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 Abstract
Spontaneous expectoration of a foreign body is a rare clinical scenario. We are reporting a case of a boy who 
spontaneously coughed up his aspirated tooth while awaiting an emergency bronchoscopy.

Keywords: Aspirated Tooth, Children, Spontaneous Expectoration, Emergency Department

Introduction
Reported instances of foreign body aspiration are common 
in emergency departments, but an aspirated tooth is rare, 
often encountered in dental clinics. This incident is more 
prevalent in children than in adults. Aspiration of a tooth 
poses a potentially serious risk, especially when the tooth 
completely obstructs the airway or when there are delays 
in diagnosis and intervention. Hence, anticipating potential 
clinical deterioration is crucial when preparing for definitive 
treatment.

Case report
A 10-year-old boy with a background of well-controlled 
bronchial asthma arrived at the Emergency Department 

with suspected aspiration of an extracted tooth following 
a dental procedure. The child had been disruptive during 
the dental procedure, and the extracted tooth was not 
found afterward, leading to suspicion of aspiration due to 
subsequent uncontrollable coughing.

Upon arrival at the emergency room, he appeared well 
with stable vital signs. Systemic examination revealed 
no significant findings. Despite not exhibiting respiratory 
distress and having good oxygen saturation, a lung 
examination indicated reduced air entry in the right lower 
zone. A bedside lung point of care ultrasonography (POCUS) 
was conducted, showing normal results. A chest radiograph 
displayed a hyper-opaque object resembling a tooth in the 
right perihilar region (Figure 1).

Figure 1: Chest radiograph (AP and lateral view) showed heterogenous opacity object (red circle) in right perihilar region 
at the level of T7.
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A diagnosis of tooth aspiration was confirmed, and an 
urgent bronchoscopy for foreign body removal was 
arranged. While observed in the emergency room and 
positioned upright, the child began experiencing intense 

coughing episodes and expelled an intact deciduous tooth 
(Figure 2). A repeat chest radiograph showed no similar 
opacities in the same spot (Figure 3).

Figure 2: A maxillary right 2nd molar deciduous tooth (tooth 55) measured about 7x4x3mm was spontaneously expulsed 
after bouts of cough.

Figure 3: Repeated chest radiograph after tooth 
expectoration.

After monitoring, the child remained in good health and 
returned to his usual state. He was discharged home on 
the same day.

Discussion
Children with foreign body aspiration (FBA) are at risk of 
sudden deterioration and may require emergency airway 
intervention. It is one of the common causes of mortality 
and morbidity in children, especially those aged two 
years old and younger. Between 2001 and 2016, a total 

of 305,814 non-fatal injuries were reported in the United 
States due to choking in children aged 0 to 19 years. 
Seventy-three percent of non-fatal injuries and 75 percent 
of choking fatalities were accounted for by children under 
five years old (1).

Children are generally vulnerable to FBA due to the smaller 
diameter of their airways, making them more prone to 
obstruction. Airflow resistance is inversely proportional to 
the radius of the airway to the power of four. Therefore, 
compared to adults, even a slight reduction in the cross-
section of the airway can lead to significant changes in 
airway resistance and airflow (2).

The most common foreign bodies (FBs) aspirated by 
children, especially infants or toddlers, are organic 
materials such as peanuts, while older children are more 
likely to aspirate non-organic materials such as pen caps, 
paper clips, and pins (3). A tooth in the airway is considered 
a rare occurrence but is a possible complication following 
tooth extraction in an anxious patient (4).

The clinical presentation of FBA depends on the child’s 
age, their physical position when aspirated, the size of 
the object, and the location where it lodges. Airway 
obstruction can occur due to the object itself or due 
to local inflammation with edema of the surrounding 
airway, especially if FBA removal is delayed or following 
instrumental manipulation during the removal. In contrast 
to non-organic material, organic material is known to cause 
more complications. Organic FBs may swell up when in 
contact with the fluid and may elicit a more inflammatory 
reaction in the airway, causing more airway obstruction, 
thus requiring much earlier emergency retrieval (5).
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Upper airway involvement, usually caused by larger objects, 
varies from complete to partial obstruction. Complete 
obstruction can cause life-threatening asphyxia and 
cardiorespiratory compromise, while partial obstruction 
may manifest as stridor, coughing, wheezing, and 
respiratory distress. Smaller foreign bodies may dislodge 
further down the lower airway, leading to pulmonary 
changes dependent on the type of obstruction. Below 
the age of 15 years, a child’s mainstem bronchi angle is 
more symmetrical than in adults, thus the frequency of 
dislodgement to either bronchus is almost equal (6).

Initial evaluation of a child with FBA is an assessment of the 
airway patency and respiratory status. In a symptomatic, 
unstable choking child, an attempt for dislodgement with 
a Heimlich manoeuvre, back blow, or abdominal thrust 
should be attempted immediately, as outlined by American 
Heart Association. The performance of cardiopulmonary 
resuscitation (CPR) may be done if they become arrested. A 
child who can speak without stridor or respiratory distress 
indicates the airway is still patent. While preparing for the 
definitive removal of a foreign body, it is important to keep 
the child calm and comfortable throughout the observation 
as crying and restless children can impair the patency of 
the airway and increase their work of breathing.

Focus assessment should include evaluation of breathing 
pattern and quality of breath air entry for possibilities 
of lung atelectasis, hyperinflation, pneumothorax, or 
evidence of pneumonia in late presentation (7). Point-of-
care ultrasound (POCUS) lung examination plays a role in 
ruling out pneumothorax, thoracic free fluid, pulmonary 
oedema, and pneumonia in an aspirated patient (8). Thus, 
the findings are not specific and vary depending on the 
extent of the clinical condition.

Rigid bronchoscopy remains the procedure of choice 
for removing FBA. Nevertheless, the flexible fiberoptic 
bronchoscope offers a better range of visibility and is 
used more frequently as a diagnostic or to determine the 
location of the foreign body (9).

Conclusion
Spontaneous expectoration of a foreign body can occur 
due to an intense cough, miming the effects of a Heimlich 
maneuver. When preparing for definitive treatment to 
remove a foreign body in a stable patient, it is crucial 
to keep the patient upright in a calm and comfortable 
position while monitoring for any signs of airway collapse 
or deterioration.
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