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EDITORIAL

Foreign body aspiration (FBA) in children remains a problem worldwide, 
but with different challenges in developed and resource-poor settings. 
What gets aspirated, the length of time before medical advice is sought, 
expertise available and methods of removal vary across the world.

Most textbooks and articles refer to rigid bronchoscopy as the 
preferred method for foreign body (FB) extraction, but this practice 
has changed significantly over the past decade, with many FBs being 
removed using flexible bronchoscopy with the option of converting 
to rigid bronchoscopy if necessary. The latter is now possible owing to 
newer-generation bronchoscopes with larger working channels, as well 
as more advanced instruments. These include forceps, tripod forceps and 
baskets. Recently, cryotherapy has also been added as a possible treatment 
option.[1]

Moola et al.[2] report on FBA in the Johannesburg region of South Africa 
(SA). Many of their findings are similar to those reported previously, but 
they also highlight some important differences from articles published 
in other resource-poor settings. The rate of FBA was highest in an older 
age group, with the majority of children (42.6%) aged 7 - <10 years, 
which differs from previous studies. This is interesting, as one would not 
expect FBA to occur so commonly in this age group. The reasons for 
this finding are uncertain, but may in part reflect lack of supervision in 
a resource-poor setting where both parents are likely to be working, and 
after-school care may be lacking. Another reason may be neurological 
or developmental abnormalities, which were not evaluated in this study. 
Öztürk et al.[3] have reported that on screening, younger children with 
FB ingestion had a significantly higher prevalence of behavioural and 
emotional problems compared with controls. Hyperactivity was an 
important predictor for FB ingestion.[3]

Moola et al.[2] report that inorganic material, including plastic, was 
aspirated more commonly than organic material. This is also seen in 
other parts of SA, and the plastic material aspirated is commonly small 
plastic whistles found in inexpensive toys.[4]

Radiographic findings were only available in 34.0% of patients in this 
study (n=16), with 56.3% of radiographs reported as normal. This is an 
important point, as in many cases children present to a health facility with 
a history suggestive of FBA and then have a radiograph that is reported 
as normal, which can lead to missed or delayed diagnosis followed by 
complications. Furthermore, many radiographs will be read by junior 
doctors and not radiologists, which may result in subtle radiological 
changes being missed. It is debatable whether all children with FBA should 
be referred to a tertiary facility for review and bronchoscopy. Although 
FBA is taught in most curricula, it may be important to emphasise that 
the history overrules radiographic findings. There is also sometimes 
confusion about whether an FB was ingested rather than aspirated, as the 
history may be overlapping and confusing. Bronchoscopy will be negative 
in a number of these cases, but the risk/benefit ratio is much lower than 
that of a delayed diagnosis caused by failing to perform bronchoscopy. 
There is value in repeating radiographs within 24 hours if tertiary medical 
services are not easily accessible, as changes may be visible at follow-
up with development of airway oedema and swelling, causing airway 
obstruction with an air-trapping effect.

New algorithms and scoring systems have been created to improve 
the diagnosis of FBA. A proposed new scoring system for prediction 
of FBA with the features new-onset, recurrent or persistent wheeze 
(93.3% specificity), noisy breathing/stridor/dysphonia (89% specificity), 
unilateral reduced air entry (81.5% specificity), abnormal findings on the 
chest radiograph (47.6% specificity) and a witnessed episode of choking 
(36% specificity) may be helpful, but the diagnosis still relies on clinical 
and radiological experience.[5,6]

The article by Moola et al.[2] has limitations such as small numbers, 
absent radiological findings in a large number of cases, and, probably the 
most important, the method of FB removal.

Task forces of the European Respiratory Society[7] and the American 
Thoracic Society[8] have recommended rigid bronchoscopy for FB 
removal in children; in contrast to these recommendations, there is an 
increasing number of publications reporting on, or even propagating, 
flexible bronchoscopy as the primary method for FB removal in children.

Schramm et al.[9] reported on a survey in Germany with a total of 
259 participants. The majority of them were experienced doctors, with 
65% working in the field of paediatric bronchoscopy at centres that 
performed ≥20 paediatric bronchoscopies per year. About 40% of the 
respondents indicated that they had been formally trained in a course in 
flexible bronchoscopy, 15% had been trained in rigid bronchoscopy, and 
42% had never attended formal training. Seventy percent of the facilities 
treated ≤15 cases of paediatric FBA per year, and 30% treated >15 cases. 
Twenty percent primarily used flexible bronchoscopy as the method of 
choice for FB removal, 48% preferred rigid bronchoscopy, and 30% used 
a systematic combination of the flexible and rigid techniques. About a 
quarter of respondents reported that they had experienced situations 
requiring ICU admission.

Swanson et al.[10] retrospectively described a group of 40 children 
with FBA. Of the FBs, 60% were successfully removed with flexible 
bronchoscopy alone. In 35% of cases, the initial method was flexible 
bronchoscopy, but conversion to rigid bronchoscopy was required.

Wiemers et al.[11] reported on complication rates of rigid and flexible 
bronchoscopy in FB removal. The overall rate of complications was 
similar in rigid v. flexible bronchoscopy (19.1% v. 24.2%; p=0.232), but 
respiratory complications occurred significantly less frequently during 
rigid bronchoscopy (9.2% v. 16.3%; p=0.025).

The situation in SA is less clear with regard to the method used, and this 
varies from institution to institution, depending on who is responsible for 
the management of children with suspected FBA. It seems that at many 
institutions rigid bronchoscopy is still the preferred choice, as removal is 
mostly done by cardiothoracic or ear, nose and thoat surgeons. However, 
in an increasing number of cases, flexible bronchoscopy is used by 
paediatric pulmonologists.

FBA can be complicated by many factors, including location of the FB, 
length of delay in diagnosis, parenchymal and pleural complications, and 
the degree of airway obstruction.

FBA can have a significant mortality rate, both before hospital admission 
and during attempted removal. The real risk of removal is mostly unknown, 
as negative outcomes are typically not reported. Delayed diagnosis with 
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complete bronchus obstruction may have a high risk of complications due 
to suppurative lung disease, which can lead to pus formation and release 
once the FB is removed or moved.

Many countries in Africa, including certain areas of SA, have a shortage 
of bronchoscopy services, especially for paediatric patients. This shortage 
results in delays in the resolution of obstructions and can lead to long-
term complications. It is important that pulmonology societies develop 
a plan to improve this situation, or at least create pathways of referral to 
centralised units.

In conclusion, the management of FBA is influenced by a variety of 
factors including technological advancements, resource availability, 
healthcare provider expertise and regional differences. Addressing these 
challenges requires a multifaceted approach involving medical education, 
resource allocation, and collaboration among healthcare providers and 
organisations.
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