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Kosc kurczaka w oskrzelu dajaca objawy odoskrzelowego zapalenia ptuc
u chfopca zastma
Chicken bone in the bronchus masquerading as bronchopneumonia in an asthmatic boy
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Streszczenie

Abstract

Cel badania: Podkreslenie znaczenia wywiadu chorobowego dla wykluczenia aspiracji ciala obcego u dzieci z objawami
ze strony ukladu oddechowego. Opis przypadku: W pracy przedstawiono przypadek 2-letniego chlopca z astma
oskrzelows, u ktérego od dwdch dni utrzymywaly sie kaszel i trudnosci w oddychaniu bez obecnosci §wistu krtaniowego.
Pacjenta poddano leczeniu z powodu ostrego zaostrzenia astmy oskrzelowej i odoskrzelowego zapalenia pluc, jednak
nie dato ono oczekiwanych rezultatow. Szczegélowy wywiad chorobowy ujawnil epizod zakrztuszenia potrawa curry
z kurczaka przed przyjeciem do szpitala. Bronchoskopia potwierdzila obecno$¢ kosci kurczaka w lewym gléwnym
oskrzelu, ktorg nastepnie usunieto. Stan dziecka po zabiegu oceniono jako dobry. W badaniu radiologicznym klatki
piersiowej stwierdzono ustapienie objawdw zapasci ptuca. Wniosek: Dokladny wywiad w celu wykluczenia obecnoéci ciata
obcego jest niezbedny, aby unikna¢ powiktan.

Stowa kluczowe: odoskrzelowe zapalenie pluc, aspiracja ciata obcego, oskrzele

Aim of the study: To emphasise the importance of a thorough history to exclude foreign body inhalation in children
presenting with respiratory symptoms. Case study: We report a case of a 2-year-old boy with underlying bronchial asthma,
who presented with cough and difficulty breathing of two-day duration, with no stridor. He was treated for acute
exacerbation of bronchial asthma and bronchopneumonia. However, the symptoms persisted despite treatment. A detailed
history revealed a choking episode while eating chicken curry prior admission. Bronchoscopy confirmed the presence
of a piece of chicken bone in the left main bronchus, which was removed. The child was in good overall condition after the
operation. Chest radiograph showed resolved lung collapse. Conclusion: A thorough history to exclude foreign body
ingestion is necessary to avoid delayed complications of foreign body aspiration.
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INTRODUCTION

as they are prone to aspirate foreign material. Such

cases require prompt diagnosis and immediate in-
tervention to avoid potentially fatal consequences. Organic
FBs are the most common type of inhaled material. In 2000,
FB aspiration accounted for more than 17,000 emergen-
cy department visits of children younger than 14 years
in the United States alone"). The majority of foreign bodies
(91.43%) were organic in nature®. Nuts were the most com-
mon form, amounting for 59% of cases®.
FB inhalation manifests mainly as upper airway obstruc-
tive symptoms, cough and wheezing. The most com-
mon symptoms and findings include cough, dyspnoea,
stridor, decreased breath sounds as well as the presence
of a radio-opaque FB, air trapping, and atelectasis on chest
radiograph®.
Suspected FB inhalation requires emergency bronchos-
copy and removal. Plain chest radiograph revealed ra-
dio-opaque foreign bodies in 23.56% of all patients with
FB inhalation®.
The purpose of this case report is to emphasise the impor-
tance of a thorough history to exclude foreign body inha-
lation in children presenting with respiratory symptoms.

F oreign body (FB) inhalation is common in children

CASE REPORT

A 2-year-old boy presented with difficulty breathing and
cough lasting for 2 days prior to admission. He also had one
episode of fever. Otherwise, there was no wheezing, stri-
dor or cyanotic episode. The child was active and as usual.
The boy used a nebuliser once in every 2 months since
3 months old. No history of intubation documented.

An initial assessment showed that the child was not tachy-
pneic. No chest recession was observed. Auscultation re-
vealed lung crepitation and prolonged expiration.

Chest radiograph showed mild haziness over the left low-
er and middle zone (Fig. 1). The child was initially treated
as bronchopneumonia with acute exacerbation of bronchi-
al asthma. Intravenous antibiotic was prescribed.

However, the cough worsened and chest recession occurred
during his hospital stay. On day 3 of admission, the boy
became more tachypneic, his condition deteriorated and
intubation was needed. Post intubation chest radiograph
showed left lung collapse and a vague linear opacity within
the left main bronchus (Fig. 2).

Further history revealed a choking episode while eating
chicken curry 2 days prior to hospitalisation.

An urgent bronchoscopy was performed and confirmed
the presence of a chicken bone in the left main bronchus
(Fig. 3). The bone was removed (Fig. 4) and no signs of in-
flammation or granulation tissue were observed. The supra-
glottic, glottic, subglottic structures and the rest of the tra-
cheobronchial tree were normal.

After bronchoscopy, the child was monitored in a paediat-
ric intensive care unit. His general condition improved and
a follow-up chest radiograph showed that the left lung col-
lapse resolved.

