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CASE  REPORT

Peanut Aspiration: Flexible Bronchoscope Removal of Peanut 
with Dormia Basket 

Irise HK Chen1,2),  PS Lim1),  KC Pua1)

ABSTRACT 
Introduction: Foreign body aspiration is a potentially fatal condition, yet an accurate diagnosis can be challenging. Rigid 

bronchoscopy is the preferred method for removal of foreign bodies lodged in the airways, however it was reported that flexible 
bronchoscopy could also achieve a high success rate. 

Case Report: 13-month old child presented with a non-suspicious history and clinical findings of foreign body aspiration was 
later diagnosed to have peanut lodged in right main bronchus. The foreign body was removed using flexible bronchoscope with 
3F115cm Dormia basket wire.

Discussion: Foreign body aspiration is one of the leading cases of pediatric accidental death however history and clinical 
findings may not always be evident. A negative chest X-ray does not exclude the diagnosis and bronchoscopy is the gold stan-
dard in diagnosis. 

Conclusions: A high index of suspicion is required in children who present with respiratory distress, choking and chronic 
cough. An early referral to tertiary center where expertise is available is recommended.

KEY  WORDS
bronchoscope, flexible bronchoscope, dormia basket, foreign body aspiration, peanut aspiration, aspiration, airway obstruc-

tion, children

Received on January 4, 2018 and accepted on April 12, 2018
1) Department of Otorhinolaryngology-Head and Neck Surgery, Penang General Hospital
 Jalan Residensi, 10990 Georgetown, Georgetown, Penang Island, Malaysia
2) Department of Otorhinolaryngology-Head and Neck Surgery, National University Malaysia Medical Center
 Jalan Yaacob Latif, Bandar Tun Razak, Batu 9 Cheras, 56000 Kuala Lumpur, Malaysia
Correspondence to: Irise HK Chen
(e-mail: hk_irise@hotmail.com)

55

INTRODUCTION 

Foreign body aspiration is a potentially fatal condition, reaching 
mortality rates as high as 50%1). In 1897, Gustav Killian, a German oto-
laryngologist, performed the first bronchoscopy using a rigid oesopha-
goscope to remove a pig bone from a farmer's airway1,2). In this report, 
we present a child with foreign body aspiration who was diagnosed late 
due to its non-suspicious history and clinical findings. We aim to share 
our experience in removing foreign body in the bronchus using a flexi-
ble bronchoscope.

CASE  REPORT 

A 13-month old child presented with high-grade fever 38.5℃, ches-
ty cough and rapid breathing. Parents denied vomiting, choking or aspi-
ration symptoms. History of foreign body inhalation or ingestion was 
not evident. Clinically, child was tachypnea and in respiratory distress. 
Auscultation of the lung revealed reduced breath sound and scattered 
rhonchi bilaterally. Child was intubated and transferred to pediatric 
intensive care unit. Blood investigation showed raised total white count 
of 27.4 x 103/uL, platelet 727 x 103/uL, and trachea aspirates cultured 
Kliebsella Pneumonia. 

Initial chest X-ray revealed right lung collapse. Child was treated as 
severe bronchospasm secondary to bronchopneumonia where broncho-
dilators, intravenous steroids and antibiotics were prescribed. A serial 

chest X-ray later showed left hyperinflated lung with mediastinal shift 
and a week later showed clear lung fields. Despite a normal chest X-ray, 
there were persistent fever and episodes of desaturation. Child was then 
referred for a diagnostic bronchoscopy to rule out foreign body aspira-
tion. 

Fibreoptic flexible bronchoscope size 2.4 centimeters (cm) was used 
and a peanut measuring 2 x 1 cm was found in the right main bronchus. 
A 3F115 cm Dormia basket wire was inserted through working channel 
of flexible bronchoscope and passed through the endotracheal tube 
(ETT) size 4.5. (Figure 1) Child was ventilated spontaneously via gas 
inhalation while three piece-meals of peanut were removed using 
Dormia wire basket. (Figure 2) Luminal patency was confirmed at the 
end of procedure. Post procedure child was well and discharged home 
later.

