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ABSTRACT

Objective: To describe the clinical profile of patients and extraction of foreign bodies tracheobroncheal
tree by rigid bronchoscopy in a tertiary care hospital.

Methodology: This descriptive study was conducted at the department of ENT, Head and Neck Surgery,
Postgraduate Medical Institute Lady Reading Hospital Peshawar from Jan. 2009 to Dec. 2010 (02 years).
This study included 232 patients of any age and either sex who were subjected to rigid bronchoscopy. The
diagnostic criteria for Foreign Bodies airway was based on history, examination complemented with
radiological investigations. Rigid bronchoscopy was performed under general anesthesia and the data was
analyzed using SPSS v. 10.

Results: Our study with total duration of two years included 232 cases constituting 157 male and 75
female, with male: female ratio of 2.1: 1. The age of the patients ranged from 01-15 years with mean age
of 6.40 + S.D 3.95 years. The clinical features of these patients were mainly cough, wheeze,
breathlessness, reduced air entry and strider in descending order. Rigid bronchoscopy was performed in all
cases and a variety of F.Bs were extracted from airway. Organic F.Bs were common than non-organic and
peanuts were on top.

Conclusion: Cough, wheeze and breathlessness were the commonest symptoms while peanuts, peanut shell
and whistles were the commonest foreign bodies tracheobroncheal tree.
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INTRODUCTION

geographical location In Turkey, watermelon
seeds are the most common, dried pumpkin seeds

Aspiration of foreign bodies (F.B) is a
common cause of accident related deaths in
children less than 5 years of age'. Although initial
choking, coughing and even protracted wheezing
are cardinal symptoms of foreign body inhalation
but it may causes atypical symptoms, such as
dysphagia, stridor, and sometimes leads to
complications like mediastinal shift, pneumo-
thorax, pneumonia, or bronchiectasis™*. The
occurrence of oedema in addition to the physical
presence of the F.B results in a rapid increase in
airway resistance™*’. Coupled with the high oxygen
consumption of infants and small children, hypoxia
may rapidly occur®”’. The majority of inhaled
foreign bodies in children are generally organic in
nature, though they vary widely according to

are regularly encountered. In Greece and Asia fish
bones are frequent cause of F.B inhalation®"". In
the rest of the world, by contrast, peanuts, coins,
and small toys constitute the most common foreign
bodies, which is also common in Pakistan."
Overall, death caused by suffocation following F.B
inhalation is the fifth most common cause of
mortality world-wide™". To establish the diagnosis
promptly, a high index of suspicion and timely
chest X-ray are necessary . If a child is well and
co-operative, a plain chest X-ray may show the
radio opaque F.B or any complications produced
by F.B*°. Management of inhaled foreign body
depends on the site of impaction of foreign
body'™"". Laryngeal and subglottic foreign bodies
need urgent intervention in the form of
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tracheostomy or urgent bronchoscopy, whereas
foreign bodies in the right or left main bronchus
cause comparatively less airway problem'". Rigid
bronchoscopy is the recommended treatment option
in children with suspected F.Bs.". The aim of this
study was to highlight the importance of the rigid
bronchoscopy and to describe the clinical profile
of patients and extraction of foreign bodies
tracheobroncheal tree, a common problem in
developing country, by rigid bronchoscopy in a
tertiary care hospital.

METHODOLOGY

This descriptive study was conducted at
the department of Ear, Nose, Throat, Head and
Neck Surgery, Postgraduate Medical Institute Lady
Reading Hospital Peshawar from Jan. 2009 to Dec.
2010 (02 years). This study included 232 patients.
All the patients of any age and either sex who
were subjected to rigid bronchoscopy and Foreign
Body (F.B) were retrieved from Tracheobroncheal
Tree (T.B.T) were included in this study. The
patients with repeat bronchoscopy, those who were
subjected to bronchoscopy in other hospitals and
those who were lost from follow up were excluded
from the study. The diagnostic criteria for F.B
airway was based on history of F.B inhalation,
physical findings on examination complemented
with radiological investigations. All these patients
were admitted into E.N.T ward. A detailed history

regarding F.B inhalation was taken from parents or
relatives of the patient and thorough examination
specifically focusing on chest finding was
performed. Base line investigations especially pre-
op chest X-Rays were carried out in all cases. A
well informed consent was taken from
parents/relatives explaining the procedure, its risks,
and benefits and associated complications and the
study was approved by the hospital ethical
committee. Patients were put on intravenous inj.
Ceftriaxone 250mg twice a day and inj.
Dexamethasone lcc thrice a day for 02 days,
bronchodilator and O2 inhalation according to the
need of the patients. Rigid bronchoscopy was
performed under general anesthesia on emergency
basis. Post-operative Chest X-Ray was done in all
cases and if stable patient was discharge on 2™
day. All these patients were followed up to one
month. The data was collected on a preformed
proforma and statistical analysis was performed
using the statistical program for social sciences
(SPSS version 10).

