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Abstract

Background:

Aspirated tracheobronchial foreign bodies in ingant children & adults occur
throughout the world .

Objective :

To determine the type of foreign bodies , commdr siprocedure for removal of
foreign bodies.

Materials& methods:

This is a descriptive study was done Over a peoiodl years in Al_Anbar government
in the period of From January 2008 to December 92200 case were referred to the
department of thoracic & cardiovascular surgenAbRamadi teaching hospital & Al-
Fallujah General hospital in Al-Anbar governmen¢caéiuse of suspected aspiration of
tracheobronchial foreign bodies. The data coltketere included age ,gender , history
of foreign bodies inhalation from the patients mmf their relatives. In 75 instances, a
definite history of foreign body inhalation was aipied & confirmed at bronchoscopic
examination, the remaining 25 patients, about wheoch information was
unobtainable, where treated for some time as ify thad a chest infection, at
bronchoscopic study, however, a foreign body wasdan 15 cases.

Results: The youngest patient was 5 months old ,& the a&ttidvas most prevalent in
children between the ages of 1-5 Years in 73 p&tieith or suspected foreign bodies
inhalation in trachea or bronchus ,with nearly eégmafemale & male 51%,49%
respectively. Metallic foreign bodies in 29% of eas seeds in 28% ,67% of foreign
bodies arrested at right main bronchus & watermei®5.8% in right bronchus .

No radiological finding in 32 % ,& 64% without sificant complication with rigid or
flexible bronchoscopy, while laryngeal edema in 2386 complication treated
conservative.

Rigid bronchoscopy in 87 cases while flexible in d&ses recently admitted to Al-
Fallujha General hospital .

Lastly 75 cases with history of foreign body inhiala & 25 cases with no clear history.
Conclusion & Recommendation:

1. In Al-Anbar as other part of Iraq ,the prevakeraf tracheobronchial aspiration of
foreign bodies in children is high than adults.

2. The complication rate increases as the timenéodiagnosis and extraction of the
object exceeds 24 hours.

3. Bronchoscopy ( rigid & flexible ) can be botlaginostic & therapeutic .

4. Thoracic surgeons are familiar with both techegy, the rigid & the flexible types in
diagnosis & therapy ,while chest physicians arbowad to practice flexible
bronchoscopy for diagnostic procedure .

5. Bronchoscopy is a simple & safe procedure buerwhn accident occur ,serious
complication may arise with devastating rapidity .

6. Theoretically ,the prevention of foreign bodisssimple ; in practice ,it is almost
impossible .

7. Holding an infant's head downwards in the hoye it will come out should never be
attempted ; for ,if the foreign body is free incin@a or one of the bronchi ,it is then apt
to be displaced & become impacted in subglotticoregesulting in asphyxia & sudden
death .

8. Heimlich maneuver, may be successfully treatedaute choking, with respiratory

failure associated with tracheal or laryngeal fgmebody obstruction.
Key words : Foreign body ,inhalation, AL-Anbar, Iraq .
Department of surgery, Collage of medicine , Al-Anbr university
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Introduction:

Foreign body aspiration can be a life-threateningergency. An aspirated solid or
semisolid object may lodge in the larynx or trachiéahe object is large enough to
cause nearly complete obstruction of the airwaphgsa may rapidly cause death.
Lesser degrees of obstruction or passage of thteuchge object beyond the carina can
result in less severe signs and symptoms.

Chronic debilitating symptoms with recurrent infeas might occur with delayed
extraction, or the patient may remain asymptomdilte actual aspiration event can
usually be identified. The aspirated object miglgreescape detection. Most often, the
aspirated object is food, but a broad spectrunspirated items has been documented,
commonly retrieved objects include seeds, nuts.,ebfmagments, nails, small toys,
coins, pins, medical instrument fragments, andalexgpliances.