DISCUSSION

Foreign body aspiration is one of the leading cases of pediatric acci-
dental death in the United States3). It frequently happens in children 
below age of 3, as they tend to put objects in their mouth. Uncommonly, 
foreign bodies are aspirated in the absence of attention, which adds on 
the difficulty in establishing a diagnosis. Child may present with chok-
ing but some remain asymptomatic before complications occur. In this 
child, she presented in the phase of complication where she was misdi-
agnosed as bronchospasm secondary to bronchopneumonia. 

Chest X-ray is notably the first investigation ordered, however in 
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this child the aspirated foreign body is radiolucent and was not shown 
on chest X-ray. Atelectasis and hyperinflation of contralateral lung were 
the only two radiological findings. Moreover, the improvement of chest 
X-ray after pharmacological treatment even made the diagnosis more 
difficult. It has been reported that up to 40% of cases with foreign body 
aspiration have a normal chest X-ray, hence a negative chest X-ray does 
not exclude the diagnosis4,5).

Rigid bronchoscopy is the gold standard for diagnosis and removal 
of foreign bodies lodged in the airways1), however due to limited sizes 
of rigid bronchoscope, the smaller flexible bronchoscope with working 
channel is more favorable in this child. Foreign body commonly lodged 
at right main bronchus, followed by the left main bronchus and trachea6) 
and in this child, foreign body was found in the right main bronchus.

As regards the technique of foreign body removal, ideally it may be 
extracted using forceps, however objects that have been impacted for a 
period of time, which partially dissolved with bronchial secretions, they 
can be too fragile to grasp. In this case, removing an oval shaped peanut 
with smooth surface is onerous. We found that the use of basket wire 
may be quite useful and the advantage of using a smaller flexible bron-
choscope with working channel is that the child can be ventilated via 
ETT whilst removing foreign body without much airway interruption. It 
must be emphasized, however, that therapeutic bronchoscopy in infants 
and young children are potentially dangerous and therefore it requires 
experience and expertise from both surgeon and anesthetist team.

CONCLUSION

Foreign body aspiration can happen without parental attention. As 

an accurate history of foreign body ingestion or an abnormal chest 
X-ray are not always available, a high index of suspicion is required in 
children who present with respiratory distress, choking and chronic 
cough. Clinicians should include this as a differential diagnosis when 
encountering the similar presentations and an early referral to tertiary 
center where instruments and expertise are likely to be available is rec-
ommended. 

REFERENCES

 1) Zaytoun GM, Rouadi PW, Baki DH. Endoscopic management of foreign bodies in the 
tracheobronchial tree: predictive factors for complications. Otolaryngol Head Neck 
Surg 2000; 123:311-6.

 2) Clerf LH. Historical aspects of foreign bodies in the air and food passages. South Med 
J 1975; 68:1449-54.

 3) Lifschultz BD, Donoghue ER. Death due to foreign body aspiration in children: the 
continuing hazard of toy balloons. J Forensic Sci 1996; 41:247-51.

 4) Girardi G, Contador AM, Castro-Rodriguez JA. Two new radiological findings to 
improve the diagnosis of bronchial foreign-body aspiration in children. Pediatr 
Pulmonol 2004; 38:261-4.

 5) Emir H, Tekant G, Besik C, et al. Bronchoscopic removal of tracheobronchial foreign 
bodies: value of patient history and timing. Pediatr Surg Int 2001; 17:85-7.

 6) Tokar B, Ozkan R, Ilhan H. Tracheobronchial foreign bodies in children: importance 
of accurate history and plain chest radiography in delayed presentation. Clin Radiol 
2004; 59:609-15.

Figure 1. Fibreoptic flexible bronchoscope size 2.4 cm inserted 
through ETT size 4.5 and a 3F115 cm Dormia basket 
via working channel of bronchoscopy for used of for-
eign body removal.

Figure 2. (A) and (B) showed peanut measuring 2 x 1 cm which 
was removed with 3F115cm Dormia basket wire in 3 
pieces.