RESULTS

Our study with total duration of two years
included 232 cases constituting 157 male and 75
female, with male: female ratio of 2.1:1. The age
of the patients ranged from 01-15 years with mean
age of 6.40 +S.D 3.95 years. Most of the patients
presented in the age range of 01-03 years with

Table 1:Source of patients admission into ENT ward (n=232)

S. No.| Source of admission 1;0' of Percentage
ases
1 Casualty 98 42.24%
2 OPD 41 17.67%
3 Paeds Ward 27 11.63%
4 Pulmonology Ward 18 7.75%
5 Peripheral Hospitals 35 15.08%
6 Private Hospitals 13 5.60%

Table 2: Demographic Distribution of patients (n=232)

S. No. Catchments area A @O Percentage
Cases
1 Northern Districts of Khyber Pakhtunkhwa 58 25.00%
2 Southern Districts of Khyber Pakhtunkhwa 51 21.98%
3 Eastern Districts of Khyber Pakhtunkhwa 29 12.50%
4 Tribal Areas 37 15.94%
5 Western Punjab 24 10.34%
6 Afghanistan 33 14.22%
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average age of 02 years. These patients were
admitted into ENT ward through casualty or OPD
and some of the patients were referred from
pediatric and Pulmonology wards (Table 1). We
received the patients across the Khyber Pukhtoon
Khwa (KPK) province and from Afghanistan
(Table 2). The clinical features of these patients
were mainly cough, wheeze, breathlessness,
reduced air entry and strider in descending order
(Table 3). The duration of F.B inhalation was 6-
24hours in 215 cases (92.67%), 1-6days in llcases
(4.74%), 1-3 months in Scases (2.15%) and in one
case F.B was lying for 7 months. Site of impaction

of F.Bs was that in 98 cases (42.24%) right main
bronchus, in 64 cases (27.58%) left main bronchus,
in 49 cases (21.12%) lower end of trachea and in
21 cases (9.05%) sub glottis was involved. Rigid
bronchoscopy was performed in all cases and a
variety of F.B was extracted from airway (Figure 1
and 2). Organic F.Bs were common than non-
organic and peanuts were on top (Table 4). Chest
X-rays were carried out in all cases (100%) and
these were normal in majority of patients (97.84%,
n=227). In this study there was no morbidity while
mortality was 0.43% because one patient suffered
from cardiac arrest during procedure.

Table 3: Clinical Features of the patients (n=232)

S. No Clinical Feature WL, i Percentage
Cases
1 Cough 232 100.0%
2 Wheeze 211 90.94%
3 Breathlessness 193 83.18%
4 Reduced air entry 83 35.77%
5 Strider 57 24.56%
6 Fever 31 13.36%
7 Cyanotic Spell 22 09.48%

Table 4: Types of Foreign Bodies retrieved on rigid bronchoscopies (n=232)

. No. of
S.No| Type of Foreign Body cases Percentage

A Organic

1 Peanuts 105 45.25%
2 Peanut Shells 11 04.74%
3 Maize grains 17 07.32%
4 Beans 21 09.05%
5 Plastic pieces 04 01.72%
6 Chicken piece 01 0.43%
B Inorganic

1 Whistles 52 22.41%
2 Beads 11 04.74%
3 Safety pen 01 0.43%
4 Pebble 01 0.43%
5 Nail 01 0.43%
6 Paper pens 05 02.15%
7 Screw 01 0.43%
8 Battery bulb 01 0.43%
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Figure 1: Types of Foreign Bodies retrieved on rigid bronchoscopies.
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Figure 2: Chest X-Ray of the Patient showing Bead in right main bronchus

DISCUSSION

Most of patients in our study were in age
group less than 3 years similar to those reported in
other local”, national® and international studies.”
The cough, wheeze and breathlessness were the
common symptomotolgy in our study which are
comparable to the study of Lima AG and
collegues.” The type of the F.B inhalation usually
depends upon the demographic and cultural
distribution of the population. In our part of the
world the use of peanut by the people especially in

cold weather is common that's why its incidence in
our study was 45.25%. Saki ** and collogues found
peanut  63.87% which is more than our study, the
reason is that he studied a large no (1015) of
patients. We studied that the duration between
impaction and removal of F.B varies from hours to
months depends upon the age, type of F.B and
access to health facility. In our study majority of
the patients (92.67% n=215) presented in 1" 24
hour of inhalation which is in accordance to the
studies conducted by Mani and colleagues™, Rina *
and Pak™. In our study right main bronchus was
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involved in 98 cases (42.24%) followed by left
main bronchus (27.58% n=64) which is
comparable to the study carried out by Ma * who
found that F.B in right main bronchus was (38.9%,
n=98). Rigid bronchoscopy was performed in all
cases (100%) while it was accompanied by
tracheostomy in 2 cases. In one case the F.B was a
screw in right main bronchus which could not
extracted through bronchoscope while in other case
the F.B was bone stuck in sub-glottis and
tracheostomy was done for ventilation as it was
not possible to pass bronchoscope. Singh ** also
recommended tracheostomy in difficult cases of
F.B Tracheobroncheal tree. In our study one case
expired during procedure thus our mortality
accounts 0.43% which is in accordance to the
study of Hasdiraz and colleagues” that had
mortality of 0.77% while there was no morbidity
in our study like other national’ and international
studies™. Although flexible bronchoscopy™ is used
for removal of F.B but it has good results in
diagnostic purposes rather than therapeutic one and
rigid bronchoscopy is the recommended tool for
extraction of F.B tracheobroncheal tree.

CONCLUSION

Cough, wheeze and breathlessness were
the commonest symptoms while peanuts, peanut
shell and whistles were the commonest foreign
bodies tracheobroncheal tree.
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