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• Conflict of interest;
• I still (would) love to do rigid bronchoscopy.



Rigid bronchoscopy implications:

• Rigid tube:
• Requires general anesthetic
• Difficult at bedside
• Alters airway dynamics

• Hollow interior
• Allows a variety of instruments
• Ability to ventilate
• Can remove large FB 
• Control a brisk haemorrhage

• Glass rod telescope
• Superior optics
• Superior visualization of posterior larynx and subglottic region

Flexible airway endoscopy in children ATS standards 2015



Where is rigid bronchoscopy useful?

• Indications:
• Foreign body removal especially in large airways
• Interventional bronchoscopy (Stents etc)
• Lung haemorrhage especially localized site
• Lung lavage in Alveolar proteinosis
• Backup for flexible bronchoscopy: supprative lung disease
• Laryngeal cleft suspected







Table 4. Morbidity Associated with Bronchoscopy for the 
Removal of Tracheobronchial Foreign Bodies

Major nonfatal complications (n 91)
Severe laryngeal edema or bronchospasm requiring tracheotomy or

reintubation
Pneumothorax or pneumomediastinum
Cardiac arrest
Hypoxic brain damage
Tracheal or bronchial laceration requiring repair
Other serious complications (n 136)
Infection13,19,21,26,32 58
Failed bronchoscopy requiring thoracotomy or tracheotomy 
Bleeding
Thoracotomy or tracheotomy
—not specified

Major iatrogenic complications, as were specified in 21 studies, 
91 of the 9437 children with aspirated foreign bodies. 

The Anesthetic Considerations of Tracheobronchial
Foreign Bodies in Children: A Literature Review of
12,979 Cases
Christina W. Fidkowski, MD,* Hui Zheng, PhD,† and Paul G. Firth, MBChB*‡



Mortality Associated with Bronchoscopy for the Removal 
of Tracheobronchial Foreign Bodies

Cause of death (n 43) 

Cardiac/respiratory arrest 
Hypoxic arrest at presentation
Arrest due to tracheal foreign body
Cardiac arrest during bronchoscopy, not specified
Postoperative arrest
Hypoxic arrest due to shifting foreign body
Rupture of puss under pressure behind foreign body
Respiratory arrest due to inhaled cement powder
Not specified
Bronchial rupture
Severe bronchospasm
Postoperative infection
Multiorgan failure
Not specified

Deaths, as were specified in 26 studies, occurred in 43 of the 
10,236 children with aspirated foreign bodies. The Anesthetic Considerations of Tracheobronchial

Foreign Bodies in Children: A Literature Review of 12,979 Cases
Christina W. Fidkowski, MD,* Hui Zheng, PhD,† and Paul G. Firth, MBChB*‡





TABLE 1—Summary Data: Patient, Location, Equipment and 
Complications in the Removal of AFB

Localization (%)
Right bronchial tree 43.6%
Left bronchial tree 42.3%
Trachea 6.4%
Larynx 5.1%
Massive aspiration or bilateral 02 2.6 %
Equipment (%)
Only rigid 52.5%
Only flexible 27.8%
Rigid and flexible 15.8%
Fluoroscopy and flexible 2.6%
Suspension laryngoscopy and flexible  1.3%
Complications (%)
Absent  71.0%
Fragmentation  14.5%
Migration  6.5%
Suppuration 6.5%
Death 1.5%

Pediatric Pulmonology 47:59–62 (2012)







It is worth mentioning that, a perfectly integrated
interdisciplinary team, with skilled professionals in
respiratory endoscopy, including anesthesiology and
nursing, are essential to improve safety, with therapeutic
success and few complications.


