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Abstract

The ingestion of a foreign body is a complication often seen in the 
hospital emergency rooms. The dental university hospital, where in-
struments and products are manipulated in the mouth, is an environ-
ment of risk. Previously, accidental foreign body ingestion during a 
routine dental procedure was reported by different groups. However, 
ingestion of multiple foreign bodies during a routine dental impres-
sion procedure is uncommon. Here, we describe a clinical case of ac-
cidental ingestion of concomitant crown and piece of tray. Some clini-
cal implications are discussed, mainly emphasizing the care needed to 
prevent such an accident.
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Introduction

The ingestion of a foreign body is a complication often seen in 
the hospital emergency rooms. The dental university hospital, 
where instruments and products are manipulated in the mouth, 
is an environment of risk [1]. Dental objects that have been 
swallowed include dental prostheses and endodontic instru-
ments. Ninety percent of ingested foreign bodies pass through 
the gastrointestinal tract uneventfully. However, the ingestion 
of foreign body can sometimes cause serious complications 
[2]. Treatment depends on the type and size of the object and 
its location [3].

During dental treatment, we must be aware of practices 
that decrease the risk of accidentally swallowing an object. In 
the doctor’s office, patients must be guided to prevent such 
occurrences.

Previously, accidental foreign body ingestion during a 
routine dental procedure was reported by different groups [1-
3]. However, ingestion of multiple foreign bodies during a rou-
tine dental procedure is uncommon. The purpose of this article 
was to describe a clinical case of accidental ingestion of con-
comitant crown and piece of tray. Some clinical implications 
are discussed, mainly emphasizing the care needed to prevent 
such an accident.

Case Report

A 77-year-old Japanese man with no significant previous med-
ical history presented at the emergency service of our hospital 
following the accidental ingestion of a crown during a rou-
tine dental impression procedure. His general condition was 
very good, without dyspnea, nausea, vomiting or abdominal 
pain. On examination, he was hemodynamically stable with 
no evidence of airway compromise, respiratory distress or 
abdominal tenderness. Pharyngolaryngo fiberscopic analysis 
revealed normal suggesting passage of the foreign body into 
the esophagus. On a plain abdominal X-ray study, there was 
suspicion of crown and something in the stomach (Fig. 1). An 
erect chest X-ray was normal (data not shown). Urgent esopha-
go-gastro-duodenoscopy could retrieve the foreign body. And 
surprisingly, we recognized concomitant crown and piece of 
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Figure 1. Abdominal X-ray demonstrating a crown and something in 
the stomach. 
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tray ingestion (Fig. 2).

Discussion

Ninety percent of ingested foreign bodies pass through the 
gastrointestinal tract uneventfully. Approximately 10% ne-
cessitate endoscopic removal while only 1% will ever require 
surgical intervention. Impaction may occur at sites of anatomi-
cal or physiological narrowing such as the lower esophageal 
sphincter, ileocecal valve or areas of stricture formation. If 
the blunt object has passed into the stomach and is less than 
6 cm in length and 2 cm in diameter, there is a 90% chance of 
spontaneous passage through the pylorus and ileocecal valve 
[4]. Passage of a sharp foreign body into the stomach requires 
immediate attempts at endoscopic retrieval, as the risk of per-
foration on reaching the ileocecal valve is approximately 35% 
[4]. In our case, we selected the urgent endoscopic retrieval, 
because the sharp foreign body was suspicious on the radio-
graphic study.

Previously, accidental foreign body ingestion during 
a routine dental procedure was reported by different groups 
[1-3]. However, ingestion of multiple foreign bodies during 
a routine dental procedure is uncommon. Here, we describe a 
clinical case of accidental ingestion of concomitant crown and 
piece of tray. Previous reports about multiple foreign bodies 
include magnet [5], coin [6], and so on. Accidental ingestion of 
concomitant crown and a piece of tray is relatively rare.

The best option is to prevent accidents. Prevention for 
sharp objects such as root canal file is to use dental floss and 
then rolled up on the finger to allow ready recovery in case of 
deglutition or aspiration [7]. This is already practiced for other 
dental objects such as transpalatal arches [8], and bands [9]. 
However, in this case, this situation is not suitable, because the 
patient swallowed a piece of tray in addition to a crown. We 
think that dentist should not use old tray.

In conclusion, we describe a clinical case of accidental in-
gestion of concomitant crown and piece of tray in this case. 
Although multiple accidental ingestion is relatively rare, we 
should recognize this possibility in dental university hospital.
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Figure 2. A crown and piece of tray were observed. 


