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Abstract 

Background: Foreign body (FB) aspiration 

is a worldwide health problem which can 

result in a life threatening complications. It 

most commonly occurs among children 

younger than 4 years of age, yet inhalation 

of sharp foreign bodies are seen more 

commonly in adults. 

Headscarf pin inhalation is a common and 

unique form of foreign body inhalation 

among young Moslem women wearing a 

hijab. Standard flexible bronchoscopy 

(FOB) is used increasingly in the treatment 

of  tracheobronchial foreign body inhalation 

in adults and older children, especially in the 

removal of inhaled foreign bodies which 

have entered into the peripheral bronchi. 

Objectives: The aim of this study is to 

investigate the success rate of fiberoptic 

bronchoscopy (FOB) in endobronchial 

headscarf pin removal, how to minimize 

complications, and recommend techniques 

to facilitate the application. 

Patients and methods: Patients with the 

diagnosis of headscarf pin inhalation 

admitted to Al-Kadhimyia teaching hospital, 

department of cardiothoracic and vascular 

surgery from January 2013 to September 

2014 were included in the study. Standard 

FOB procedure using an oral approach in 

recumbent position under local anesthesia 

and conscious sedation was performed as the 

primary tool for retrieval, the process was 

not repeated when the foreign body could 

not be removed. In these cases, the foreign 

body was removed by rigid bronchoscopy 

under general anesthesia. 
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Results:  

A total of 19 cases were admitted 

during the study period. The mean age of the 

sample was 23.16 years (13-45 years). 

Twelve patients presented with cough 

(63.16%) while only one patient had 

hemoptysis (5.26%), four.  

patients had chest pain (21.05%) and 

two patients had dyspnea(10.53%).Retrieval of 

the inhaled pin by fiberoptic bronchoscopy 

was successful in 17 patients (89.47%). In 

one patient (5.26%) FOB was not successful 

so the FB was removed by using rigid 

bronchoscope under general anesthesia 

while thoracotomy was performed in one 

patient (5.26%) after unsuccessful attempts 

of both FOB and rigid bronchoscope. 

  

Conclusion:  

Sharp pin inhalation is a serious 

hazard and can have lethal outcome. It is a 

common form of tracheobronchial FB 

inhalation among young Muslim females 

who have the habit of holding the pin 

between their lips or teeth while doing or 

undoing their headscarves. This results in 

accidental sudden inhalation while talking or 

laughing.     

Flexible FOB under conscious 

sedation and local anesthesia can be a useful 

first- step tool in retrieving inhaled 

headscarf pins, especially in distal airways, 

in adolescents and adults in the hands of an 

experienced bronchoscopist and a well-

equipped bronchoscopy unit. 

Introduction 

 Accidental foreign body inhalation 

is a relatively common occurrence in the 

pediatric population 
[1, 2]

 and may lead to 

asphyxiation and death especially among 

those younger than 4 years of age 
[3]

. 

Foreign body inhalation is uncommon in 

adults 
[4]

. In adults, foreign body inhalation 

does not cause asphyxia, although comorbid 

diseases may occur in older population. In 

adults  with corrupted oropharyngeal 

reflexes, neurological and 

psychiatric disorders, and those using oral 

prostheses and sedatives ,an increased risk 

of foreign body inhalation exists 
[5, 6]

. 

 A unique form of foreign body inhalation is 

recently described among young Muslim 

girls who wear headscarves (Hijab) 
[7–11]

. A 

sharp pin (headscarf or turban pin) is 
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commonly used to hold the headscarf in 

place. The pin is about 4 cm in length with a 

smooth rounded pearl-like head (fig.1). It is 

a common practice to hold the pin between 

the teeth while both hands are used to adjust 

the head scarf. Inhalation usually happens 

during talking or laughing while the head is 

tilted backward. 

  Flexible fiberoptic bronchoscopy 

(FOB) is commonly used to diagnose and 

retrieve tracheobronchial foreign bodies in 

adults with a high success rate 
[12, 13]

. 

However, in cases of headscarf pin 

inhalation, rigid bronchoscopy (RB) is 

considered to be the standard procedure for 

extraction and FOB was rarely used 
[8, 9]

. It 

has recently been reported that fiberoptic 

bronchoscopy (FOB) is also effective and 

reliable 
[14-16]

. 

