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/Abstract )

Ingestion of a foreign object, including dental materials, can lead to the hospital emergency and be dangerous and life
threatening. In this article is described the accidental swallowing of an orthodontic device, a key that was used to activate a rap-
id maxillary extender. The patient swallowed the key device while trying to activate the expander at home. The object’s position
was followed on radiographs, due to its location no action was taken immediately. As a not every day encountered case and as
possible clinical complications, we consider that is important to present this case and describe practices for prevention also.
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Introduction

The ingestion of a foreign object is a complication often seen
in the hospital emergency rooms [1]. Dental objects that have been
swallowed include dental prostheses and endodontic instruments
are not an everyday encountered situation. Although, the ingested
object can pass through the gastrointestinal tract uneventfully, it
can some- times cause serious complications and could be life
threatening. The emotionally stress of children and parents who
panicked and show up in the emergency must be evaluated and
occurred help must be provided immediately. Treatment depends
on the type and size of the object and its location [2-4]. When
various accidentally situation happened in dental clinics, first aid
can be provided by the doctor, using a correct protocol to manage in
real time the situation [5]. The purpose of this article is to describe
a clinical case of accidental deglutition of the key used to activate
a rapid maxillary extender in home conditions, when the parents
was trying to activate it. Some clinical and legal implications are
discussed, mainly emphasizing the care needed to prevent such an
accident [6].

Case Report

A 11-year-old boy K.C, presented at the emergency service
of the UHC Mother Theresa hospital accompanied with his parents,

after he swallowed the key for his maxillary extender that day at
home. The parents were emotionally stressed out, but the child was
not in discomfort nor did have signs of dyspnea, asphyxia or other
perturbance. The frontal x-ray of the abdomen was recommended
in this case which confirmed the presence of the key in the stomach
(Figure 1 and 2). Thus, a fiber and cereal diet were recommended
to enhance facilitate elimination of the key device. After two days
later, the key was eliminated though excrement (Figure 3).

Figure 1: Frontal X-Ray, presence of the key device.
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Figure 2: prescription of the device position.

Figure 3: Key device dimensions.

Discussion

Dental devices can be accidentally inhaled or swallowed
during dental procedures, but accidents can happen in dental
practices due to careless movements of patient head, or at home
due to a cough as in this case during the activation of the device. If
parents are not informed or warned of possible accidents this kind
of complication can happen. A serious situation is when they are

inhaled, with the possibility of the patient loses feelings or suffocates
[7]. In such cases, endoscopic inspection or surgical intervention is
required. When this device is swelled it may be stuck in different
parts of the entire gastrointestinal tract. Normally, when the object
reaches the stomach, it has a 90% possibility of passing through
the gastrointestinal tract without problems [6, 8, 9]. Less than 1%
need surgical intervention. The risk of injury increases when the
swallowed object is greater than 5 cm or has a pointed shape [10].
There are cases when the devices remain stagnate for days in the
intestine or weeks in the stomach, surgery is required [11].

Usually this kind of accident are claimed in court by patients,
suing the dentist and blame for the complication, cause during
endoscopic inspection for examination of the stuck dental devices,
or surgical intervention, collateral damage can occur up to the
patient’s death [12]. Even if the patient does not take legal action
against the dentist, it has been observed a loss of trust for further
collaboration. “Prevention is better than cure”, so if possible,
must avoid accidents using keys with security systems. When key
devices for rapid maxillary extender is used some steps must be
followed. The simple’s thing that can be used in dental practice
is floss tied around the key and then rolled up on the finger to
allow ready recovery in case of deglutition or aspiration5 and of
course this precaution must be explained to the parents for home
instructions. Another possibility is to use a key that is connected
to a plastic spatula or handle as in (Figure 4 and 5) which facilitate
the activation of the expanders and decrease accidents.

o

5)
Figure 4 and 5: Plastic handles for the key to prevent.

Conclusion

When working in oral cavity, an object slips out of the
doctor’s working instruments, or from his hands, the first and
immediate step is the localization of the foreign body, maintaining
calm and must be quickly evaluated the possibility of removal. If
the foreign body is inhaled or swallowed first aid should be given
to the patient until the emergency arrives. When certain therapeutic
procedures can be applied in home conditions by patients or their
children as in the case of orthodontic appliances, the physician
should carefully explain the procedure or give the instruction in
writing to the patient to avoid disagreements in the possible event
of accidents or complications.
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