DISCUSSION

Prompt diagnosis of FB inhalation is crucial to avoid re-
spiratory complications and a fatal outcome. Undiagnosed
FB inhalation can cause mechanical and chemical reac-
tions, leading to chronic pulmonary infection, bronchiec-
tasis, asthma, lung collapse, lung abscess and bronchial ste-
nosis in long-term impaction of a foreign body. Eliciting
history of FB ingestion or inhalation is vital in children with
respiratory symptoms.

Late diagnosis of FB inhalation is defined as occurring be-
yond 3 days between FB aspiration or onset of symptoms
and a correct diagnosis. Among 210 cases of late FB aspi-
ration, there were 6 causes of delayed detection, especially
in children®. The most common reasons of delayed detec-
tion include parental negligence (50%), followed by misdi-
agnosis (19%), normal chest radiograph (14%), lack of typ-
ical symptoms and signs (12%), mismanagement (4%) and
negative bronchoscopic findings (1%)®.

Parental negligence occurs when the child appears as-
ymptomatic after FB aspiration or if the choking epi-
sode is not witnessed. In our case, the child appeared
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Fig. 1. Initial chest radiograph showed tubular linear opacity
in the right main bronchus
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Fig. 2. A repeated chest radiograph shows that the foreign body

migrated into the left main bronchus and left lung collapse | 347
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Fig. 3. Fleshy glistening-textured foreign body seen in the left
main bronchus

asymptomatic immediately after the incident of chok-
ing, with no signs of respiratory distress. Parents will only
seek medical treatment when their child develops compli-
cations, such as pneumonia, bronchitis or lung collapse.
Misdiagnosis may occur in the first phase of acute dyspnoea
during aspiration as it can be unnoticed. In such cases, aspi-
ration may be treated as a lung disease. The most common
symptoms and signs of FB inhalation are cough, wheezing,
and reduced breath sounds, which can be overlooked, espe-
cially when the patient already has bronchial asthma.

The presence of cough for a certain period of time, before
pneumonia, which is diagnosed as bronchitis, should indi-
cate the probability of FB in the bronchus, especially when
pneumonitis followed after and did not resolve on appro-
priate therapy.

In our case, history of FB ingestion was missed at the ini-
tial presentation and the child showed no treatment re-
sponse. His condition deteriorated and repeated chest ra-
diograph revealed left lung collapse. Retrospective history
revealed FB ingestion 2 days prior hospitalisation. The de-
lay in diagnosis was due to the fact that the incident hap-
pened when the child stayed at nursery and the caretaker
who witnessed the choking episode was not present during
admission. The child also had bronchial asthma that mis-
led the physician.

Foreign bodies may be classified as organic and inorganic.
Organic types include nuts, seeds, foods and vegetables
while inorganic include needles, plastic elements, toys,
crayons and dentures. Nuts are the most commonly re-
ported inhaled FBs"-?. There are differences in long-term
complications between aspirated organic and inorganic
materials'?. No persistent symptoms (such as cough or
wheezing) or bronchiectasis are reported following inor-
ganic FB aspiration, whereas organic materials increase
the risk of persistent symptoms and bronchiectasis®?.
Organic FBs are known to initiate inflammation of the ad-
jacent tissue in the airways. Some cases of inorganic FB in-
halation are asymptomatic when the FB does not obstruct
the airway. Poukkula et al. reported 2 cases of a denture
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Fig. 4. A removed piece of chicken bone

lodged in the bronchus, in which symptoms developed af-
ter 6 years!V,

Chest radiograph plays an important role in diagnosing FB
inhalation. When there is a suggestive history of FB aspi-
ration or plausible suspicion, chest radiograph is necessary
to show the radio-opaque FB. However, negative chest ra-
diography findings do not exclude the diagnosis of FB aspi-
ration. Bronchoscopy should be performed to establish the
diagnosis. In a retrospective study in 174 patients, 6 patients
with negative history of FB aspiration were diagnosed dur-
ing bronchoscopy?.

Computed tomography scan imaging is an adjunct in man-
aging FB aspiration. It may be performed prior to bron-
choscopy as a diagnostic tool, in the case of negative history
and normal chest radiograph, but with persistent symptoms
of cough and recurrent pneumonia.

In our case, the initial chest radiograph had raised a sus-
picion of a FB; however since there was no history of FB
inhalation, but a concurrent history of bronchial asthma,
the diagnosis was missed. Chest radiograph confirmed the
presence of a tubular radio-opaque FB in the right main
bronchus, while the right lung was hyperinflated. As his
condition did not improve, a repeated chest radiograph
was performed and showed that the FB had migrated to
the left main bronchus, occluding the bronchus and lead-
ing to left lung collapse. The child was referred for an ur-
gent bronchoscopy and a chicken bone lodged at the left
main bronchus was removed. The rest of the bronchial tree
was normal and no pus or granulation tissue was detected.
A repeated follow-up chest radiograph after bronchosco-
py confirmed that the lung collapse has resolved and the
child’s clinical condition improved.

CONCLUSION

A thorough patient’s history is vital in FB aspiration in chil-
dren with respiratory symptoms and those with suspicious
radiograph findings. The earlier the diagnosis of FB aspi-
ration, the lesser the risk of complications.
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