Near-total obstruction of the larynx or trachmn cause immediate asphyxia and
death. Should the object pass beyond the carisaodation would depend on the
patient's age and physical position at the timihefaspiration. Because the angles made
by the mainstem bronchi with the trachea are idahtintil age 15 years, foreign bodies
are found on either side with equal frequency irspes in this age group.” With
normal growth and development, the adult right lefidmainstem bronchi diverge from
the trachea with very different angles, with thghti mainstem bronchus being more
acute and therefore making a relatively straighh geom larynx to bronchus. Objects
that descend beyond the trachea are more ofterd fouthe right endobronchial tree
than in the left.

The object itself might cause obstruction. Vagit material may swell over hours or
days, worsening the obstruction. Cough, wheezg&losirdyspnea, cyanosis, and even
asphyxia might ensue. Organic foreign bodies, agloily nuts (commonly peanuts),
induce inflammation and edema.

Local inflammation, edema, cellular infiltratiomlceration, and granulation tissue
formation may contribute to airway obstruction whilmaking bronchoscopic
identification and removal of the object more diffit. The airway becomes more likely
to bleed with manipulation; the object is more Iyk be obscured and becomes more
difficult to dislodge. Mediastinitis or tracheoe$@geal fistulas may result. Distal to the
obstruction, air trapping may occur, leading toaloemphysema, atelectasis, hypoxic
vasoconstriction, postobstructive pneumonia, ane possibility of volume loss,
necrotizing pneumonia or abscess, suppurative poelanor bronchiectasis.
Bronchoscopically, the object may appear as a tunen if the object is removed, the
inflammatory changes may not be completely revegsiBome investigators believe
scar carcinoma may develop over time. The likelcthob complications increases after
24-48 hours, making expeditious removal of theifprdody imperative.

Many aspirated foreign bodies are unexpectedgostered, go undetected, or are
misdiagnosed. The often-fatal syndrome of acutehyasation from upper airway
obstruction associated with eating, known as tti& caronary?

According to the National Safety Council, chokiegnained the fourth leading cause of
unintentional injury death in the United Statesod2004. In 2006, a total of 4,100
deaths (1.4 deaths per 100,000 population) fromtentional ingestion or inhalation of
food or other objects resulting in airway obstroativas reported® The incidence rate
was 0.5 deaths per 100,000 population aged 0-4.ykavas lower for adolescents and
young adults. The incidence rate then increasedigyewith age beginning in the sixth
decade (2.6 deaths per 100,000 population aged 6§-@nd rose rapidly after age 70
years (13.6 deaths per 100,000 population older Thay).

Morbidity increases if extraction of the objectislayed beyond 24 hours.
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In the café coronary syndrome, a large object fofteorly chewed meat) lodges in the
larynx or trachea, causing nearly complete airwagtmiction. Respiratory distress,
aphonia, cyanosis, loss of consciousness, and deatin in quick succession unless the
object is dislodged. When the degree of obstruasdass severe or when the aspirated
object descends beyond the carina, the preseniatiess dramatic. Sudden onset of the
classic triad (i.e., coughing, wheezing, decredsesdthing sounds) is frequently not
observed.
Presenting symptoms (other than cough) includerfédwemoptysis, dyspnea, and chest
pain. A history of a choking episode is not alwaisained or may have initially been
ignored or misdiagnosed. Most patients or pareats identify a specific episode of
choking; however, presentation is often delayedmmyre than a week. The latency
period prior to the onset of symptoms may last merdr years if the foreign body is
inert bone or inorganic material. Patients with octic symptoms may have been
erroneously diagnosed as having asthma or chramiochitis. Young children and
patients with neurologic or psychiatric disorders at increased risk for aspiration but
might not be able to describe symptoms or to regarking episodes.
Children are at risk for putting small toys, carslier nuts into their mouths. Children
aged 1-3 years chew incompletely with incisors teefbeir molars erupt, and objects or
fragments may be propelled posteriorly, triggerngflex inhalation.
Among adults, the following conditions, actionsdamrocedures facilitate foreign body
aspiration :

1.Impaired swallow reflex .

2.impaired cough reflex .

3. mental retardation .

4. alcohol or sedative use .

5. General anesthesia .

6 . Poor dentition .

7. Dental ,pharyngeal ,or airway procedures .

8. Altered sensorium .

9. Loss of consciousness.

10. Convulsions.

11.Maxillofacial trauma .

