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ABSTRACT 

Posterior mediastinal masses pose challenges for anesthesiologists due to their 

compressive nature. The most frequently used surgical approach is thoracotomy and 

anesthesia involves awareness of potential complications and airway management 

strategies. Among different types of foreign bodies (FBs), the esophageal FBs are one 

of the most common pediatric emergencies among infants and young children and 

the proximal part is the most common site. Presentation can range from being 

asymptomatic to symptoms such as vomiting, dysphagia, and drooling, or respiratory 

issues like coughing, wheezing, choking, or stridor. In this report, we present a case 

of a posterior mediastinal mass in a child with a history of respiratory disorders and 

multiple treatment courses. 

Introduction 

osterior mediastinal masses pose challenges for 

anesthesiologists due to their substantial 

compression of surrounding structures, which can 

lead to cardiorespiratory symptoms [1]. These masses 

show variable presentation, from an incidentally 

diagnosed mass to large compressing masses that 

compress the tracheobronchial tree and cause recurrent 

pneumonia [2]. The most commonly employed surgical 

technique is a posterolateral thoracotomy, which 

provides excellent exposure and control of the 

mediastinum, ensuring a safe tumor resection [3]. Due to 

the rarity of these cases, there are limited prospective 

trials to help clinicians choose an appropriate anesthesia 

technique. 

When a thoracotomy is performed, anesthesia usually 

involves general anesthetic agents combined with various 

analgesic strategies [4]. In contrast, the field of thoracic 

surgery is witnessing rapid advancements in relevant 

surgical techniques for children [5]. It is crucial to 

recognize potential complications, such as cardiac and 

respiratory arrest, which require immediate attention. 

Airway management can present challenges, making it 

essential to allocate and prepare resources accordingly 

[6]. 

In this report, we present a case of a posterior 

mediastinal mass in a child with a history of respiratory 

disorders and multiple treatment courses. 

Case Report 

A 3.5-year-old 10kg weighted female patient with a 

history of chronic respiratory disorders was presented to 

Mofid Children's Hospital in Tehran, Iran. The patient's 

parents reported a chronic history of allergy-like 

symptoms, managed with multiple anti-allergic 
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medications since the age of one, which significantly 

worsened following a severe cold six months ago. She 

was referred to another medical center due to symptoms 

including eating difficulties, drooling, and coughing after 

consuming cashew nuts. Two days later, the cashew nuts 

were expelled naturally. A diagnostic fiberoptic 

examination was performed at that center due to 

suspicion of foreign body aspiration; however, the results 

were inconclusive. 

After being discharged from the previous center, the 

patient developed severe dysphagia. A suspicious chest 

X-ray prompted further radiological investigations 

(Figure 1), leading to her referral to our center. At our 

facility, the patient was scheduled for fiberoptic 

bronchoscopy. 

 

Figure 1- Primary suspicious CXR 

In the operating room, anesthesia was induced 

inhalationally using sevoflurane combined with 

intravenous (IV) fentanyl (1micg/kg), with spontaneous 

breathing maintained throughout the procedure. The 

results revealed severe tracheal narrowing, as shown in 

(Figure 2). 

 

Figure 2- Severe tracheal narrowing in 

bronchoscopic investigation 

Patient admitted to pediatric intensive care unit (PICU) 

for optimal post-operational monitoring. Subsequently, a 

barium swallow study was conducted, demonstrating 

severe narrowing in the proximal portion of the 

esophagus (Figure 3). 

 

Figure 3- Barium swallow study showing severe 

narrowing in proximal portion of esophagus 

A chest CT scan (Figure 4) further confirmed the 

presence of a posterior mediastinal mass, and the patient 

was scheduled for elective resection of the mass. 

 

Figure 4- Posterior mediastinal mass in CT scan 

The night before the surgery, the patient was evaluated 

by the anesthesiologist, who thoroughly explained the 
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risks of the procedure to her parents. Following the 

discussion, informed consent was obtained, and the 

routine fasting protocol was outlined. On the day of the 

procedure, the patient was brought to the operating room, 

and after establishing routine monitoring equipment, 

anesthesia induction was performed through a 22-gauge 

IV access in the right hand using 1mg of IV midazolam, 

2 mcg/kg of IV fentanyl, and 40 mg of IV propofol while 

maintaining the patient's spontaneous breathing. A 4.5 

mm uncuffed armored tracheal tube was placed without 

complications. Once proper ventilation was confirmed, 2 

mg IV cisatracurium was administered as a muscle 

relaxant. Additional access was then established with a 

20-gauge IV line in the left hand and a 20-gauge radial 

arterial line.  

The patient was positioned in the left lateral decubitus 

position with careful consideration for proper alignment 

and support. A two-hour-long right-sided thoracotomy 

was performed, resulting in the successful resection of a 

granulomatous tissue formation caused by a chronic 

perforation in the posterior portion of the proximal 

esophagus, diagnosed as a trachea-esophageal fistula. 

