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Spontaneous Assisted Ventilation in the Extraction
of a Seed in the Left Main Bronchus
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We report a six-year-old Egyptian male who had aspirated a sunflower seed in his
airway. The seed was removed using a fibreoptic camera and long forceps while he was
ventilated using the SAV method.
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Foreign body aspiration in the tracheobronchial system is a
pediatric emergency; if not removed on time, it could result in
pulmonary complications such as pneumonia, atelectasis and
could lead to an airway obstruction, which could be fatal1-4. The
standard gold treatment is the removal of a foreign body using
a rigid bronchoscopy performed under general anesthesia4,5.
Because of the bronchoscope occupying the airway, different
methods of ventilation have been considered, such as the
apneic oxygenation method, controlled ventilation (closed
system), manual jet ventilation and the spontaneous assisted
ventilation (SAV)6.

On examination, he was alert, conscious and oriented, afebrile,
not cyanotic, congested nasal mucosa and conductive chest
sounds with reduced air entry on the left side. A chest X-ray
was performed and showed no abnormalities; WBC differential
showed 85% neutrophil.
Fibro bronchoscopy was performed under spontaneous assisted
ventilation, enabling full access to the trachea without an
obstruction endotracheal tube. The sunflower seed was located
in the left main bronchus and removed with a long forceps
under direct vision of a fiber-optic camera, see figures 2 and 3.

Spontaneous assisted ventilation is a type of anesthesia in which
the patients level of consciousness is closely monitored, and
the patient maintains ventilation through his own spontaneous
breaths. The induction agent is administered intravenously and
maintained with volatile anesthetic delivered via a supraglottic
tube; if needed, ventilation could be assisted by the anesthetist
via bag mask connected to high flow oxygen6.
In the Kingdom of Bahrain, few centers practice the SAV
method; therefore, bronchoscopy for the removal of a foreign
body is performed with difficulty by the ENT surgeon.
The aim of this presentation is to report a six-year-old child
who had aspirated a sunflower seed, which has been removed
using a fibreoptic camera and SAV method.

Figure 1: Sunflower Seed

THE CASE
A six-year-old Egyptian male presented with 2-days history of
aspiration of a foreign body, see figure 1. The patient aspirated
and choked on a sunflower seed and woke up the next day with
difficulty in breathing, cough and chest pain.
The patient’s past medical history revealed controlled asthma,
tonsillectomy and adenoidectomy in 2015. Before presenting
to our institution, the patient was treated with Ventolin in
another public institution.
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Figure 2: Bronchoscopic View
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Figure 3: Bronchoscopic Removal
The patient was kept overnight for observation and discharged
the following day with no subsequent complications.
DISCUSSION
Current evidence reveals no difference in which type of
ventilation method is superior in rigid bronchoscopy; however,
some authors have argued that SAV could provide a better
ventilation-perfusion ratio, better alveolar ventilation and
reduce the risk of ventilator-associated perfusion injury7. In our
case, the ventilation was maintained spontaneously throughout
the procedure with no episodes of desaturation.
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CONCLUSION
A six-year-old child aspirated a sunflower seed. The seed
was removed using a fibreoptic camera and long forceps
while he was ventilated using the SAV method.
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