Frequently aspirated objects include food (espgcialits and seeds), teeth, dental
appliances, and medical instruments. The originane might have been forgotten.
Choking with severe dyspnea, leading to respiratmrycardiac arrest while eating,
might be initially misdiagnosed as myocardial isolee

Imaging Studies perform standard posteroantergpifatory chest radiography to look
for unilateral hyperinflation, lobar or segmentatelactasis, mediastinal shift,

pneumomediastinum or radiopaque foreign body withwithout privuse signs & the

sensitivity for detecting signs of foreign body aapon improves over time.

On chest radiographs, children have air trappingemoften, while adults have

atelectasis more often. If foreign body aspiratisrsuspected , a normal finding on
chest radiographs does not exclude the diagnosis.

Expiratory chest radiographs are more sensitivair trapping than inspiratory chest
radiographs . Signs are enhanced lucency & religtiow diaphragm position . if the
patient cannot cooperate ,lateral decubitus viewwy demonstrate air trapping in the
dependent lund®
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CT scanning of the chest may show the object or isentify localized air trapping .
Fluoroscopy of the chest can be performed to eksdiaphragmatic & mediastinal
shifiting of air trapping while the patient is btiemg if the diagnosis is in doubt or if the
patient cannot cooperate .

Radioisotope lung perfusion scanning may demomstgrfusion defects due to
hypoxic vasoconstriction in poorly ventilated reggo even when physical examination
and radiography findings are minimal.

Acute choking, with respiratory failure associateih tracheal or laryngeal foreign
body obstruction, may be successfully treatedastene with the Heimlich maneuver (
back blows, and abdominal thrusts ).

The severity of the complications of foreign boaspiration depends on the size,
shape, composition, location, and orientation @& #spirated object. The following
complications may ensue: cough ,dyspnea ,stridemdgptysis, asphyxia, laryngeal
edema, pneumothorax,pneumomediastinum,tracheobeabncipture or cardiac arrest.
Delay in treatment can result in the following ciioehs: obstructive
emphysema,atelectasis ,tracheoesophageal fistulanchbal stricture, pneumonia,
persistent cough , hemoptysis , polyp formatiorcalzed bronchiectasis ,chronic
postobstructive pneumonia,lung abscess , bronca@ldistula or decreased lung
perfusion .

Chronic complications may be due to the foreignybddelf or to trauma induced
during attempts to remove the object. The compboatate increases if extraction is
delayed. Noncardiogenic pulmonary edema may develdh reexpansion of an
atelectatic lung. Bleeding from granulation tisssieusually mild but can be massive.

Relief of long-standing bronchial obstruction casult in soiling of the bronchial tree
with purulent secretions, unusual complications magsue like, pulmonary
hemorrhage, laryngeal stenosis,trachoesophagetllafisperforation, mediastinitis,
impaction of parts of instruments or distal impawtof foreign body fragments.

Materials & methods:

This is a descriptive study was done Over a peoio2 years in Al_Anbar government
in the period of From January 2008 to Decembe©2Q00 case were referred to the
department of thoracic & cardiovascular surgenAbRamadi teaching hospital & Al-
Fallujah General hospital in Al-Anbar governmentdngse of suspected aspiration of
tracheobronchial foreign bodies.The data collestede included age, gender, history
of foreign bodies inhalation from the patients mmf their relatives. In 75 instances, a
definite history of foreign body inhalation was aipied & confirmed at bronchoscopic
examination. The remaining 25 patients, about whsoch information was
unobtainable, where treated for some time as ify thad a chest infection.at
bronchoscopic study ,however ,a foreign body wasdan 15 cases.

The youngest patient was 5 months old , & theident was most prevalent in
children between the ages of 1 -5 Years . Tdtal8 patients were seen within the
first 24 hours of the incident.

Patients with a definite history of foreign bodgpiration had an initial episode of
choking ,gagging ,& coughing while eating or holglian object in the mouth, followed
later by stridor or wheezing respiration . childreith a FB in the larynx & trachea had
strider ,whereas those with a FB in the bronchi tiggbnea or a wheeze heard at the
open mouth .

