
MANAGEMENT OF STEAK HOUSE SYNDROME

To the Editor:
As a gastroenterologist, I was very disappointed in

the article, “Management of Foreign Bodies in the
Emergency Department” (Nagendran T: Hospital
Physician 1999;35[9]:27–40), especially the section on
food bolus at the gastroesophageal junction (steak
house syndrome). Not only is it inappropriate to con-
firm a food impaction with barium, but this procedure
can also be dangerous. I agree that cervical plain films
are a good idea in this setting; however, barium can
damage the trachea and bronchioles if aspirated, can
lead to severe mediastinitis if perforation occurs, and
can severely damage an endoscope.1 The author’s lim-
ited experience with food bolus (“one case of steak
house syndrome was seen”) leads credence to his idea
that. . . “intravenous glucagon and/or gas-forming
agents effectively relieve obstruction in most cases.”
This statement is far from the truth.2 Most emergency
department physicians and gastroenterologists can
attest that, if a true food bolus exists, these modalities
are a waste of time. The author does note that all
patients with steak house syndrome “need further eval-
uation,” a statement with which I completely agree. 

The bottom line is that the diagnosis of food bolus
at the gastroesophageal junction is made by history. A
plain film of the neck is appropriate, and the emer-
gency physician should call in the gastroenterologist
early. Both the gastroenterologist and the patient will
be grateful.

John R. DeBanto, MD
Gastroenterology Associates of Gainesville, PC

Gainesville, GA

In reply:
I thank Dr. DeBanto for his comments. First, Dr.

DeBanto assumes that a consulting gastroenterologist
is available in all hospitals, which is not true. Second,
the article clearly addresses the complications of bari-
um versus meglumine diatrizoate in the discussion of
perforation and obstruction section on page 33. Con-
firming a food bolus obstruction by barium study is
well accepted in the literature.3,4 All patients with food
bolus obstruction do not have organic lesions; some of
these patients have spasm, so a use for glucagon and
gas-forming agents still exists.4–7 Third, endoscopies are
expensive and are not without complications. 

T. Nagendran, MD
Lafayette Family Care, Lafayette, AL

and Randolph County Hospital, Roanoke, AL
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