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TWO UNCOMMON ESOPHAGEAL CASES

ANTHONY BASSLER, M.D.

I'rofeszor of Clinleal Medicine, New York olyellnle Mediceal School

and Hospital ; Visiting Physician, New York Polyelinic Hos- -

pital ; Chief Gastro- hn!cmlﬂhist German  Poliklinik ;
Visiting Gastro-Enierologist, Peoples Hospital
NEW 10RK

The first caze is of interest in showing the length of
time that a large and irregular-shaped iﬂreu,n hody can
be retained in the esophagus, the conclusions arrived at
as to the safest procedure for its removal, and the
operation,

Case 1.—J. 8. (referred by Dr. Harry Landezman, New
York), aged 34, married, maechine worker in factory, whose
family and personal history were negative, had been per-
feetly well up to nine weeks before I saw him, when, during
his sleep one night, he was awakened by a strangling sensation

~amd a pain in his throat. Within a moment he noticed that
the right ineisor tooth of the upper jaw, with the plate on
which it was attached, was missing, He made efforts with his
fingers to extraet the plate from his throat but could not
feel it. After an hour or two the symptoms of distress sub-
sided and he fell asleep again. When he awoke in the morning
his throat was sore, swollen and “reddish looking,” and he
had indefinite painful sensations in the upper part of his
neck in the lateral hyoid regions. For two days he eould not
swallow anything. About the third day he began to get down
some fluid, and each day thereafter he swallowed with Jess
distress until, at the time I saw him (eight weeks after), he
was partaking of fluid and semizolid foods. The patient had
no pain under ordinary eonditions, but when he made effort at
swallowing he had a sticking sensation in the lateral hyoid
regions high in the front of his neck, but no distress in the
sternal region. This distress he deseribed as the presence of
something interfering with his swallowing. Dr. Landesman
reported that he had passed a bougie several times into the
patient’s stomach, and had not noticed any obstruction, and
the patient stated that he had examined his stools for the
first four weeks and had not recovered the plate.
Examination was negative, except that the patient had a
glight degree of pharyngitis. The tip of a stomach-tube was
arrested about the upper part of the sternal region. I did
- not pass a bougie, feeling that if the plate was lodged there
it might cause a rupture of the esophagus. The patient
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deseribed the tooth-plate as having one tooth fastened to it;
it had a lower cutting edge and an upper edge which was
flattened and sharp. He said that the plate was made of rub-
ber, and originally had a clamp at both ends to hold it to
certain teeth, but that one of these clamps had been broken
off for some time. (The lower end of the plate as seen in
Figure 1 shows this perfect enc to be pointed downward.)
He said that the plate was a narrow one, was pointed at both
ends, and had a sharp posterior edge. The two skiagrams
(Figs. 1 and 2) show the shadow to be considerably wider
than the deseription of the plate he gave and more irregular
in outline than only such a plate would throw. My assumption

Fig. 1.—Anteroposterior skisgram showing the plate lodged at
the level of the thivd and fourth dorsal vertebrae, and the clavicles
in front (Case 1).

was that he probably had some uleeration in the esophagus
around 1t accounting for this,

While it would be an easy matter to pass an esophagoscope
and seize the plate with an esophagus clamp, it is evident
that the plate would have to be seized at the point where the
edge was noted through the esophagoscope, there being little
or no choice in the selection. The entire assemblage, that is,
the esophagoscope and the clamp with the plate fastened at
its lower end, would then be delivered by simple direet traec-
tion. Sinee the larvngopharyngeal junetion is narrow, and a
third skiagram showed that the tooth-plate was in the position
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which when drawn upward had the two sharp edges of the
tooth on one side and the knife edge of the back of the plate
on the other, it was plain that the opening of the esophagus
would probably be badly cut in delivering the plate, thereby
encouraging the danger of a ecllulitis of the throat with a
possible edema of the glottis. Since the main danger of its
removal was a subsequent cellulitiz, T decided that this would
be minimized to the greatest extent by not endeavoring to
remove the plate by the esophageseope but by an open opera-
tion at the side of the neck. 'lhis was done one week after-
ward, Two days before it was performed, the patient began
to complain of pains in his right and left thorax, mainly

IMig. 2. —Slghtly lateral position showing the plate lodged at
the same level as shown in Figure 1 (Case 1),

in the right shoulder running down the arm, which pains pre-
vented him from sleeping.