Cough & fever with repeated chest infections wareoeintered with long-standing FB
,in patients with vegetable FB & in suspected cases
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Chest X-ray showed no abnormalities in 32 pati¢rniable 5) ,whereas a radiopaque
FB was seen in 27 patient ( fig . 1,2 & 3 ) .otlpatterns of radiologic findings
included pneumonitis ,obstructive emphysema ,obsuel atelectasis & bronchiectasis .

A Rigid bronchoscope & general anesthesia weegl un 87 patients ,while flexible
bronchoscope & local anesthesia with sedation 5ipdtients ( 2 case management by
flexible then change to rigid bronchoscopy ) .

With limit use as well as new availability of fléte bronchoscope in Al-Fallujah
General Hospital to removal of FB in 15 case. Eadpic removal ( rigid or flexible )
was successfully achieved in nearly all patien® ¢@se ) , with thoracotomy being
needed in only one ( bilobectomy of Rt. middle && lobe ).was necessary because
of severe bronchiectatic changes. All patientsewaursed after procedure with an
oxygen ,controlled temperature ,intravenous fllodcombat dehydration & acidosis
,antibiotics were given to patients with long stagd foreign bodies as well as
prophylactic, nearly all the patients were disckdrdrom the hospital within 24-48
hours after the procedure ,except one case aftays after thoracotomy .

The commonest object was a metallic seen ina28 ¢29 % ) from all patients with
suspected foreign bodies . Other are listedbteta &4.

In 23 patients ,various degrees of larynge&nea were noticed at the end of the
procedure when a dose of hydrocortisone was givare&ted conservative . No need
for tracheostomy .

Cardiac arrest caused by hypoxia occurred in Z2p&giduring bronchoscope treatment
were successfully resuscitated .

Results:

The age, gender ,frequency & distribution case®raotg to the age , site , type of
foreign bodies according the site , radiologicatling & complication will be shown in
table 1,2,3,4,5 & 6 respectively .

Table 1: Distribution of patient ( referral ) according to age & sex.

Age \ year| Male Female Total
<1 1 (2%) 4 (7.8%) 5 (5%)
1-5 35 (71.4%) 35 (68.6%)| 70 ( 70%0
6-10 7 (14.2%) | 3 (5.8%) 10 ( 10%

11-15 3(6.1%)| 4(7.8%) 7 (7 %)
16-20 1 (2%) 3 (5.8%) 4 (4%)
21-25 1 (2%) 2 (3.9%) 3 (3%)

> 25 1 (2%) zero 1 (1%)
49 (100%) | 51 (100%0100(100%)
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Table 2: Frequency & distribution of cases with sugected foreign body according

to the age.

Age | A B C D E F G N no| Total
ly | Waterm | Nuts (| Vegeta | Metalli | Bead | Food | others | foreig

elon peanu | bles c eg.s particl | e.g. n body

seeds & ts e.g. nail es e.g. plastic

other ,pistac| beans | ,screw, egg pieces,

seeds | hio pin shell, | nylon

bone

<1 | 3(10.7 | Zero | zero 2(6.8% zero | zero | zero zero 5(5%

%) )
1-5 | 24(85.7 | 7(87.5| 3(100 | 15(51. | 4(80 |4(66.6| 7(63.6 | 6(60% | 70(70

%) %) %) 7%) %) %) %) ) %)
6- | 1(3.57 |1(12.5]| Zero 5(17.2| zero | 1(16.6 1(10% | 1(10% | 10(10
10 | %) %) %) %) |) ) %)
11- | zero Zero | Zero 1(3.4%21(20 | 1(16.6| 2(20% | 2(20% | 7(7%)
15 ) %) %) |) )
16- | zero Zero | Zero 3(10.3 Zero | zero zero zero 4(4%
20 %)
21- | zero Zero | Zero 2(6.8%Zero | zero 1(10% 1(10% | 3(3%)
25 ) ) )
>25 | Zero Zero | Zero 1(3.4%Zero | Zero | zero zero 1(1%

)

