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Bilateral Bronchial Foreign Body - A Rare Occurrence

Abstract

We present one and a half year old female child with bilateral bronchial foreign body 

resulting due to the behavioural problem of pica. The patient presented to us as a 

case of non-resolving pneumonia with waxing and waning respiratory distress. She 

was initially managed conservatively and later had to be subjected to rigid 

bronchoscopy, which revealed bilateral bronchial foreign body. It was an unusual 

case of bilateral bronchial foreign body with organic foreign body on one side and 

inorganic on the other side. As per review of literature there is still not a single case 

reported to have inorganic and organic foreign body on left and right side of bronchus 

in same patient.

Introduction

oreign body in the air passages is a Fchal lenging cl inical  problem. 

Exogenous foreign body in the trachoeo-

bronchial tree is not uncommon, 

particularly in children. Children who are 

not given proper individual attention or 

supervision at an early age are more liable 

to ingest or inhale foreign body. 

Complications are related to site, size, 

shape, nature and duration of foreign body 

remaining in the airway. Foreign body 

aspiration is associated with significant 

morbidity and can lead to mortality. 

Foreign body can only enter the air 

passage, if there is some interference with 

the normal reflex action. Eating while 

playing, crying, or laughing which 

increases the possibility of making forced 

inspirational movement increases the risk 

of choking and death.

With the passage of time the non-

obstructive foreign body creates local 

reaction such as oedema of surrounding 

tissue and granulation tissue formation 

producing symptoms like respiratory 

obstruction. This often leads to mistaken 

diagnosis of asthma and bronchitis. 

Awareness of these possible complications 

and a high index of suspicion is the key to 

success in management of foreign body. 

Case Report

One and a half year old female child was 

admitted in a private hospital diagnosed as case of 

pneumonia with complaints of cough for one month, 

fever for 12 days and progressive breathlessness 

since 5 days and was referred to our tertiary care 

centre for further treatment.  

On admission, patient was febrile, toxic, with 

signs of severe respiratory distress with a respiratory 

rate of 86/min, heart rate of 190/min, regular with 

an SpO  of 68% without oxygen. Additionally the 2

child had all signs of right side upper and middle lobe 

consolidation and there was bilateral subcutaneous 

emphysema in the neck (Fig-1) .

Fig. 1 : 

consolidation with radio opaque shadow at right hilum. 

X-ray chest PA view showing right upper lobe 
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Other systemic examination was normal. Patient was 

managed conservatively with a thought of 

staphylococcal pneumonia with antibiotics and 

supportive care. Respiratory distress and toxicity 

decreased by next day; however forceful hacking 

cough persisted. On the same evening respiratory 

distress worsened with severe bi lateral  

bronchospasm. 

Earlier X-ray chest (Fig-1) and recent X-

ray's(Figs. - 2 and 3) were reviewed. 

Fig. 2 : X-Ray Chest PA view showing persistence of 

radio-opaque shadow at right hilum with other 

findings same. 

rdFig.-3 : 3  X-Ray Showing Progressive Pneumonia 

B/L With collapse consolidation 

There was a consistent finding of a radio opaque 

shadow at right hilum. With prolonged history of 

forceful cough, waxing and waning respiratory 

distress, persistent radio opaque shadow at right 

hilum and features of collapse consolidation we 

reviewed the history once again. To our surprise, we 

could elicit that there was a significant history of pica 

in the child and she was regularly consuming non-

edible material.

On history and clinical grounds, we strongly 

considered foreign body ingestion as the underlying 

aetiology. The child was immediately subjected to 

rigid bronchoscopy, which to our surprise revealed 

not unilateral but bilateral bronchial foreign body. A 

peanut was retrieved from the left hilum and about 8-

10 stone pellets from the right hilum(Fig.-5). 

Fig. 4 : Bottles containing peanut and stones

Patient showed remarkable recovery 

immediately, clinically and radiologically after the 

bronchoscopy(Fig-5) with breathlessness settling in 6

Fig.-5 : Normal Chest X-ray - Post Bronchoscopy 

hours and the child got discharged within 72 hrs of 

bronchoscopy.

Discussion

The incidence of foreign body in the 

food passage is more common than air 

passage. Annual death rate from 
1aspiration of foreign body around 300.  

