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mortality.8 The severity of the symptoms depend upon 
the location, size, composition and the period for which 
the foreign body has been present. A variety of foreign 
bodies have been reported in the tracheobronchial tree. 
Food or food products are major airway foreign bodies, 
the reported incidence being as high as 70% of all foreign 
bodies.9 Unusual foreign bodies like bubble gums, leech, 
broomstick, broken tracheostomy tube, etc. have also 
been reported. Long iron nail is very rarely reported in 
tracheobronchial tree as foreign body. It is necessary to 
screen and X-ray every patient who is admitted with a 
history of having swallowed a foreign body or patient who 
suddenly develops cough or dyspnea.10 Foreign bodies 
always create temptation to remove immediately and land 
up in pushing the foreign object to the deeper area. The 
dictum while dealing with these foreign bodies is that one 
should not hurry to remove the foreign body unless proper 
illumination, instrumentation and expertise are available.

 ‘Nature cures by its own way’. Nature has developed its 
own reflex protective mechanism which is strong enough 
to handle the situation many times. It is very interesting 
and rare to see that such a big foreign body (long Iron nail) 
which was lying in trachea and right bronchus, is expelled 
out spontaneously with bout of cough. It is quite possible 
that due to administration of steroids, mucosal edema was 
relieved and foreign body was disimpacted. Due to its 
movements within tracheobronchial tree and stimulation 
during removal of endotracheal tube after esophagoscopy, 
airway was stimulated and severe bout of cough produced 
which was strong enough to cause the foreign body to be 
expelled all the way from right bronchus and trachea to 
oral cavity. Spontaneous expulsion of foreign body from 
tracheobronchial tree is unimaginable and quite rare. 
There are very few reports available in the literature for 
spontaneous expulsion of foreign body. Negus11 reported 

an incidence of about 2% of spontaneous expulsion of 
foreign body from airway while it has been quoted to vary 
between 2 and 4% by Chevalier Jackson.12

It is unwise and dangerous and inadvisable to wait for 
spontaneous expulsion in cases of foreign body bronchus.13 
As subglottis is the narrowest part of the upper respiratory 
airway in children, there is always a risk during spontaneous 
expulsion of foreign body from tracheobronchial tree. The 
foreign body may lodge into the subglottis and create life- 
threatening emergency which need urgent intervention.

Metallic foreign bodies are inert and minimally reacting 
than vegetable foreign body.14-16 So the metallic foreign 
body will not produce any immediate signs and symptoms 
unless obstructing the airway significantly. In contrast 
vegetable foreign bodies are rapidly reacting, after lodging 
in tracheobronchial tree, these swell up blocking the air 
passage and producing chemical reaction and leading to 
respiratory distress and even pneumonitis.

The prognosis and successful outcome depends on 
different factors like age of the patient, presentation, surgical 

Fig.1: X-ray of chest (lateral view) showing iron nail Fig. 2: X-ray chest (PA view) showing iron nail

Fig. 3: Iron nail recovered from tracheobronchial tree
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and anesthetic skills. Management for removal of foreign 
body from airway has to be systematic. Proper history 
taking, preoperative radiological assessment followed by 
early intervention by skilled bronchoscopist usually results 
in favorable outcome.

It can be prevented by imparting proper education to 
the parents and public at large. They should be told about 
dangers of these accidents and eventualities.

CONCLUSION

Absence of positive history or symptoms always create 
dilemma for intervention. But early diagnosis should be 
done by relevant X-ray or CT scan and removal by expert 
with appropriate instruments are key to prevent compli
cations. Early removal of airway foreign body will save 
the child and reduce the mortality. It is equally important 
to educate the parents and caretakers not to be careless for 
their valuable child.
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