Tot | 28(100 | 8(100 | 3(100 | 29(100| 5(100| 6(100 | 11(10 | 10(10 | 100(10
al | %) %) %) %) %) %) 0%) 0%) 0%)

Mean age = 6 years +- 3 SD

Table 3: Frequency & distribution of site of suspeted foreign body according to

p—

the age :

Age\ Right MB | Left MB | Right  lower| Trachea | No site Total
year bronchus
<1 3 Zero zero 2(22.2%) zero 5(5%)

(4.4%)
1-5 48(71.6%) 11(91.6%)| 1(50%) 4(44.4%) 6(60%) 70(70%)
6-10 8(11.9%) | zero 1(50%) zero 1(10% 10(10%
11-15 | 4(5.9%) 1(8.3%) zero Zero 2(20% 7(7%)
16-20 | 3(4.4%) zero zero 1(11.19%3ero 4(4%)
21-25 | 1(1.4%) zero zero 1(11.1%)(10%) 3(3%)
>25 Zero zero zero 1(11.1%) zero 1(1%)
Total 67(100%)| 12(100%) 2(100%) 9(100%) 10(1009%D0(100%)
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Table 4:frequency & distribution of cases suspectetype of FB according to the

site.
Type FB Right MB | Left MB | Right Trachea| No FB | Total
lower
bronchus
Watermelon 24(35.8%)| 2(16.6%) | 2(100%) Nil Nil 28(28%
seeds & othef
seeds
Nuts 7(10.4%) | 1(8.3%) | Nil Nil Nil 8(8%)
Vegetables 2(2.9%) 1(8.3%)| NIl Nil Nil 3(3%)
Metallic 14(20.8%) 6(50%) Nil 9(100%) Nil 29(29%)
Beads 5(7.4%) Nil Nil Nil Nil 5(5%)
Food particles 5(7.4%) 1(8.3%) NIl Nil Nil 6(6%)
others e.g| 10(19.9%)| 1(8.3%) | Nil Nil Nil 11(11%)
plastic pieces,
nylon
no foreign body| Nil Nil Nil Nil 10(10%) 10(10%)
Total 67(100%)| 12(100%)2(100%) 9(100%) 10(10%)| 100

Table5: frequency & distribution of cases suspecte8B according to the

radiological finding .

Type FB | normal| Radiopg Pneumo| Emphyse| Atelecta| Bronchiect| total
que FB | nia ma sis asis

Waterme| 1(34.3 | nil 5(31.2%| 8(47%) | 4(57%)| Nil 28(28%

lon seeds %) ) )

& other

seeds

Nuts 1(3.1%| Nil 5(31.2%| 2(11.7%)| Nil Nil 8(8%)
) )

Vegetabl | 1(3.1% | Nil 1(6.2%) | 1(5.8%) | Nil Nil 3(3%)

es )

Metallic | 1(3.1%| 27(100%| 1(6.2%) | Nil Nil Nil 29(29%
) ) )

Beads 2(6.2% Nil 1(6.2%) | 2(11.7%) nil Nil 5(5%)
)

Food 4(12.5 | nil Nil Nil 1(14.2 | 1(100%) 6(6%)

particles | %) %)

others | 6(18.7 | Nil 1(6.2%) | 3(17.6%) 1(14.2 | Nil 11(11%

e.g. %) %) )

plastic

pieces,

nylon

no 6(18.7 | Nil 2(12.5%]| 1(5.8%) | 1(14.2 | nil 10(10%

foreign | %) ) %) )

body

Total 32(100| 27(100%| 16(100 | 17(100%| 7(100% | 1(100%) 100(100
%) ) %) ) ) %)
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Table 6: frequency & distribution of cases suspeetl FB according to the