This perforation was attributed to a small plastic artificial 

flower (Figure 5) ingested by the patient long ago. The 

granulomatous mass was successfully excised, and a 

chest tube was placed. The patient's hemodynamic status 

remained stable throughout the procedure. Extubation 

was uneventful, and the patient was transferred to the 

ICU for postoperative care. 

 

Figure 5- Chronic esophageal foreign body 

Discussion 

Foreign bodies (FBs) are more prevalent in the 

pediatric population, particularly among those under 5 

years of age, accounting for an average incidence of 7.9% 

to 9.5% of emergency otorhinolaryngological cases [7-

9]. Due to the curious nature of children, the prevalence 

of these complaints varies between 57% and 80% [10]. 

Mostly, children with psychological disorders and those 

with congenital malformations are more prone to FBs 

[11]. 

Among different types of foreign bodies, the 

esophageal FBs are one of the most common pediatric 

emergencies among infants and young children (between 

6 months and 3 years of age) [12]. Previous 

epidemiologic investigations demonstrate that coins are 

the most ingested objects [13-14]. The most significant 

factors influencing the passage of a foreign body include 

its initial location, size, and the presence of underlying 

esophageal disease [15]. The proximal part of the 

esophagus is the most frequent location for foreign 

bodies, and the presentation can vary from being 

asymptomatic to exhibiting symptoms such as vomiting, 

dysphagia, and drooling, or respiratory issues like 

coughing, wheezing, choking, or stridor [16]. Recently, 

there has been a rising number of children arriving at 

hospitals due to foreign body ingestions, often resulting 

in more severe and fatal outcomes [17-18]. 10%–20% of 

ingested foreign bodies require endoscopic removal, and 

only 1% necessitate an open surgical approach for 

removal, while 80–90% of them pass uneventfully [19-

20]. Chronic foreign body ingestion is a rare condition (6-

23.5% in the literature) that is defined as impaction 

lasting one week or longer [21] and may be associated 

with a preexisting congenital esophageal stricture in 

children [22]. 

In this report, we presented a rare case of 

granulomatous mass formation in the posterior 

mediastinum caused by a neglected ingested foreign 

body. Two sessions of anesthesia were performed using 

different techniques, adhering to the specific 

considerations required for airway management in 

patients with tracheal narrowing. 

Doolin reported a case of a 6-year-old child with a one-

year history of a missed impacted esophageal foreign 

body, which was managed with endoscopic removal 

followed by cervical approach esophagoplasty for 

esophageal stricture with pseudodiverticulum [23]. In 

2015, Sannananja and colleagues reported a case of 

foreign body ingestion that presented with acute 

symptoms after 20 years. Similar to our study, the 

hypersensitivity reaction to the foreign body resulted in 

granuloma tissue formation in this case [24]. In 2017, 

Yahyaoui and colleagues presented a six-month-old boy 

who presented with a three-month history of respiratory 

symptoms with external compression of the trachea 
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during flexible bronchoscopy. The infant forced out a 

pistachio shell after a chest physiotherapy session [25]. 

Tashtush and colleagues in 2019 reported a case of a 36-

month-old girl experiencing solid food dysphagia and 

regurgitation, which was found to be secondary to 

esophageal stricture following 26 months of accidental 

ingestion of an aluminum can tab that had migrated 

through the wall of the upper esophagus into the 

mediastinum [26]. 

In 2022, Darwish reported a rare case of a 72-year-old 

male with a mediastinal mass that developed as a 

complication of traumatic esophageal perforation during 

cardiac arrest. The pathology revealed foreign plant 

material with granuloma formation secondary to food 

residue as the etiology of the mass [27]. In 2023, Kumar 

presented a report of a sharp foreign body that was 

neglected in the upper aerodigestive tract of a 20-month-

old female child. Similar to our study, the patient was 

misdiagnosed and treated for an upper respiratory tract 

infection. Following radiologic studies, the patient 

underwent urgent rigid esophagoscopy, and the foreign 

body was removed without any complications [28]. 

Conclusion 

In conclusion, this case highlights the potential 

complications of a neglected ingested foreign body, 

which in this instance led to the formation of a 

granulomatous mass in the posterior mediastinum and 

tracheal narrowing in a pediatric patient. Through careful 

preoperative assessment, strategic anesthetic planning, 

and meticulous surgical intervention, the patient 

underwent successful mass resection without significant 

complications. This case underscores the importance of 

early diagnosis and tailored anesthetic and surgical 

management in similar scenarios, particularly in pediatric 

patients with airway challenges. It also emphasizes the 

need for heightened awareness of foreign body ingestion 

and its potential long-term complications. 
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