 In  the  present study, we 

investigated  the  effectiveness  and  safety  

of  FOB  under conscious sedation and 

local anesthesia as the initial procedure for 

extraction of aspirated  endobronchial  

headscarf pins in Iraq, Baghdad city. 

 

Material and Methods 

  

 All patients who were referred to 

Al-Kadhimyia teaching hospital, department of 

cardiothoracic and vascular surgery with 

the diagnosis of headscarf pin aspiration 

were included in the study (19 patients).  

The study period was from January 2013 to 

September2014. Diagnosis of headscarf pin 

aspiration was established by typical 

history and posterior-anterior and lateral 

chest radiography (fig3). Standard FOB 

procedure was performed in the endoscopy 

unit on the same day. A flexible Storz video 

bronchoscope was used. Sedation was 

achieved with intravenous midazolam 

under cardiopulmonary monitoring. Topical 

anesthesia was performed with 10% 

lidocaine spray for the pharynx and 2% 

lidocaine for the larynx and the 

tracheobronchial tree. The bronchoscope 

was passed through the mouth. The pin was 

removed by using biopsy forceps. Once a 

firm hold of the pin was secured, the 

grasping instrument was withdrawn to the 

tip of the bronchoscope, and then, the 

bronchoscope and the grasping instrument 

were both slowly withdrawn under direct 

vision. After retrieval of the pin, the 

bronchoscope was passed again to inspect any 

possible post retrieval damage to the larynx, 

vocal cords or the tracheobronchial tree. 
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Fig.1. Headscarf pins with smooth rounded pearl-like heads 

 

 
 

 

 

Fig.2 Biopsy force 

 

 

 

 

               

 Fig.3 Chest radiograph examination: 

  A.Posteroanterior view showing pin in the left main bronchus 

  B. Posteroanterior view showing pin in the right lower lobe bronchus 

  C. Lateral view showing pin in the left main bronchus
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A.                                               B.                                              C.  

       

Results 

 

Table.1: Age distribution 

 

 

 

 

 

 

 

 

 

Figure.4: Sex of patients 

 

 
 

 
 

 

 

 

 

 

 

 

Character Value 

Mean age 23.16 

Age range (13-45) years 
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Table.2:History of inhalation 

 

 

 

 

 
 

Table.3: Time elapsed between inhalation and FOB 

 

 

 

 

 

 
Table.4: Location of foreign body in the tracheobronchial tree 

 

 

 

 
 

 

 

 

 

 
 

 

 

Table.5: Type of procedure 

 

 

 

 

 

 

 

 

 

 

 

 

 

A total of 19 cases were admitted to 

the hospital with the diagnosis of headscarf 

pin inhalation during the study. All patients 

were previously healthy with a mean age of 

23.16 years (range 13–45). The time interval 

between aspiration and admission to our unit 

was between less than 24hs and 4 days 

(median=1 day). 

  The pin was found in the left main 

bronchus in 10 cases (52.63%), in the left 

lower lobe bronchus in 8 cases (42.11%), and 

in the right lower lobe bronchus in 1 case 

(5.26%).  

 All inhaled pins in the tracheobronchial tree 

were found with the pearl head down and the 

sharp end up and embedded in the mucosa. 

History of inhalation No. Percentage 

Total 19 19% 

 

Time elapsed between inhalation and 

FOB 

(<24hr-4days) (median = 1 day) 

Location of foreign body No. Percentage 

Left main bronchus 10 52.63 

Left lower lobe bronchus 8 42.11 

Right lower lobe bronchus 1 5.26 

Type of procedure No. Percentage 

Fiberoptic Bronchoscopy 17 89.47 

Rigid Bronchoscopy 1 5.26 

Thoracotomy performed 1 5.26 
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One patient was male (5%) and 18 

patients (95%) were females.  

The pin was successfully retrieved during the 

first attempt of FOB in 17/19 cases (89.47%). 