complication.
Type Laryn | pneumomedj Pneumot| Surgica| Card | Bronche | Nil Total
FB geal | astinum horax I iac ctasis
edem emphys| arres
a emia t
Water | 6(26 | 1(33.3%) 1(50%) | 2(40%) 1(50 Nil 17(26.| 28(2
melon | %) %) 5%) | 8%)
seeds
& other
seeds
Nuts 4(17. | 1(33.3%) nil Nil Nil Nil 3(4.6 | 8(8%
3%) %) )
Vegeta | 1(4.3 | Nil Nil Nil Nil Nil 2(3.1 | 3(3%
bles %) %) )
Metalli | 3(13 | 1(33.3%) 1(50%) | 2(40%) Nil Nil 22(34.29(2
C %) 3%) | 9%)
Beads | 1(4.3| Nil Nil Nil Nil Nil 4(6.25 | 5(5%
%) %) )
Food |3(13 | Nil Nil 1(20%) | Nil 1(100%)| 1(1.5 | 6(6%
particle | %) %) )
S
others | 3(13 | Nil Nil Nil 1(50 | Nil 7(10.9| 11(1
e.g. %) %) %) 1%)
plastic
pieces,
nylon
no 2(8.6 | Nil Nil Nil Nil Nil 8(12.5 | 10(1
foreign | %) %) 0%)
body
Total 23(10| 3(100%) 2(100%) 5(100 | 2(10 | 1(100%)| 64(10 | 100
0%) %) 0%) 0%)

Fig. (1) X-ray film of the chest with a metallicreagn body in the right main bronchus.
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Fig. (2) X- ray film of the chest FB in Trachea

Fig.(3) foreign body

Fig. (4) metallic FB. in lateral Chest X-ray.

Fig.(5) FB in trachea
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Fig.(6) FB open pin in trachea.

Discussion:

In the middle East ,the prevalence of foreign baslyiration is high ,(9). & the puzzles
involved in diagnosis & the problems in their magagnt are many .

The high prevalence is due to parental attentiatiefary habits.

Analysis of our 100 cases showed that ,negligenaeglessness,& ignorance were
responsible for most foreign body accidents .

In table 1 frequeincy & distribution of patientstiwvisuspected FB nearly no different
between male & female .

The youngest patient was 5 months old ,& the aotideas most prevalent in children
between the age 1-5 year in 70 cases as 35 (100&9 &35 (50%) female
respectively , Children, are at risk for foreigrdgaspiration because of their tendency
to put everything in their mouths and because efwvtlay they chew. Young children
chew their food incompletely with incisors befoneit molars erupt.

Objects or fragments may be propelled posteritriggering a reflex inhalation.

The prevalent of FB in Children in our series ng#lie same in result tracheobronchial
FB in the Middle East for Elhassani (10) ,betwdenage 1-2 years .

The common types of FB aspiration are two typemipeequal metallic FB 29(29%),
watermelon seeds & other seeds in 28 (28%) resedeidbther are listed in table 2 &3.
Most probably, the incident of metallic FB due trelessness & negligence & habits of
this area as availability & the tendency to putrgtleng in their mouths & work habits
in adult patient as put metallic FB e.g. pinesct.esc in mouth during work & sudden
take breath lead to inhalation the FB.

The ways for accidental inhalation of watermelerds & other seeds by children are
occur in two ways ,in our country as in other alidifle Eastern countries ,where the
temperature in summer reach more than 45 C iogtksd & cold fruits are
commonplace, watermelon ,being cheap & availalideutjhout the season ,is the fruit
of choice .Slices of watermelon are given to chilithout the seeds being removed .
Also ,watermelon seeds are usually consumptioer afashed ,& dried to be salted &
roasted with other nuts as such or after removti®thell.

Beads are used for prayer & meditation (prayerdbpaor distraction (worry
beads),such beads are another object aspiratimur icountry & Islamic countries.
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Diagnosis of FB based on history ,clinical exaation & radiologic findings . the
reasons for delay diagnosis include neglectingitmgortance of detailing historical
facts ,confusing the diagnosis with other condgi&nrelying on a normal radiographic
appearance. (9)

It is necessary to question every person who hags bentact with the child & adult
patient with suspected FB inhalation to elicit thistory of choking or gagging &
coughing that may have escaped notice . when thgaptoms are elicited , the case
should be regarded as one o FB aspiration & bragedpmc treatment is mandatory .In
this series, 25 patients lacked any history of linjaa FB & were treated as chronic
chest infection .when a bronchoscopic examinati@as wade 15 cases ( 60%) were
found to have a FB.