Most are children particularly aged 1-3 

yrs. As studied by Merchant, Kirtane, 

Karnik incidence of type of foreign body 

(organic or inorganic) had significant 

difference with age, organic foreign body 
12predominating between 1-2 years.  The 

male preponderance is justified by the 

exploratory nature of boys at this age with 

a male: female ratio of 2:1. 
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The spectrum of airway foreign bodies 

varies from country to country, depending 

on the diet and custom of the population. 

Vegetable matter and dry fruits have been 

reported to be the most commonly 

aspirated food in paediatric airway. In 

most developed western societies, the 

peanut is the most commonly aspirated 
10foreign body.

Of the airway foreign bodies, 80 to 90% 

are actually found in the bronchus though 

these patients typically present with the 

triad of cough, wheezing and decreased 

breath sounds. Children with foreign 

bodies may present also as a migrating 

pneumonia where one lung segment clears 

with antibiotics then another becomes 

involved as foreign body moves from one 
11bronchial segment to the next.  Bronchial 

foreign body can be a diagnostic dilemma 

as 20 to 40% histories are negative, 40 % of 

physical examinations may be negative 

and as high as 40% of chest x-rays are 
11negative as well.

When a suspected bronchial foreign 

body that is not radio-opaque exists, a 

good inspiratory and expiratory chest film 

is often helpful. During inspiration, air 

passes into the lung and there is a normal 

chest X-ray. During expiration, the 

bronchial foreign body obstructs the exit of 

the air from the lung producing 
11obstructive emphysema or air trapping.  

Site of lodging foreign body is mainly 

bronchus due to the size and configuration 

of foreign body which is small. It passes 

through larynx and trachea and gets 

lodged in bronchus. Incidence of site of 

lodging of bronchial foreign body is right 

side in 68%, left side 30%, bilateral 
3bronchi-2% and at the carina 20-30%.

It is important to remember that the 

radiographic findings often suggest but do 

not diagnose foreign body aspiration. So 

high degree of clinical suspicion remains 

the most important factor in the work up. 

Management of airway and oesophageal 

foreign bodies is a team effort including the 

surgeon, anaesthetist and the managing 

physicians. Adequate work up including 

history, physical examination and 

pertinent imaging are critical for best 
11outcome.

Treatment of airway foreign body in 

paediatrics is challenging because it 

requires a skilled, rigid bronchoscopy with 

anaesthesia under a compromised 

ventilation-perfusion ratio but the results 

are dramatic with the patient becoming 

immediate ly  symptom free  post  

bronchoscopy. For failed bronchoscopy in 

cases of  bi lateral foreign body, 

thoracotomy may need to be done and for 

bilateral complete obstruction emergency 
2tracheostomy is done.   More recently, the 

rod lens telescopes and optical forceps 

have improved the magnification and 

illumination for extraction. However, they 

may decrease the available space for 
11ventilation in the bronchoscope lumen. 

Therefore, foreign body should always 

be suspected in a patient with non-

resolving pneumonia or a waxing-waning 

presentation, severe bronchial asthma not 

responding to medical line of treatment. 

Delay in treatment can lead to severe 

complications which might require 

mechanical ventilation. 

Foreign bodies of the airway and 

oesophagus remain a significant source of 

morbidity and mortality in the paediatric 

population. It is critical for the primary 
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practitioner and otolaryngologist to be 

familiar with the presentation and 

appropriate radiologic evaluation as delay 

of removal leads to complications. 

Education aimed at increasing diagnostic 

acumen of the physicians and at public 

awareness is some important steps needed 

to reduce morbidity and mortality due to 
10foreign body aspiration.

Key message for parents: Food 

Asphyxiation remains a common problem 

especially in children between 1-3 years of 

age. Parents should be instructed to 

abstain from feeding - dry fruits, nuts and 

seeds to young children. They should also 

be instructed to teach their children to 

avoid any physical or emotional activity 
3while eating.

Key message for physicians: In cases 

of non-resolving pneumonia one must 

entertain foreign body as one of the 

differential diagnosis. 

We report this case as it is a rare 

presentation for the following reasons:

lBilateral bronchial foreign body.

lInorganic (multiple stone pellets) on 

one side while organic (peanut) on 

other.
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