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MEDIC 5 Ly do dén kham: ho khac dam mau

3.Bénh su:

Khoang 1 tuan trwdc khi dén kham bénh nhan cé an chao
xwong heo sau doé bi sac, khéng kho the, khéng khd kheé, khéng
tlrc nguc.

Céach 2 ngay dén kham thi b&nh nhan ho khac dam mau thwéng
xuyén, va kho khé it, cdm giac kho thé nhe, tirc ngwc, khéng sot
va dén kham tai MEDIC, dwoc cho lam xét nghiém dam tim BK
va Xq nguc.

4. Tién str: chwa ghi nhan bénh ly



vepic KET QUA: 2BKTT: AFB(-) VA XQ NGUC THANG

Hova ten: NGUYEN THI Al Tuéi:54  Phai:Nir  S6KTC:1 S6TT:53
s Bl 0017
Bs chi dinh:y¢ ek
Lam sang :
Tim Phéi Thing

Thanh Ngwc - Khéng co anh bt thudng

Mang Phéi . Khéng co anh bat thuong

Trung Thét . Khéng co dnh bt thudng

Tim . Khéng co nh bat thudng

B6ng Mach Chd . Khong co anh bat thutng

Huyét Phé Quén - Khéng c6 anh bat thueng

Phéi . Khéng c6 anh bét thudng

Co Hoanh . Khéng c6 anh bét thuong

4m nahi : Khéng phat hién bénh ly tim phéi
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A8 Chan doan:
DI VAT PHE QUAN THUY DUOI PHAI

- Bénh nhan dwoc gioi thieéu qua bénh
vien Pham Ngoc Thach va dwoc nOi sol

phé quan.
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éﬁ BAN LUAN:

- Di vat & phé quan thudng & phé quan bén phai
nhiéu hon vi phé quan nay c6 khau do to hon va
chéch hon phé quan bén trai.

- It khi gip di vat phé quan di dong, thuong di
vat phé quan co dinh kha chac vao long phé
quan, niém mac phé quan phan tng phu né giir
chat lay di vat.

- Di vat vao phé quan phai nhiéu hon phé quan trai.



m Sau hoi chirmg xam nhap ban dau c6 mot thoi
MEDI;ian im ling khoang vai ba ngay, chi hiing hing
ho, khong sot nhung chi ham hap, nghe phoi

thuong binh thuong

- Chup X-quang phdi, 70 - 80% truong hop gan
nhu binh thuong.

- P06 1a lac dé chan dodn nham, vé sau 1a cac
triéu chung ctia xep phoi, khi phé thiing, viém

phé quan-phoi, ap xe phoi...
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Case Report 1

Extraction of an Impacted Foreign Body Bronchus in

an Adult Using Flexible Bronchoscopy

Chandramouli M.T.! Nandakishore Baikunje® Rajesh Venkataram' Giridhar Hosmane'

1Department of Pulmonary Medicine, K.S. Hegde Medical Academy,
NITTE (deemed to be) University, Mangaluru, Karnataka, India
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Introduction

Tracheobronchial foreign body aspiration (FBA) is rare but
can be a potentially life-threatening event in adults. However,
adults with risk factors such as drug abuse, alcohol intoxi-
cation, mental retardation, altered sensorium, convulsions,
impaired cough, and swallowing reflex are predisposed
to aspiration. Clinical presentation of FBA depends on the
degree of obstruction, size, location, and length of time that
the foreign body (FB) has been in the airway. Symptoms asso-
ciated with FBA in adults may range from acute asphyxiation
to cough, dyspnea, chest pain, wheeze, Retained FBs may lead
to recurrent pneumonia, bronchiectasis, recurrent hemopty-
sis, pneumothorax, lung abscesses, pneumomediastinum, or
other complications.'

Rigid bronchoscopy is the gold standard for diagnosis and
management of FBA. FBA accounts for 0.16% to 0.33% of adult
bronchoscopic procedures.?

