
 

 

  A Tale Of Migrating Foreign Body 1 

 2 

Introduction: 3 

Intraluminal removal of ingested foreign bodies has been documented as far back as 4 

500 BC, with one of the earliest anecdotal accounts found in Aesop’s fables. In the 5 

tale, a crane inserts its head into the mouth of a predatory animaloften depicted as a 6 

wolf or lionto extract a bone lodged in the animal's throat following a hasty meal (1). 7 

Ingested foreign bodies still remain one of the commonest ENT emergencies of 8 

which fish bones are the commonest. They account for more than 85% of all the 9 

foreign bodies (2). Fortunately, these foreign bodies can be removed with less 10 

morbidity. However, some of these can pass through a mucosal surface, which heals 11 

over, and then migrate within the soft tissues of the neck to present at a distant 12 

location after a prolonged interval. Hereby we present a rare case in which the fish 13 

bone was found within the superior pole of thyroid. 14 

 15 

CASE: 16 

A 52-year-old male patient presented in our department with complaints of accidental 17 

ingestion of fish bone 10 days back. Following this, the patient swallowed a bolus of 18 

rice in attempt to dislodge the foreign body. However, he still had persistent foreign 19 

body sensation in throat. On examination his general condition was satisfactory. 20 

Vitals were well maintained. Oral cavity and oropharynx examination was normal. 21 

Indirect laryngoscopy and video laryngoscopy did not reveal any pooling of saliva, 22 

foreign body, oedema, or any congestion. Neck movements were painless. There 23 

was no sign of trauma, swelling, or tenderness and laryngeal crepitus was present. 24 

Systemic examination was essentially normal. Suspecting a foreign body, an X-ray of 25 

the soft tissue neck lateral view was done which showed no foreign body. Because 26 

of the persistent complaints of pain on the right-side of neck, we doubted the 27 

extraluminal migration of the foreign body. To know the exact location of the foreign 28 

body a contrast-enhanced CT scan of neck was done. It showeda small 29 

3.5*2.3*1.8cm sized abscessin right pharyngeal space along the posterolateral 30 

aspect of the right thyroid cartilage and the abscess was seen extending to upper 31 

pole of right lobe of thyroid. A linear hyperdense 2.3 cm long foreign body/ fish bone 32 

was noted within the abscess cavity. 33 

We then planned a neck exploration via external approach under general 34 

anaesthesia. A horizontal incision was made at the level of superior border of thyroid 35 

cartilage in the right side of neck. Dissection was done in the subplatysmal plane. 36 

Superior pole of thyroid was identified. Blackish discolouration was seen at the 37 

superior pole. On opening up this area, pus was seen draining out of the cavity. As 38 



 

 

per the CT findings, the fish bone had to be present within this abscess cavity. A 39 

thorough wash with betadine was given and the fish bone was identified and 40 

carefully removed. A 12 no. drain was fixed and suturing was done in layers. 41 

Postoperative period was uneventful. Drain was removed on postoperative day 3.  42 
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Discussion: 
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Ingested foreign bodies are more commonly lodged in the tongue base, tonsils or the 

vallecula and are easily removed in the clinical setting. Rarely, a foreign body may 

penetrate the oesophageal mucosa and migrate into the soft tissues of the neck, 

likely due to a combination of oesophageal peristalsis and cervical movement. These 

migrated foreign bodies can remain asymptomatic, extrude through the skin, or lead 

to serious complications such as deep neck abscess, carotid artery injury, internal 

jugular vein thrombophlebitis, or thyroid gland embedment. The incidence of 

extraluminal migration resulting in a neck abscess is estimated to be less than 1% 

(3).In 1949 Jemerin and Aronoff were the first to report a migratory foreign body in 

the thyroid gland (3). 

 In a series by Goh and Tan, four cases of fish bone migration into the thyroid gland 

were successfully managed via neck exploration, with only one case requiring 

thyroid lobectomy (4) 

Arumainathan et al (5) reported the first case in which the fish bone lodged in the 

thyroid was removed without the need to remove the entire gland in 2000.They have 

also stated that ,before their case report, there were only five reported cases of 

migratory fish bone in the thyroid and all of them were found in the left lobe. In all 

these cases, a lobectomy was performed because of the abscess on the thyroid and 

inflammation of the surrounding area.  

The primary challenge lies in accurately localizing the foreign body within the 

softtissues. Once identified, removal is typically straightforward. X-rays can be 

misleading due to calcification of upper airway cartilages or if the foreign body 

is radiolucent. Contrast enhanced computed tomography (CECT) of neck is 

the investigation of choice as it not only forms a road map for surgery, but also 

gives essential information like accurate size of the foreign body, its 

orientation and relationship with surrounding structures.  However, the 

position of the foreign body during surgery may differ from its location on 

preoperative CT imaging, due to the mobility of neck soft tissues relative to 

the underlying bony and cartilaginous structure(6). A C-arm can also be used 

intraoperatively in case of difficulty in localising the foreign body. 

Al Muhanna (7) et al. reported a case in which repeated esophagoscopy failed to 

identifya foreign body in a patient presenting with painful 

dysphagia.Subsequent CT imaging revealed a fish bone embedded in the 

right thyroid lobe.  

Sethi and Stanley(8) reported two cases of fish bones penetrating the esophageal 

wall and emphasized that CT scan is the most effective modality for precise 

localization of migrated foreign bodies. 

 

Conclusion: 



 

 

Exploration for a migrated foreign body is like searching for a needle in a haystack, 

often presenting a significant therapeutic dilemma due to the potential for serious 

complications. The longer a foreign body remains impacted, the greater the risk of 

adverse outcomes, hence the importance of timely diagnosis and intervention. In 

symptomatic patients, a normal endoscopic evaluation should raise suspicion for a 

migrated foreign body. CT scan is essential in localising the foreign body. Utilizing CT 

to guide a systematic external exploration of the neck enhances the accuracy of the 

procedure, reduces the risk of unsuccessful surgical attempts, and minimizes the 

potential for serious, life-threatening complications. 
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