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Oesophageal denture impaction producing Horner’s
syndrome: a case report
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Abstract
Background: Dentures in the oesophagus have been associated with various complications; however,
Horner’s syndrome following denture impaction has not been reported in our locality.

Case report: Horner’s syndrome developed in a 26-year-old woman following accidental swallowing of
an upper denture which then became impacted in the oesophagus. The denture was retrieved via cervical
oesophagotomy. The syndrome abated completely by the seventh day post-surgery. The clinical features of
Horner’s syndrome are discussed.

Conclusion: Compression of the stellate ganglion, with resultant Horner’s syndrome, can be associated
with denture impaction in the cervical oesophagus.
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Introduction

Foreign bodies in the oesophagus are a fairly
common problem in children. Common oesophageal
foreign bodies in adults include bones, pins, dentures
and kola nuts,1,2 whereas toys and coins are common
in children.3 Accidental swallowing of dentures is
becoming a problem in Africa, as more people are
now wearing dentures.4

Denture impaction in the oesophagus constitutes an
emergency. The patient often presents after the
impaction, and it is rare for them not to be aware of
the incident. However, this may occur if the patient
accidentally swallowed their denture while in a
drunken state. The usual complaints following
denture impaction are dysphagia, odynophagia and
drooling of saliva; in long-standing cases, there may
be associated symptoms of undernutrition.

This is a report of a case of compression of the cer-
vical sympathetic chain and the stellate ganglion in a
patient with impacted oesophageal denture.

Case report

A 26-year-old woman accidentally swallowed her
upper denture while swallowing her medications.
She then presented with dysphagia to her doctor,
who ordered X-rays of the neck and chest. The radio-
graphs were reported to be normal.

Two months later, the patient was referred to our
unit with persistent dysphagia.

At presentation, the patient complained of odyno-
phagia and dysphagia to solid foods. There was no
swelling in the neck. However, the patient had
noticed drooping of the left upper eyelid.

The patient was afebrile and not dehydrated. The
left eye showed ptosis, miosis and enophthalmos
(Figure 1). Visual acuity was normal. Anhydrosis
was also present. Oropharyngeal examination
showed pooling of saliva. There were no abnormal-
ities in the ears and nose. There were also no features
to suggest oesophageal perforation. The cardiovascu-
lar and respiratory systems were essentially normal.

Repeat soft tissue X-rays of the neck showed a
widened prevertebral space and trapping of air in
the oesophagus at the C6/C7 level.

A diagnosis of denture impaction with associated
left-sided Horner’s syndrome was made, and the
patient was fully investigated for this. Fibre-optic
endoscopy located the denture (Figure 2); removal
was attempted during the endoscopy but was not
possible. Rigid endoscopy was also attempted but
this also failed to remove the denture, as it was
deeply embedded in the oesophageal tissues, with
extensive surrounding granulation tissue. The
denture was eventually retrieved via an external
approach (cervical oesophagotomy).

The post-operative period was uneventful. From
the fifth post-operative day, the patient’s ptosis and
anhydrosis were noted to be abating. By the
seventh post-operative day, there was complete resol-
ution, and the patient was discharged (Figure 3).
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Discussion

A foreign body in the oesophagus is a fairly common
problem. Okafor, working in eastern Nigeria,
observed that impacted foreign bodies constituted
the most common otolaryngological emergency in
that region.5 Impacted dentures appear to constitute
a significant proportion of impacted oesophageal
foreign bodies. Authors in Malaysia found 11.5 per
cent of oesophageal foreign bodies to be of dental
origin.6 Radiological identification of impacted

dentures is often difficult, because most dental pros-
theses are made of radiolucent materials.4,7,8

There are potential dangers associated with
retained foreign bodies in the oesophagus, especially
dentures, which possess sharp edges.2 Injuries to the
surrounding structures in the neck can complicate
impacted oesophageal foreign bodies. Such injuries
include late onset, benign tracheoesophageal
fistula.7 In Lucknow, India, Ravi Shankar et al.
reported five cases of retained oesophageal foreign
bodies, with one of their patients presenting with
massive haematemesis due to caroticocavernous
fistula.9 Haematemesis was also reported as a pre-
senting complaint in children who had undergone
failed removal attempts at regional clinics.10 Recur-
rent laryngeal nerve paralysis has been associated
with a missing denture, and a case of denture impac-
tion mimicking an oesophageal tumour has also been
reported.11,12

