided with computed tomography
scan findings, the serrated fish bone was finally removed via transcervical approach without any
complication. In conclusion, high index of suspicion and prompt removal of migrating fish bone with the aid
of computed tomography imaging is necessary to avoid fatal complications.
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INTRODUCTION
Accidental fish bone ingestion is a common
occurrence. According to Chai CK et al, fish bone is
the commonest pharyngeal foreign body in Sarawak
General Hospital which constituted for 92.8% of
pharyngeal foreign body cases seen. Fish bone also
contributed to a total of 29.8% of oesophageal
foreign body.1 We would like to report our
experience in managing a case of serrated fish bone
migrating to prevertebral space which was
successfully removed via external approach without
any complication.
CASE REPORT
A 54-year-old gentleman presented to Department
of Otorhinolaryngology, Head and Neck Surgery
(ORL-HNS) of Sibu Hospital for odynophagia and
worsening neck pain over a week. He gave a history
of fish bone ingestion of one week duration with
odynophagia, but was still able to tolerate orally.
Over the next few days, the patient developed pain
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over anterior part of the neck and low grade fever
which was when he sought further treatment. Upon
examination, patient was afebrile with tenderness
over anterior part of the neck. Flexible laryngoscopy
done did not reveal any signs of foreign body. There
was no obvious foreign body seen on lateral neck
radiography.
Intravenous Augmentin was commenced immediately.
We proceeded with rigid esophagoscopy which
revealed firm granulation tissue over the right
posterolateral wall of esophagus, about 17cm from
the upper incisor. Tip of a fish bone was seen within
the granulation tissue and we attempted to remove
it with grasping forceps. However, the fish bone
was lost during manipulation. The procedure was
abandoned and Ryle’s tube was inserted for feeding.
A computed tomography (CT) scan was arranged for
him. The scan revealed a 3.0cm x 0.3cm hyperdense,
linear foreign body in the right prevertebral soft
tissue at the level of C7/T1 vertebral body,
projecting anterolaterally and inferiorly. (Fig.1) Its
medial end laid 0.9cm anterior to the C7/T1
intervertebral disc. (Fig.2) Its lateral end laid
posterior to the right common carotid artery and was
the most superficial aspect, measuring 2.3cm from
the skin. No active contrast extravasation was seen
from the adjacent vessels. No rim enhancing
collection was seen in the prevertebral soft tissue to
suggest abscess.
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Figure 3 The serrated fish bone after removal,
measuring 3.0cm, showing unidirectional saw-tooth
on one side.
DISCUSSION

Figure 1 3D-reconstruction of a computed tomography of
the neck shows a 3.0cm x 0.3cm hyperdense, linear
foreign body in the right prevertebral soft tissue at the
level of C7/T1 vertebral body, projecting anterolaterally
and inferiorly. (black arrow)

He was subjected to neck exploration on the same
day via transcervical approach. Along the track to
locate the fish bone; the right thyroid gland was
retracted medially while the right inferior thyroid
artery was ligated and the right common carotid
artery was retracted laterally. A serrated fish bone
was found deeply embedded in the preverterbral
fascia about 0.5cm to the lateral border of
esophagus. The fish bone was successfully removed
in total. (Fig. 3) He was discharged with a nasogatric
tube which was eventually removed one week post
neck exploration and oral feeding was commenced.

Figure 2 Computed tomography of the neck shows the
position of the fish bone (black arrow), with its medial
end anterior to the C7/T1 intervertebral disc and lateral
end posterior to the right common carotid artery.

Patients who have ingested fish bone typically
present acutely in emergency setting. Over 60% of
patients with oesophageal foreign body ingestion are
symptomatic within the first 24 hours, while 80%
present within the first week.2 Most of the fish bone
will be lodged over the tonsils, base of tongue and
vallecula, which can be visualized directly or with
the aid of laryngoscope and can be removed
instantly. However, sharp and linear fish bones have
a tendency to migrate out of the digestive tract;
commonly at cervical oesophagus, followed by
upper thoracic oesophagus and rarely migrating out
of intestines.3,4
Oesophageal movements during swallowing, neck
muscles contraction and manipulations during
endoscopy facilitate the migration of fish bones into
the neck. Fish bones have been reported to migrate
to thyroid gland, piercing through common carotid
artery and internal jugular vein, and through
cervical spine to posterior subcutaneous tissue. 5,6
Fish bone migration can present with complications
of deep neck abscess, hematoma due to vascular
injury and rarely mediastinitis.7
Oral examination and laryngoscopy are usually nondiagnostic for migratory fish bone, as was the case
with our patient. Plain radiography of lateral neck
was performed was also not helpful. Although cheap
and easily available, the sensitivity of lateral neck
radiographs in the detection of foreign body is
reported to be as low as 25.3 %.8 Location of
impaction, orientation, and density of the foreign
body affects the visualization of foreign body on the
lateral neck radiograph.9
Alternatively, the sensitivity of multidirectional
computed tomography (MDCT) to detect an
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impacted foreign body ranged from 90 to 100 %
with a specificity of 93.7 to 100 %, making it
significantly superior to plain radiography in
detecting foreign body.10 Furthermore, CT scan
elucidates objectively the size, type, accurate
location and orientation of the foreign body with
the surrounding vital structures; making it easier
for surgeons to determine the best surgical
approach to remove the foreign body.
In our case, the presence of foreign body was
confirmed when the tip of the fish bone seen within
the granulation tissue during the rigid endoscopy
examination. However, even without visible foreign
body, the presence of mucosal tear or granulation
tissue should raise the suspicion for migratory
foreign body. In our case, the migrated fish bone
which was partly seen intraluminally failed to be
removed through rigid endoscopy, and manipulation
caused the fish bone to migrate further. This should
be attributed to the nature of the fish bone which
was serrated. Serrated fish bone with unidirectional
saw-tooth on its sides allows only unidirectional
movement, promoting deeper penetration and
prevents it from being withdrawn intraluminally.
CONCLUSION
Migrating fish bone is a rare occurrence as
compared to high incidence of fish bone ingestion.
Partially migrated fish bone may be extracted via
intraluminal approach although in rare conditions
where the fish bone is serrated; external approach
and neck exploration are required. Migrating fish
bone in neck may cause fatal complications if left
unattended even though spontaneous extrusion of
migrating fish bone has been reported. Therefore,
high index of suspicion and prompt removal of
migrating fish bone with the assistance of CT scan
is crucial.
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