The presence of a FB should be suspected whenedponse to proper medical
treatment in cases of chest infection is not aseetaal , (9) & a bronchoscopic study
should be performed rather than running the riskuglden asphyxia or other serious
pulmonary complications.

There are usually initial symptoms of choking gag ,& coughing while the child is
eating or holding an object in the mouth . latenifestation depend on the nature of the
FB ,its size & site ,its effect on the lung distalit ,& the stage at which the patient is
seen. (10) Nonvegetable FB affored few symptonmsghs for weeks or months until
they become obstructive ,causing emphysema orctdsle & dyspnea . Vegetable FB ,
on other hand, whether obstructive or not, tendagse immediate & violent local &
general reactions with fever & toxemia . watermeteeds do not produce a significant
reaction in the first few days ,but if retained foweeks or more ,they become swollen
& obstructive ,which results in emphysema & lateectasis.

Laryngeal & tracheal FB cause stridor & indrawirfgtee anterior chest wall ,the signs
& symptoms of a FB in a main bronchus are chielgse of partial or complete
bronchial obstruction.

The frequency & distribution of FB in thierees more found in the right
endobronchial tree 69 (69%) than in the left si@e(12%) , & 9 (9%) in the trachea
with no FB in 10 (10%) cases with suspected FBhi& because the angles made by
the mainstem bronchi with the trachea are identicaarly years of life ( until age 15
years ) , (1) foreign bodies are found on eithde svith equal frequency in persons in
this age group. With normal growth and developmtg adult right and left mainstem
bronchi diverge from the trachea with very diffdremgles, with the right mainstem
bronchus being more acute and therefore makindativiedy straight path from larynx
to bronchus. Objects that descend beyond the taaateemore often found in the right
endobronchial tree than in the left.

An X-ray film of the chest should be obtainexfdse bronchoscopy (11) radiopaque
foreign bodies provide no problem in diagnosis, taatiolucent ones can be suspected
only from the secondary effects produced on thg.lNearly one thirds (32 case) of the
Chest X-ray in this series revealed no abnormaliy case with radiopaque finding ,
other 17% with emphysema ,16 % with pneumoni&q with Atelectasis ,& 1% with
bronchiectasis change in Chest X-ray table 5 .

Watermelon seeds are not radiopaque in a plam,but they may cast a shadow in an
overpenetrated film ,most beads are not radiopaque

Almost all aspirated foreign bodies can be exé@ddronchoscopically. If flexible or
rigid bronchoscopy is unsuccessful, surgical brotmmy or segmental resection may
be necessary. Chronic bronchial obstruction wittnbhiectasis and destruction of lung
parenchyma may require segmental or lobar resectiorthis series general anesthesia
is used during rigid bronchoscopic treatment in d@ges & local anesthesia with
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sedation in 15 cases (2 case treated by flexil®@erithid bronchoscopy due to failure
removal of FB).

Rigid bronchoscopy usually requires heavy intravsnsedation or general anesthesia.
The rigid bronchoscope has important advantages theeflexible bronchoscope. The
larger diameter of the rigid bronchoscope faciitathe passage of various grasping
devices, including a flexible bronchoscope. A lbretthance of quick, successful
extraction and better capabilities of suctioningtteld blood and thick secretions are
offered by the rigid bronchoscope & Unlike the fldg bronchoscope, the patient can
be ventilated through the rigid scope; thereforentNation of the patient can be
maintained. Rigid bronchoscopy is the procedurehaice for removing foreign bodies
in children and in most adults.

Flexible fiberoptic bronchoscopy can be directigarted into the trachea transnasally
or transorally. It can also be inserted into tlaliea through a rigid bronchoscope or
through a large endotracheal tube. Sedatives caadb@nistered if needed. Small
flexible forceps, baskets, and Fogarty balloorhetrs can be inserted through the
narrow working channel with video camera can Jigeagrasp, and remove certain
foreign bodies of appropriate size, shape, andipasi

Despite its limitations ,use of the flexible fibpt@ bronchoscope may be necessary in
patients with maxillofacial or cervical trauma inh@m rigid bronchoscopy is not
feasible.