There is an increased risk of accidental swallowing
of dentures in elderly patients and in those with
psychiatric disturbances, stroke or alcoholism.8,13 – 15

Strictures and spasms of the distal oesophagus have
been proposed as aetiological factors in the retention
of oesophageal foreign bodies.16

According to our review of the English literature,
there has been no previous report of Horner’s syn-
drome as a presenting feature of retained oesopha-
geal foreign body.

Horner’s syndrome (also known as Claude
Bernard–Horner’s syndrome and also, incorrectly,
as Hare’s syndrome) refers to a group of signs com-
prising enophthalmos, ptosis, miosis, anhydrosis
and heterochromia. These signs are produced by
paralysis of the cervical sympathetics of peripheral
or central origin.17,18As a general rule, the syndrome
is unilateral; it is therefore easier to detect and of
localising value.19

The stellate ganglion, also known as the cervi-
cothoracic ganglion, is the inferior cervical ganglion
of the sympathetic chain which supplies the eye. It
can be compressed or damaged where it lies anterior

FIG. 1

Patient at presentation. (Published with patient’s permission.)

FIG. 2

Endoscopic findings.

FIG. 3

The patient, six days post-operatively. (Published with patient’s
permission.)
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to the transverse process of the seventh cervical ver-
tebra and the neck of the first rib.20

Various factors have been documented to be
responsible for this syndrome. These include
trauma (including iatrogenic injury from radical
neck dissection), thyroidectomy, carotid angiography
and coronary artery bypass graft.21,22 Horner’s syn-
drome has been reported following chest tube inser-
tion and also after birth injury to the lower brachial
plexus.23,24 Other causes of neck trauma reported
with Horner’s syndrome include traumatic dislo-
cation of the cervical vertebrae, traumatic dissection
of the vertebral artery,25 blunt trauma to the neck in
a five-year-old child,26 and penetrating trauma at the
cervicomedullary junction.27 Recently, temporary
Horner’s syndrome following tonsillectomy was
reported.28

Removal of dentures from the oesophagus can
sometimes be achieved via oesophagoscopy.13

However, this often fails when the denture is
deeply impacted in the oesophageal tissues, as in
the case presented. Hence, an external approach
was performed for our patient, as in other, similar
cases reported.15 The complete resolution of our
patient’s palsy following surgery demonstrated that
the denture had been compressing the stellate
ganglion.

Conclusion

Oesophageal denture impaction can cause damage to
the surrounding tissues, including neurovascular
structures, as shown in this case.

References

1 Okafor BC. Foreign bodies in the pharynx and esophagus.
Nigerian Medical Journal 1979;9:321–4

2 Okeowo PA. Foreign bodies in pharynx and esophagus – a
ten-year review of patients seen in Lagos. Nigerian Quar-
terly Journal of Hospital Medicine 1985;3:46–50

3 Weisman Z, Krugliak P. Toys within chocolate eggs: an
ingestion hazard. Acta Paediatrica 1998;87:478–81

4 Nwafo DC, Anyawu CH, Egbue MO. Impacted esophageal
foreign bodies of dental origin. Ann Otol Rhinol Laryngol
1980;89:129–31

5 Okafor BC. Foreign bodies in the pharynx and oesophagus.
Nigerian Medical Journal 1979;9:321–5

6 Abdulla BJ, Teong LK, Mahadaven J, Jalaludin A. Dental
prosthesis ingested and impacted in the esophagus and
orolaryngopharynx. J Otolaryngol 1998;2:190–4

7 Samarasam I, Chandran S, Shukla V, Mathew G. A missing
denture misadventure! Diseases of the Esophagus 2006;19:
53–5

8 Fort S, Barty GM, Wilkins WE. Prolonged pharyngeal
impaction of dentures following stroke. Stroke 1989;20:
1748–50

9 Ravi SB, Yachha SK, Sharma BC, Singh B, Mahant TS,
Kapoor VK. Retained oesophageal foreign bodies in chil-
dren. Paediatric Surgery International 2004;11:544–6

