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ABSTRACT
Tracheobronchial Foreign Body Aspiration (FBA) remains a significant cause of morbidity and mortality in children less than three
years of age. High index of suspicion leads to early diagnosis and treatment thus preventing further deleterious complications. This
case report is about a 15-month-old female child who presented with intermittent low-grade fever, cough, cold for 20 days and
rapid breathing since one day. On examination, she had pallor, grade 3 protein energy malnutrition according to Indian Academy of
Paediatrics classification, heart rate was 128/min, respiratory rate was 44/min, oxygen saturation was 88% on room air with nasal
flaring, intercostal and subcostal retractions. Bilateral rhonchi with reduced air entry was present in all areas of the lung. Bilateral
bronchopneumonia was seen on chest X-ray and tuberculosis work up was negative. Child was started on oxygen, antibiotics,
nebulisations and intravenous fluids. On day two of admission child developed rigorous bouts of cough associated with hypoxia,
bradycardia, cyanosis and listlessness which improved on bag and mask ventilation. Following a strong suspicion of obstruction in
the tracheobronchial tree, a Computed Tomography (CT) neck and chest was done which was suggestive of either an intratracheal
or intrabronchial foreign body. Child was urgently taken up for rigid bronchoscopy and a ground nut was found in the right main
bronchus. The FBA as a differential diagnosis of chronic cough in children should always be ruled out.
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CASE REPORT
A 15-month-old, first order female child, born of non consanguineous
marriage presented with complaints of intermittent low-grade fever,
cough, cold for 20 days and increased breathlessness for one day.
There was no history of refusal of feeds or post-tussive vomiting. The
child was not fully immunised with the last dose been given at 14
weeks of age. Birth and development history were insignificant.

in view of recurrent cyanotic spells and deterioration in the clinical
condition. The scan highlighted the presence of an intratracheal/
intrabronchial foreign body.

On examination, child had pallor, grade 3 protein energy malnutrition
by weight for age criteria (Indian Academy of Paediatrics) with heart
rate of 128/min and respiratory rate of 44/min [1]. The oxygen
saturation was 88% on room air with nasal flaring, intercostal
and subcostal retractions. Auscultation revealed bilateral rhonchi
with reduced air entry in all the areas of the lung. The child was
taken to numerous physicians, prescribed several antibiotics and
cough suppressants since past three weeks with intermittent relief.
The persistence of symptoms regardless of complete course of
prescribed treatment was greatly distressing for the family. The child
was referred to our centre in view of non resolution of symptoms.
On admission, investigations revealed a haemoglobin level of
10.4 gm/dL with a total leucocyte count of 19.1/cubic mm with
neutrophils 83.7%, platelets 8.8 lac/μL and C-reactive protein was
26.8 mg/L. Bilateral bronchopneumonia was seen on chest X-ray.
Negative mantoux test, sputum for Gastric Lavage for Acid Fast
Bacilli (GLAFB) and a normal Erythrocyte Sedimentation Rate (ESR)
ruled out the possibility of tuberculosis.
The child was administered oxygen, antibiotics, nebulisations and
supportive therapy. She had multiple episodes of cyanotic spells,
following rigorous bouts of cough during hospitalisation. Each
episode was associated with hypoxia, bradycardia, cyanosis and
listlessness which responded to ventilation with artificial manual
breathing unit and mask. A normal 2 Dimensional-Echocardiography
ruled out the possibility of any cardiac abnormalities.
An X-ray and computed tomography of the neck [Table/Fig-1,2]
and chest [Table/Fig-3] was performed suspecting a foreign body
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[Table/Fig-1]: Radiolucent foreign body could not be identified on X-ray neck
anteroposterior or lateral view .