FOB was not successful in retrieving 

the pin in two cases. In one case, the sharp 

end of the pin was found to be firmly 

embedded in the mucosa. Several attempts to 

dislodge it were unsuccessful and the pin was 

successfully retrieved by rigid bronchoscope 

RB under general anesthesia. The patients 

were discharged  

the following day.  In another patient the 

aspirated pin was found in the posterior basal 

segment of the left lower lobe. The sharp end 

of the pin was barely visible by FOB as it was 

covered by granulation tissue. Retrieval 

attempts were not successful using FOB and 

RB under general anesthesia and fluoroscopy 

guidance. The pin was then removed by 

thoracotomy.  

 

 

 
Fig.5 Thoracotomy performed for retrieval of pin in the posterior basal segment of the left lower lobe. 

                       

 
 

Discussion 
  

 Traditionally, RB has been the 

procedure of choice for the removal of foreign 

bodies in children 
[12]

. FOB is used 

increasingly in the treatment of the FBA in 

adults
[17, 18]

.  

In most reported studies, sharp foreign 

bodies such as pins were removed either by 

using RB alone or RB and FOB together 
[19]

, 

but in some studies, FOB alone was used for 

their removal with success rate varies between 

86 and 100% [14,20].RB should be preferred 

in small children or when the foreign body is 

large enough to obstruct a main airway 
[20,21]

. 

This study is to evaluate the utility of FOB as 

a primary tool for removal of inhaled 

headscarf pins. We treated 19 cases of head 

scarf pin aspiration using FOB with a success 

rate of 89.47%.   

 In one case FOB was not   successful 

as the pin was firmly embedded in the 
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bronchial mucosa therefore RB under general 

anesthesia was required to remove it. Another 

one case required thoracotomy because the 

pin was lodged distally in the bronchial tree & 

FOB failed to remove it. Also using FOB as a 

primary tool for removal of inhaled headscarf 

pins helped to localize the site of pin even if 

failing to remove it, which facilitate removal 

by RB. In this study, 1 patient required 

thoracotomy, indicating a thoracotomy rate of 

(5.26%). The thoracotomy rate in our study is 

similar to those previously reported (1.6–18%), 

[7, 8, 11]
. We believe that the need for 

thoracotomy is not necessarily related to the 

use of FOB as a tool for retrieval, but it may be 

related to the peripheral settlement of the pin, 

delayed time of presentation after inhalation, 

and the formation of granulation tissue 

around the inhaled pin.  

 As in previous reports, all aspirated 

pins were found head down because girls 

usually hold the pearl head of the pin in the 

mouth while they are fixing the headscarf, and 

all patients in our study were of a young age 

group, with a mean age of (23.16) years, 

which is similar to previous reports 
[7–11]

. 

 In this study the majority of pins were 

located in the left bronchial tree which is 

different from the reports in other studies 
[7, 8, 

11]
. 

 Headscarf pin aspiration appears to 

be an accidental problem due to the habit of 

placing the pin in the mouth while fixing the 

headscarf hence the majority of patients 

(95%) were females only one patient (5%) 

was young male who used to place the pin in 

his mouth during his work in hand made 

hijab sewing local factory in Al-Kadhimyia 

city, Baghdad. In this study, there were no 

predisposing risk factors for aspiration. All 

patients were healthy and had normal 

medical and neurological examination. 

 A potential complication of the 

approach with FOB under conscious sedation 

and local anesthesia is the risk of damage to 

the larynx or tracheobronchial tree during 

retrieval of inhaled pins. In this study, we did 

not en- counter such complications. Another 

potential complication is the risk of losing the 

pin in the throat. The pin is then quickly 

swallowed and settles in the stomach. In this 

study, we did not encounter such 

complications.  FBA in adults is a rare 

problem. The largest series reported 1–3 cases 

per year 
[4, 6,16, 17, 20]

. In most of the cases, the 

aspirated material was organic, either bone 

fragments or vegetable material. In this study, we 

encountered more than 5 cases annually of 

inhaled headscarf pins in a relatively small 

population area. This makes headscarf pin 

inhalation the most common form of FBA in 

young healthy Moslem Iraqis women. 

This problem can be prevented by 

increasing public awareness, including 

avoidance of holding the pin in the mouth while 

fixing the headscarf or wearing a type of 

headscarf that does not need a pin for fixation. 

However, if pin inhalation occurs, early 

presentation to hospital is advisable as it might 

make retrieval of the pin easier. 
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