10 Uba AF, Sowande AO, Amusa YB, Ogundoyin OO,
Chinda JY, Adeyemo AO et al. Management of

oesophageal foreign bodies in children. East African
Medical Journal 2002;79:58–62

11 von Haacke NP, Wilson JA. Missing denture as a cause of
recurrent laryngeal nerve palsy. Br Med Journal (Clin Res
Ed) 1986;292:664

12 Odetoyinbo O. Impacted denture mimicking esophageal
tumor. Postgraduate Doctor Africa 1985;4:30–2

13 Brunello DL, Mankidos MN. A denture swallowed. Case
report. Austr Dent J 1995;40:349–51

14 Carbery A, Provencal M. Case of swallowed lower partial
denture. J Can Dent Assoc 1993;59:841–4

15 Stiles BM, Wilson WH, Bridges MA, Choudhury A,
Rivera-Arias J, Nguyen DB et al. Denture esophageal
impaction refractory to endoscopic removal in a psychiatric
patient. J Emerg Med 2000;18:323–6

16 Tibbling L, Stenquist M. Foreign bodies in the esophagus.
A study of causative factors. Dysphagia 1991;6:224–7

17 Gutman I, Levartovski S, Goldhammer Y, Tadmor R,
Findler G. Sixth nerve palsy and unilateral Horner’s syn-
drome. Ophthalmology 1986;93:913–16

18 Albert DM, Jakobbiee FA. Principles and practice of
ophthalmology. Philadelphia: WB Saunders, 1994;4:2473

19 Loewenfeld I. The Pupil: Anatomy, Physiology and Clini-
cal Applications. Oxford: Butterworth Heinemann, 1992;
1131–71

20 Harold Ellis. Clinical Anatomy, 8th edn London: Blackwell
Scientific Publishers, 1997;49–50

21 Ringer AJ, Fessler RD, Qureshi AI, Guterman LR,
Hopkins LN. Horner’s syndrome after carotid artery stent-
ing: a case report. Surg Neurol 2000;54:439–43

22 Reddy G, Coombes A, Hubbard AD. Horner’s syndrome
following internal jugular vein cannulation. Intensive Care
Med 1998;24:194–6

23 Kaya SO, Liman ST, Bir LS, Yuncu G, Erbay HR, Unsal S.
Horner’s syndrome as a complication in thoracic surgical
practice. Eur J Cardiothorac Surg 2003;24:1025–8

24 Woodruff G, Buncic JR, Morin JD. Horner’s syndrome in
children. J Paediatr Ophthalmol Strabismus 1988;25:40–4

25 Chan CC, Paine M, O’Day J. Carotid dissection: a common
cause of Horner’s syndrome. Clin Experiment Ophthalmol
2001;29:411–15

26 Starr BE, Shubert RA, Baumann B. A child with isolated
Horner’s syndrome after blunt neck trauma. J Emerg
Med 2004;26:425–7

27 Garcia-Manzanarez MD, Belda-Sanchis JI, Gina-Pascual
M, Miguel-Leon I, Delgado-Calvo M, Alio Y, Sanz JL.
Brown Sequard syndrome associated with Horner’s syn-
drome after a penetrating trauma at the cervicomedullary
junction. Spinal Cord 2000;38:705–7

28 Hobson JC, Malla JV, Kay NJ. Horner’s syndrome follow-
ing tonsillectomy. J Laryngol Otol 2006;12:800–1

Address for correspondence:
Dr O V Akinpelu,
ENT Unit,
Department of Surgery,
Obafemi Awolowo University,
Ile-Ife, Nigeria.

E-mail: olubunmilola@yahoo.co.uk

Dr O V Akinpelu takes responsibility for the integrity
of the content of the paper.
Competing interests: None declared

CLINICAL RECORD 3

https://doi.org/10.1017/S0022215107009620 Published online by Cambridge University Press

https://doi.org/10.1017/S0022215107009620

