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CASE REPORT

Peanut aspiration in an adult
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Summary We present a case history of a 34-year old adult who aspirated a peanut.
Peanut inhalation is a well-recognized condition in children, but is rare in adults.
Diagnosis is often difficult and requires a high index of clinical suspicion. A brief
review of the literature is presented.
© 2004 General Practice Airways Group. Published by Elsevier Ltd. All rights reserved.

Case report

A 34-year old womanwas referred to the Emergency
Department by her general practitioner. She pre-
sented with a three day history of a gradually wors-
ening cough with occasional expectoration. She had
suffered a choking incident when she was eating
salted peanuts three days earlier. There were no
symptoms of dyspnoea, chest pain or haemoptysis.
She had never smoked and had no significant past
medical history.
On examination, she looked comfortable with no

evidence of respiratory distress. Her temperature,
pulse and respiratory rate were within normal lim-
its. The only positive finding was the presence of
prominent inspiratory crackles and a slight wheeze
over the right lower zone on auscultation.
Chest radiography was unremarkable with no

signs of a foreign body. There was no evidence of
hyperexpansion or atelectasis. The patient was re-
ferred urgently to the respiratory physicians. Flex-
ible bronchoscopy revealed the presence of half a
peanut lodged in the right intermediate bronchus.
The peanut was removed with a snare. Residual
small white flecks of the foreign body were removed
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with a biopsy forceps. She made an uneventful
recovery and was discharged the following day.

Discussion

Aspirated foreign body (AFB) is one of the lead-
ing causes of accidental death in children younger
than 4 years [1]. It is, however, much less com-
mon in adults [2]. Limper and Prakash conducted
a retrospective study at the Mayo Clinic over 33
years and found only 60 adults to have aspirated
a foreign body [3]. While peanut aspiration is a
well-recognized presentation in children, it is ex-
ceptional in adults [4,5]. Some authors have quoted
incidence of peanut aspiration in children to be as
high as 31% to 46% [6]. A 20-year comparative study
into the incidence of AFB between adults and chil-
dren found only one case of peanut aspiration in an
adult compared to 39 in children [6].
The laryngeal reflex normally protects the lower

airway from aspiration. In adults, aspiration can
occur if this reflex is impaired — for example,
by stroke, alcohol intoxication, sedation and la-
ryngectomy. Clinical presentation of AFB ranges
from there being no symptoms to severe respi-
ratory distress, depending on the type, size, and
location of the foreign body. The diagnostic clin-
ical triad described for pediatric foreign body
aspiration is wheezing, coughing, and decreased
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breath sounds [4]. In contrast, adults normally
present with non-specific signs and symptoms such
as chronic cough, haemoptysis, fever and dysp-
noea [5]. Other symptoms described in adults in-
cluded stridor, cyanosis, tachypnoea, intercostal
retraction, vomiting and hoarseness. Barhaloo
et al. [6] studied a cohort of 112 patients and
found that 48 patients (49%) had the ‘Penetrating
Syndrome’ which was defined as a sudden onset
of choking and intractable cough with or without
vomiting.
Plain radiography is a frequent first-line investi-

gation [3,7]. Possible findings of AFB include atelec-
tasis, air trapping, consolidation or a radio-opaque
foreign body. Normal radiological findings occur
more commonly, ranging from 6% to 80% [8]. In a
patient with a high index of clinical suspicion a
normal chest film, (as occurred with this case),
does not rule out the possibility of AFB [9]. Com-
puterised tomography (CT) scans can also be used.
Some authors have suggested CT as being the initial
imaging modality for diagnosis of suspected AFB in
adults [10].
Definitive treatment of AFB is its removal. Flex-

ible bronchoscopy remains the preferred method,
although rigid bronschoscopy is also used [11].
The successful use of the flexible bronchoscope is
operator-dependent. It is essential to explore the
entire bronchial tree thoroughly to search for resid-
ual fragments [3,6,7]. Lodgment is more common
in the right bronchus as the right bronchial tree is
wider and more vertical than the left. Thoracotomy
is generally the last option [3,7].
Thus, the single most important diagnostic factor

leading to discovery of AFB is a high clinical index
of suspicion. Although AFB is frequently suspected
in children with acute or recurrent pulmonary
symptoms, it is rarely considered in adults. Conse-
quently, time to diagnosis of AFB in adults has been
shown to be longer than in children [3,6,7]. Occult
foreign body in adults can remain undetected for
years, leading to erroneous diagnosis of asthma,
bronchitis or chronic pneumonia [12].

Conclusion

Aspiration of tracheo-bronchial foreign bodies oc-
curs more commonly in children, but under certain
circumstances, it can occur in adults. Physical ex-
amination is usually non-specific andmay not help in
diagnosis. Negative-imaging studies do not exclude
the presence of a foreign body. The most important
diagnostic factor is a high clinical index of suspi-
cion. A clear history of an aspiration event should
never be ignored.
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