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ABSTRACT

Foreign-body aspiration is serious and
potentially fatal. Early diagnosis is key to
the prevention of complications.1,2 Correct

interpretation and integration of history, phys-
ical examination and radiographic evidence
are necessary to achieve an early diagnosis of
foreign-body aspiration.3

Case Report
A dentist extracted a molar from an 8-year-

old boy under local anesthesia.
According to the patient and his mother, at

the moment of extraction of the molar, he
cried then had a severe coughing fit. The den-
tist told them that the molar had probably
been swallowed. The patient was prescribed
amoxicillin for 7 days and sent home without
investigation.

For a few days, the patient had occasional
coughing paroxysms, but otherwise felt well.
Then, 12 days after the extraction, he devel-
oped fever (39ºC) and right pleuritic pain. He
presented to his community emergency room,
where he was found to have crackles in the
right pulmonary base, but no respiratory dis-
tress and normal oxygen saturation. Chest
radiographs (Figs. 1 and 2) revealed a molar in
the bronchus intermedius, atelectasis in the
right-middle and lower lobe, and mediastinal
shift to the right.

He was transferred to BC Children’s
Hospital and underwent rigid laryngo-
bronchoscopy under general anesthesia
with spontaneous respirations. Telescopic

examination revealed a small amount of
granulation tissue surrounding the molar in
the bronchus intermedius. The molar was
grasped with sharp-toothed optical forceps
and carefully removed. The bronchoscope 
was reinserted and a large amount of mucopu-
rulent fluid was suctioned from the bronchi
distal to the granulation tissue.

The patient was treated with intravenous
clindamycin and cefuroxime, plus inhaled
steroids and chest physiotherapy. By the next
day, his pleuritic pain, cough and fever had
resolved and radiographs revealed complete
pulmonary re-expansion. He was discharged
home on amoxicillin/clavulanic acid and
inhaled steroids for 7 days and made a com-
plete recovery.

Discussion
Most cases of aspiration of teeth and other

dental material occur secondary to blunt max-
illofacial trauma.4,5 Aspiration of deciduous
teeth is surprisingly uncommon, especially
considering how often young children aspirate
nuts, raw carrot fragments and other small,
hard objects.3

In 1920, Hedblom6 reported 32 cases of
aspiration of extracted teeth. Subsequently,
few such reports have appeared in the 
literature. Nonetheless, aspiration of extracted
teeth remains an important and serious 
clinical situation.

In this report, the key sign that the patient
had aspirated the molar was his coughing
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paroxysm. When a dental patient has a coughing paroxysm
and not all teeth and foreign objects can be accounted for,
chest radiography is mandatory. Teeth and metal objects
are clearly visible on radiographs. However, when aspira-
tion of a radiolucent material is suspected, diagnosis will
be more difficult and must be based on integration of his-
tory, physical exam and radiology, along with an under-
standing of the natural history of bronchial foreign bodies.

As Jackson and Jackson7 initially described in the early
1900s, there are 3 clinical phases in bronchial foreign-body
aspiration. The initial acute phase is characterized by a
coughing paroxysm that lasts at least a few minutes.

Next is a quiescent phase, in which the patient is rela-
tively asymptomatic. During this phase, however, the for-
eign body creates a bronchial check-valve, allowing ingress
of air during inspiration, but partly preventing egress of
air during expiration. This results in an expiratory wheeze
that is loudest over the ipsilateral lung. It also results in
obstructive emphysema, which may be seen radiographi-
cally on expiratory films as ipsilateral pulmonary hyperin-
flation and contralateral mediastinal shift. These clinical
findings would have been noted in this case, had they been
sought after the patient’s initial coughing fit.

About one week later, once the bronchial mucosa
becomes tightly swollen around the foreign body, a stop-
valve is created and the distal pulmonary tissue collapses
and becomes infected. This is the complication phase. If
prolonged, it may result in chronic bronchitis and bron-
chopneumonia.

Since 1974, there have been 3 reports of cases in which
diagnosis of adult patients with an aspirated tooth was
delayed until the complication stage. One patient failed
initial antibiotic therapy for endobronchial actinomyco-
sis,8 one patient was initially misdiagnosed with bronchial

cancer,9 and one patient had a respiratory arrest
and died of sepsis 12 days later.10 In each case,
chest radiographs revealing the bronchial tooth
had initially been misread.

The sooner a bronchial foreign body is diag-
nosed, the easier it is to remove. In this case,
the surrounding bronchial granulation tissue,
fortunately, did not bleed significantly or obscure
the tooth. Although most bronchial foreign bod-
ies are prone to fragmentation and must be
removed with “peanut forceps,” in this case,
sharp-toothed forceps were ideal for grasping the
root of the molar. Generally, a rigid broncho-
scope is the best tool for removal of a bronchial
foreign body.3 However, if a patient has aspirated
a tooth because of maxillofacial trauma and rigid
bronchoscopy is contraindicated, then the tooth
may be removed with a flexible bronchoscope or,
if necessary, tracheotomy.4,5 Finally, even before
the age of antibiotics, Jackson and Jackson7 found
that once a bronchial foreign body and distal

secretions have been removed, 99% of patients will recov-
er completely.

Conclusion
When a dental patient has a coughing paroxysm and

not all teeth and foreign objects can be accounted for,
chest radiography is mandatory. Urgent medical evalua-
tion and treatment may be necessary. C
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Figure 1: Anteroposterior chest radiograph
showing a molar in the bronchus intermedius;
atelectasis in the right-middle and lower lobe;
and a mediastinal shift to the right.

Figure 2: The molar is at the
centre of this lateral chest 
radiograph; distal atelectasis 
is also apparent.
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CDA Launches Dental Events Calendar
CDA has now posted an interactive Dental Events

Calendar on its Web site to help dentists 
stay informed about upcoming professional events.

Visitors can use the Calendar to access up-to-date 
details of significant national and international 

dental meetings, workshops and seminars.

A search tool lets you locate specific events by date,
location or type (e.g., convention or workshop).

Dental and health-related organizations 
can submit their event for inclusion on the calendar.

(All details will be reviewed for approval prior to posting 
and will be displayed in the language submitted.) 

Take a tour of the new Dental Events Calendar today.

www.cda-adc.ca/english/news_events/calendar/default.asp
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