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Introduction 

S
ore throat and throat pain are common chief com-

plaints across all ages in the urgent care setting. As cli-

nicians who likely see these complaints multiple times 

a day, our differential diagnosis when walking into the 

patient room probably consists of only the most com-

mon causes of pharyngitis, which are the infectious 

causes (viral pharyngitis, allergic pharyngitis, and strep-

tococcal pharyngitis). While it is easy to consider sore 

throat and throat pain to be “just pharyngitis” and rely 

on decision criteria and/or point-of-care testing to make 

or confirm our diagnosis, it is always important to 

obtain a thorough history and physical exam, and use 

our clinical gestalt when the typical infectious history 

and exam findings are not present. At times, it may be 

important to revisit the physical exam and ask more 

questions when history,  exam, and our differential do 

not match. In addition to the viral, allergic, and strep-

tococcal pharyngitis, it is important to remember that 

a complete differential for pharyngitis also includes 

gonococcal pharyngitis, infectious mononucleosis, 

sinusitis, postnasal drainage, herpangina, gastroe-

sophageal reflux disease, smoking, thyroiditis, and for-

eign body ingestion.1,2 

 

Case Presentation 

A 9-year-old female presented to urgent care with the 

chief complaint of sore throat for the past 2 to 3 hours. 

She states her throat started to hurt after eating dinner, 

which consisted of a hamburger, French fries, and corn. 

She and her parents described the pain as moderate to 

severe and right-sided. She felt the pain improved min-

imally after eating yogurt and drinking cold water. The 

parents did give her Tylenol at the time the pain started, 

but it had yet to resolve the pain. They described her 

voice as “hoarse,” but otherwise there were no other 

symptoms. She denied fever, chills, recent or current 

URI symptoms, ear pain, drooling, shortness of breath, 

stridor, chest pain, and abdominal pain. She and her 

parents denied any recent exposure to strep throat, in-

fectious mononucleosis, or any sick contacts in general. 
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Urgent message: Sore throat and throat pain are common complaints in the urgent care 

setting. While infectious causes are the most common and the likely cause of the 

 patient’s complaint, it is important to consider other causes. 
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The patient’s medical history and her family history 

were unremarkable. 

 

Physical Examination 

Vital signs were within normal limits and included: 

! Temperature: 98.6° F 

! Respiratory rate: 18 

! Heart rate: 97 

! Oxygen saturation: 98% 

 

Figure 1.

Figure 3.Figure 2.
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Physical exam revealed the child was well but did 

have discomfort in the area of her throat/neck. She was 

active, and able to carry a conversation. No obvious stri-

dor was noted. Her oropharynx was unremarkable. 

There was no erythema, tonsillar swelling, tonsillar ex-

udate, or soft-tissue swelling. Palpation of her neck re-

vealed no enlarged or tender lymph nodes. There was 

an area of the right anterior neck that with light palpa-

tion was able to recreate the patient’s moderate-to-se-

vere sharp throat pain. 

At that time, further history was obtained; it was 

noted the patient’s pain started while eating the ham-

burger her father cooked on their home grill. At this 

point the patient was given a combination of Mylanta 

and viscous lidocaine, and imaging of the neck soft tis-

sue was obtained. Her pain resolved with treatment. 

 

Diagnosis, Course, and Treatment 

Imaging of the neck (Figure 1) was concerning for a 

thin linear radiopaque density in the area of the vallec-

ula anterior to the epiglottis. When the imaging results 

were reviewed with the father and the patient, the fa-

ther remembered that he had cleaned the grill with a 

metal bristled brush before cooking. As the patient had 

a likely foreign body ingestion, with the foreign body 

most likely a sharp-pointed metallic body, the case was 

discussed with an ED attending who agreed transfer to 

the ED for further evaluation and management was ad-

visable. 

While in the ED the patient had a noncontrast CT of 

the neck soft tissue, which confirmed there was a linear 

foreign body anterior to the epiglottis in the area of the 

vallecula, approximately 9.5 x 1 mm in size (Figure 2 

and Figure 3). The patient went to the OR for direct 

laryngoscopy under general anesthesia. A metallic lin-

ear foreign body was found imbedded in the vallecula 

and was removed. Final diagnosis: metal foreign body 

of the throat, consistent with metal wire. 

 

Discussion 

While there are many more common causes for throat 

pain, foreign body ingestion should be on a clinician’s 

differential when the history and physical exam do not 

point toward the more common causes.  

Foreign body ingestion can occur at any age but is 

more common between the ages of 3 and 6 years and 

in patients with developmental delay and behavioral 

problems. While morbidity is low (<1% of all patients), 

death from foreign body ingestion can occur—and 

does, in approximately 1,500 deaths a year.3,4 Com-

monly ingested foreign bodies include coins, button 

batteries, toys, toy parts, magnets, safety pins, screws, 

marbles, bones, and large amounts of food.  