Flexible bronchoscopy can be performed to confionalize, and visualize the foreign
body in the tracheobronchial tree. Diagnostic fhxibronchoscopy prior to rigid
bronchoscopy has even been advocated for nonasgpimgkichildren in whom the
diagnosis of foreign body aspiration cannot be icor&d.

Limit use of the flexible bronchoscope for extragtiforeign bodies to adult patients
who aspirated objects too small to cause totalair@bstruction but that can be grasped
securely without shattering.

Whichever technique is used, it is essential terdeine that all of the foreign body has
been extracted. Objects not successfully removeyl fragment and become impacted
in bronchi that are more distal. Carefully examthe extracted object for integrity.
Inspect the tracheobronchial tree for fragmentstioer unsuspected foreign bodies.

To avoid increasing morbidity, this conservativeeasure should not delay
bronchoscopic extraction by more than 24 hours.

In our series ,78 FB removal by rigid ,12 FB lexible ( recently available ) , 7 case
no FB by rigid & 3 case no FB by flexible.

Oxygen administered intermittently through Mensystem with rigid scope .Quick
& gentle introduction of instruments is essentialti® bronchoscopic examination
should be performed under the best possible camdjitor extraction at the first attempt
is likely to be easier than at the second ( Tih& thance is the best chance ) .
prolonged , persistent ,& frequent attempts at tsip@riods are contraindicated |
especially in infants ,as they may provoke sevargngeal edema with subsequent
respiratory distress that endangers the patidifieé ,s(12)

All vital signs & pulse oximetry should be ctuiéy observed during bronchoscopic
treatment , nursed the patient ,& chest X-ray Slmould be obtained .

Watermelon seeds are easy to remove with a bosigcope as well as the metallic FB
,while the beads are sometime difficult to extrdmcause of their round or oval &
smooth surface . they usually lodge in the longitadaxis with the hole permitting air
flow without obstruction ,& can grasps the FB byegaw of the forceps if the hole is
large or with used a number 3 or 4 Fogarty cathetpassed through the hole & then
inflated ,& the bead & bronchoscope are removeeéttogy. (12,13)

260



Kufa Med.Journal 2010.VOL.13.No.2

in our series only one case complicated & requiare thoracotomy & bilobectomy (
right middle & lower lobe ) resection & this onetigm require if endoscopic procedure
not accessible to remove the foreign body .

after bronchoscopic treatment , sometime irritatbeeigh & mild laryngospasm are
likely & the patient be watched for the developtnehlaryngeal edema , & most cases
in our series treated conservative & no one needricheostomy .

Conclusion & Recommendation :

1 .In Al-Anbar as other part of Iraq ,the prevakeraf tracheobronchial aspiration of
foreign bodies in children is high than adults.

2 .The type of foreign body common to this arean&dence in relation to the habits of
people have been studied.

3 .a bronchoscopic study should be performed ratiar running the risk of sudden
asphyxia or other serious pulmonary complications.

4.Almost all foreign bodies can be removed from trecheobronchial tree using
bronchoscopy. The complication rate increases astithe to the diagnosis and
extraction of the object exceeds 24 hours.

5. Bronchoscopy (rigid & flexible) can be both diagtic & therapeutic .

6. Chest physicians are allowed to practice flextilonchoscopy & for diagnostic only.
7. Thoracic surgeons are familiar with both techeg], the rigid & the flexible types in
diagnosis & therapy .

8. Bronchoscopy is a simple & safe procedure bérwan accident occur ,serious
complication may arise with devastating rapidity .

9. Theoretically ,the prevention of foreign bodisssimple ; in practice ,it is almost
impossible .

10. Carelessness was responsible for most foradied accidents.

11. Holding an infant's head downwards in the hibgae it will come out should never
be attempted ; for ,if the foreign body is freetrimchea or one of the bronchi ,it is then
apt to be displaced & become impacted in subglo#ggion resulting in asphyxia &
sudden death .
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