[Table/Fig-2]: A soft tissue density is noted in the trachea measuring approximately
0.4×0.4×0.6 cm at C6 vertebral level causing near luminal compromise.
[Table/Fig-3]: Isodense amorphic lesion is noted in the right main bronchus
approximately 0.4×0.4×0.37 cm (Anteroposterior*transverse*craniocaudal) causing
near luminal compromise. (Images from left to right)
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Rigid bronchoscopy was performed and a piece of groundnut
was retrieved from the right main bronchus [Table/Fig-4,5]. The
symptoms completely resolved postprocedure and patient was
discharged on day eight of admission. The child on two weekly
follow-up was asymptomatic and thriving well.
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bronchial branching angles and sizes [7]. The foreign body in the
index case, was lodged in the right main bronchus.
Sudden onset of acute cough followed by choking with or without
wheeze, stridor or shortness of breath is observed amongst
otherwise healthy children [8]. Choking associated with cyanosis as
the predominant symptom is rare in children accounting for only 6%
of total cases, however if present, they possess a sensitivity of 96%
and a specificity of 76%, respectively [5,9]. The classical triad of
wheeze, paroxysmal cough and decreased air entry is usually seen
in 35% cases of FBA. The same study has highlighted the presence
of any one symptom in 96% of the FBA cases [10].
Patients with sudden appearance of a wheeze without a previous
history of asthma, especially if unilateral should raise suspicion
about the lodgement of a foreign body in the respiratory tract
[11]. A misdiagnosis of asthma, upper respiratory tract infection,
pneumonia, or croup has been seen in literature due to lack of specific
symptoms and radiological signs [12]. Index case presented with
atypical manifestations of chronic persistent cough not responding
to multiple cocktail of medications and being misdiagnosed as
wheeze associated lower respiratory tract infection.

[Table/Fig-4]: Rigid bronchoscopy picture showing foreign body (groundnut) in
right main bronchus.

Nuts and seeds have been implicated in 70% to 90% of the cases
[3]. Peanut is notoriously responsible but other organic foreign body,
like groundnut, sunflower seed, etc., have also been found to cause
symptoms [13]. These get swollen when lodged in the bronchus
causing surrounding reaction, pooling of secretions and obstruction
to air flow [3].
Anticipatory guidance of choking risks by primary healthcare workers
including avoidance until the child is able to chew them adequately
while sitting needs to be highlighted. Therefore, caregivers should
be informed that children under the age of four should always
be supervised while they eat nuts or other small, round, crunchy
foods, making prevention the most effective treatment of foreign
body injuries [14]. Immediate intervention using rigid bronchoscopy
is essential, as delay in the diagnosis and treatment can lead to
potentially lethal sequelae. Delayed diagnosis may lead to atelectasis,
recurrent pneumonia, bronchial stenosis and lung abscess [15].
There is a record of a 10-month-old male infant with refractory
pneumonia secondary to sunflower seed aspiration who developed
pneumothorax and required a tracheostomy. Decannulation could
only be performed after nine months [16].
The authors wish to raise awareness about the excessive use of
over-the-counter cough suppressants being prescribed to children
and their deleterious effects leading to delayed diagnosis. Thus, it is
important to educate parents, family and the health care providers
to help decrease the incidence of FBA and its complications.

CONCLUSION(S)
[Table/Fig-5]: Foreign body (groundnut) removed from the bronchus.

DISCUSSION
FBA is the foremost cause of sudden death in children <5 years
with the mean age being 24 months [2,3]. It accounts for 7% of
overall childhood mortality in the age group of 0-3 years and results
in 40% accidental deaths in babies <1 year of age [2]. It is more
commonly seen in boys (M/F: 1.2-2.6/1) as compared to girls [4].
Infants and toddlers are at a higher risk due to lack of adequate
dentition, immature swallowing coordination and baby mouthing as
a developmental milestone [5]. Increased curiosity to explore the
surroundings, smaller airway diameter and weaker cough reflex
further intensify vulnerability [6]. Coinciding with the presented data
the index case was a 15-month-old female child.
Foreign bodies aspirated into the tracheobronchial tree are usually
localised in the shorter, wider, acute angled right bronchus. However,
in children, there is a predilection to either bronchus due to equal
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Healthy child presenting with chronic cough should raise a high
index of suspicion of FBA requiring appropriate management.
Creating awareness, sensitisation and counselling of parents or
caregivers is crucial.
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