Foreign body ingestion presentations show great vari-

ation between symptomatic and asymptomatic. While 

approximately 50% of children with witnessed or re-

ported foreign body ingestion are asymptomatic, respi-

ratory distress along with initial suspicion and choking 

attack while eating have been found to have strong in-

dicators for foreign body aspiration.5 Patients in respi-

ratory distress who are referred for emergent care should 

be transported to the ED by private car if feasible. An-

other study found that 40%–50% of individuals with 

foreign body ingestion are not witnessed, and in many 

cases the patient has no symptoms.3 A case series of 325 

children with foreign body ingestion found approxi-

mately half of the children were symptomatic at the 

time of ingestion. Those symptoms included retroster-

nal pain cyanosis, cyanosis, and dysphagia.6  

Symptoms of foreign body ingestion are typically de-

pendent on the location of the foreign body. Foreign 

body in the esophagus may cause refusal to eat, dys-

phagia, drooling, or respiratory symptoms, or the pa-

tient may be asymptomatic. Older children may be able 

to localize the pain. If the foreign body is in the stom-

ach or intestines, the patient is typically asymptomatic 

but may have vomiting or refuse to eat. It has also been 

found that 20%–50% of children with confirmed inges-

tion are asymptomatic of foreign body ingestion and 

have possibly been treated for other diagnoses for a 

month before the diagnosis of foreign body ingestion 

is made.3,6 

With these variations in presentation and symptoms, 

it is important to have a high index of suspicion for for-

eign body ingestion when the history and physical 

exam do not correlate, as seen with our case. 

When there is suspicion of foreign body ingestion, 

“Foreign body ingestion should be 

on a clinician’s differential when 

the history and physical exam do 

not point toward the more 

common causes of sore throat.”



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  June  2019   35

A  9 -Y E A R - O L D  G I R L  W I T H  S U D D E N - O N S E T  S O R E  T H R O A T  A F T E R  A  M E A L

plain radiographs of the neck, chest, and abdomen 

should be obtained. It is important to note that approx-

imately 64% of ingested foreign bodies are radiopaque.6 

If radiographs do not reveal a foreign body, advanced 

imaging can be obtained (depending on patient pres-

entation and the suspected foreign body); this is espe-

cially helpful when the suspect body is radiolucent.3,4,7 

 

Management 

Management of foreign body ingestion breaks down 

into two categories—urgent vs expectant manage-

ment—depending on the location of the foreign body 

and the specific foreign body. Urgent management, 

emergency endoscopy, is required if:  

! The patient shows symptoms of airway compromise 

! There is near to complete esophageal compromise 

! The object is sharp, long, or a superabsorbent poly-

mer in the esophagus or stomach 

! The object is a high-powered magnet or multiple 

magnets 

! The object is a button battery 

! There are signs/symptoms of inflammation or in-

testinal obstruction such as fever, abdominal pain, 

or vomiting 

Any object in the esophagus for more than 24 hours 

should be removed emergently so as to decrease the risk 

of transmural erosion, perforation, or fistula. Patients 

who do not meet the criteria for urgent management 

can be observed for 12 to 24 hours, as spontaneous pas-

sage is likely.3,4,7 

Exceptions to the urgent vs expectant management 

occur when the foreign body is in the esophagus or the 

patient is symptomatic and the foreign body is in the 

stomach or duodenal bulb. Symptoms include fever, 

nausea, vomiting, or abdominal pain/tenderness. In 

these situations, urgent endoscopy, within 24 hours, is 

recommended. In addition, if a foreign body is in the 

stomach for more than 4 weeks it is unlikely to pass be-

yond the pylorus and should be removed endoscopi-

cally as well.3,4,7,8 

 Looking specifically at sharp-pointed foreign body 

ingestion, as with our patient, if there is suspicion of 

ingestion it is important to determine location of the 

foreign body. Sharp-pointed objects lodged in the 

esophagus are at high risk for perforating the esopha-

gus; this is a medical emergency requiring urgent en-

doscopy for removal. As many ingested sharp objects 

are radiolucent (eg, fish bones and wooden toothpicks), 

endoscopy should be performed if there is a high level 

of suspicion or witnessed ingestion. If the patient is 

asymptomatic and ingestion is not definite or not re-

cent, CT or other advanced imaging can be considered 

with subsequent removal or observation and/or close 

follow-up.7,8 

If the sharp-pointed foreign body is in the stomach 

or proximal duodenum, removal is required due to risk 

of perforation of the gastrointestinal tract. If the object 

is found in the small intestine it can be monitored with 

serial imaging if the patient is asymptomatic. Surgical 

intervention is required if the object fails to progress 

after 3 days or if the patient is symptomatic of obstruc-

tion or perforation (abdominal pain, fever, vomiting, 

hematemesis, or melena).3,4,7 

With the rising number of foreign body ingestion 

secondary to the use of wire grill brushes, a high index 

of suspicion is needed to consider and make the diag-

nosis of foreign body ingestion in most cases.7,9-11! 
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“Any object in the esophagus for 

more than 24 hours should be 

removed emergently so as to 

decrease the risk of transmural 

erosion, perforation, or fistula.”