Description of the operation by Dr. J. P. Grant at Dr. J.
A. Wyeth's elinie, at the New York Polyelinic Hospital:
“The patient was placed on the table with shoulders slightly
elevated and face turned to the right. On the left side an
incision was made, beginning at the level of the thyroid car-
tilage and extending downward along the anterior margin of
the left sternomastoid for about three inches. The skin,
platysma, and superficial and deep fasciae were divided. Tt
was also found necessary in order to have a good exposure to
divide the omohyoid, The thyroil gland and the trachea were
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then retracted fo the right. The carotid sheath was next iden-
tified and retracted to the left. An esophageal bougie was
then passed. At a point as deep in the neck as possible, the
esophagus was seized with volsallum foreeps and a longitudinal
slit made over the bougie. The bougie was then withdrawn
and the finger inserted into the esophageal wound. The plate
was located apparently opposite the second ecostosternal june-
tion, its base directed upward with the angle on the left side
firmly imbedded in the esophagus. This projecting angle was
Lroken off and removed with a pair of foreeps, after which the
plate was readily extracted. The wound was then lightly
packed with gauze and patient returned to bed. For nine
days the patient was nourished by rectum and kept sitting up
in bed. and dressings were changed daily. On the tenth day
the patient was given liquids by mouth and, there being no
escape through the esophageal wound, nourishment continued
to be given this way. MHis convalescence was uneventiul in
every way.”

The second caze iz of interest in showing a type of
esophageal obstruction which has not been recognized
as vet and which accounted for a peculiar swallowing
gvmptom.

Case 2—Mr. C. H. 8. (referred by Dr. Stephen Lee, East
Orange, N. .J.), aged 78. married, manufacturer, family his-
tory negative, at the age of 30 poticed a swelling in the root
of hiz neck on the right side. This was diagnosed by Dr.
Willard Parker and Dr. Sands as an aneuryvsm of the sub-
clavian artery for which nothing was done, and the growth
has not enlarged in the last ferty-eight yvears. The patient
took exceptionally good care of himself in the way of diet,
exercise, sleep, ete. :

About five years ago he noticed n stinging and distressing
gsensation in the right chest wher he swallowed acid food or
drink. This was particularly noticeable when he drank lemon-
ade or ate stewed tomatoes. TLis stinging sensation, when
prominent, gave him flashes of distress down the left arm.
He stated that he had no distress excepting when he partook
of acid things, and then only for from five to ten minutes after
he had swallowed, that partaking of these acid things did
not canse him distress in the stomach, and that such distress
as he had was entirely substernal.

Examination revealed a tall, thin type of man with an
aneurysm of the secomd portion of the subelavian arvtery on
the right side of the size of a small peach. No radial pulse
was palpable on the right side. Blood-pressure, systolie, 186;
diastolie, 100. Distinet atheroma of the right brachial. Urine
contained inereased amounts of indican, no albumin or easts.
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The heart was enlarged, and the aortie sound aecentuated.
There was general atony of the hollow viscera of the abdomen,
anid the second swallowing sound delaved to 30 seconds.

While the diagnoses of senility, aneurysm of the right sub-
clavian artery. chronie excessive intestinal putrefaction of the
indolic type, and arteriosclerosis, with gastro-enteric atony
were possible, the main point in this connection was the inter

Flg. 3. —Anteroposterior skiagram showing ealcification of the
arch of the aoria, and other ealearcous masses in the langs (Case 2,

esting symptoms pertaining to swallowing. The supposition
first was that the patient probably had an aneurysm in the
arch of the aorta, although no physical signs suggested this.
The diagnosis of the cause of the swallowing syvmptom was
made and confirmed by w-ray (Figs. 3 and 4).

[t is therefore plain that this wan had a caleification of the
aorta; the pressure on the gullet at that area eaunsed by this
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caleification, and a pressure exerted on the esophagus by the
upper part of the base of the heart, together eaused a slight
delay in transit in this portion of the tube. When the food or
|11"i|'lk was of o Hi'i{] nature, iT i'l'l'i‘t.:l.TE'll. ll‘]l,‘ IR eos Illt"lll.llll'q'lllt"

Flg. 4. —Dorsolateral skiagram showing pressure on the esephagus
by the arch of the aorta at A, pressure on the esophagus by the
baze of the heart at f, and a retention in the esophagus botween
the two ponts, and bismuth in the stomach at O (Cose 23,

of the esophagus at this midportion, and the patient had the
symptoms deseribed, which subsided in a few minutes when the
contents in the esophagus had been delivered into the stomach.