Address for correspondence Chandramouli M.T.. MBBS. MD,
Department of Pulmonary Medicine, K.5. Hegde Medical Academy.
NITTE (deemed to be) University. Mangaluru 575018, Karnataka, India
(e-mail: mouli.aims@gmail.com).

Case Report

A 43-year-old man with no risk factors presented to the
emergency department with a history of chewing betel nuts
followed by the development of productive cough, short-
ness of breath, and chest pain for 3 days. Physical examina-
tion including respiratory system and laboratory results was
unremarkable.

Flexible bronchoscopy was planned and performed under
local anesthesia to diagnose the FBA. It showed betel nut (size
approximately 15 mm = 10 mm) in the left main bronchus
(LMB) at 3 to 4 cm from the carina with edema of surround-
ing mucosa and granulation tissue causing near-complete
obstruction of the left main bronchus (~Fig. 1). As the FB
size was large and central in the location we planned rigid
bronchoscopy for removal.

Under deep conscious sedation, achieved by propofol infu-
sion in the presence of anesthesiologists. Rigid bronchoscopy
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Fig. 1 Impacted foreign body in the distal left main bronchus with
edematous mucosa.

Fig. 3 Aspirated betel nut.

Fig. 2 Impacted foreign body dislodged with Fegarty balloon
catheter.
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FBA is rarer in adults than in children. According to data from
the national security council, 80% of cases occur in patients
aged less than 15 years, and 20% in patients aged more than
15 years.? Mortality from FBA is greatest in children younger
than 1 year and adults older than 75 years.** Chest radiog-
raphy and computed tomography can provide information
regarding the location and charactenistics of the foreign body
and assist in diagnosis. Rigid bronchoscopy is the gold stan-
dard for diagnosis and management of FBA.

The first successful endoscopic removal foreign body was
performed by Gustav Killian in 1897. Following this, rigid
bronchoscopy became the procedure of choice for removal of
airway foreign bodies till the discovery of flexible bronchos-
copy by Shigeto Ikeda in 1967. Flexible bronchoscopy gradually
supplanted rigid bronchoscopy as the most commonly used
technique in adults, although ngid bronchoscopy remains the
traditional gold standard, particularly :n children®

In adults, most of the aspirated FBs are lodged in the nght
bronchial tree® Inorganic FBs are inert, so patients may be
asymptomatic for a prolonged period. In contrast, organic FBs

can cause severe inflammation and tend to absorb water with
the development of airway obstruction relatively earlier?

The Fogarty catheter was onginally developed for the
removal of intravascular thrombi. Wiesel et al have reported
the use of the Fogarty arterial embolectomy catheter for
removing a tracheal foreign body in 1982 * Fogarty catheter, if
used effectively, saves time and possible injury to the mucosa
by repeated use of forceps. Complications with the use of a
Fogarty catheter are rare.™® Baskets, grasping forceps, mag-
net extractors, YAG laser, and cryoprobes are available as
accessores for FB removal via a flexible bronchoscope.

Rigid bronchoscopy is the modality of choice for the
removal of FB, but flexible bronchoscopy still has relevance
as demonstrated in our case. Flexible bronchoscopy has the
advantage of wider availability and lesser cost, and does not
require general anesthesia. Various simple and easily avail-
able tools such as baskets, grasping forceps, and Fogarty cath-
eter can be utilized via flexible bronchoscope to extract FB
from the tracheobronchsal tree.

Concluzion

A high index of suspicion and flexible bronchoscopy can
ensure proper diagnos:s and prompt intervention to avoid
long-term sequel. Using a Fogarty balloon catheter and
Dormsa basket FB can be removed safely and successfully via
a flexsble bronchoscope.
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AMA  Bai hoc kinh nghiém:

MEDIC , ’
- Di vat phé quan co6 thé khéng phat hién trén X quang
nguwc.
-Can khai thac bénh s néu khéng dé chan doan nham
- Néu nghi ng® nén chi dinh CT nguc.

- Giup chan doan sém cho bénh nhan.
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