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Over the past 10 decades, only five cases have been
published of firearm injuries of the chest with conservative
management, who in the follow-up expectorated the bullet.
We report the first case in the history of gunshot injury chest,
where a bullet was found near the posterior-lateral wall of the
trachea of the patient who eventually expectorated the bullet
with subsequent ingestion and excretion with stools. We try to
emphasize the role of repeat morning radiograph in these
patients.
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Introduction
Spontaneous expectoration of a bullet after penetrating
trauma is a rare occurrence and as suchhas not frequently
been detailed in the literature.Wedescribe only the sixth
patient in the last 100 years who sustained a gunshot
wound to his chest and expectorated the bullet. Our case
is the first case in the history where after expectorating
the bullet, the patient ingested it with subsequent
expulsion with stools.

Case report
We report a case of an 18-year-old man who sustained
a gunshot wound of the right shoulder. He presented to
the emergency with complaints of breathlessness. The
patient was hemodynamically stable. Chest radiograph
was showing a bullet in the neck and right
hemopneumothorax. Right-sided chest tube was put
in and 200ml of blood was drained and the patient’s
symptoms subsided. Non contrast computerised
tomography (NCCT) chest and neck was done
which was showing bullet in the left lateral wall of
the trachea (Fig. 1), right hemopneumothorax with
right chest tube in place, pneumomediastinum with
subcutaneous emphysema of the chest wall and neck
and contusion of the apex of the right lung. Doppler
ultrasound of the neck vessels was showing normal
major vessels of the neck, normal thyroid, and no
significant hematoma. In view of entry wound on
the right side and computed tomographic (CT) scan
showing bullet in the left lateral wall of the trachea,
upper gastrointestinal (GI) endoscopy was done which
was normal. In light of the patient being
hemodynamically stable without any major vascular
injury, the patient was planned for exploration in

elective operation list after 3 days. On the day of
surgery, a repeat chest radiograph was advised which
was not showing bullet in the neck. The patient was
taken for CT scan of the chest, abdomen, and the pelvis
which showed a bullet in the cecum. Th patient was
taken for repeat upper GI endoscopy to rule out
trachea-esophageal fistula, but endoscopy was
normal. A flexible bronchoscopy was done, which
showed granulation tissue in the left posterior-lateral
wall of the trachea seven to eight rings above the carina
(Fig. 2). The patient was managed conservatively; chest
tube was taken out after 2 days and discharged on the
eight day of admission. The patient came to the OPD
after 1 week with a preserved bullet. Repeat chest
radiograph was done in the OPD which was normal.

Discussion
Until World War II the mortality of penetrating neck
wounds remained at about 15%, which was reduced to
4–7% by the end of Vietnamwar [1]. Till date, only five
cases of firearm injuries of the airway which were
managed conservatively and eventually expectorated
the bullet have been published [2], but this is the
first case in which the patient after expectorating the
bullet, ingested it, and excreted it with the stool. In all
these cases, the patients were hemodynamically stable
and a visible bullet was found on chest radiograph.
Leslie was the first to describe such a patient in 1917.
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The patient was found to have bullet in the right chest,
which he spontaneously expectorated after more than 4
months [3]. Andrews and colleagues described a case in
which the bullet was found on chest radiograph to be
adjacent to the right main bronchus. On the way to the
operating room for bronchoscopy, the patient coughed
and expectorated the bullet [4]. A similar case was
published by Rhodes and Gupta [2] in which the
patient had expectorated the bullet while the patient
was being taken for bronchoscopy. Hesami and Johari
[5] reported a case of a bullet lodged near the tracheal
bifurcation. This patient, although stable at
presentation, did have a hemopneumothorax and
tube thoracostomy was performed. The patient
recovered well and was discharged home with the
bullet still in place. Three months after the injury,
the patient experienced a bout of coughing and
expectorated the bullet.

In our patient, on initial evaluation it was difficult to
understand the trajectory of the bullet as the entry
wound was on the right shoulder and the CT scan was
showing a bullet in the left lateral wall of the trachea.
Idea of doing upper GI endoscopy and vascular
Doppler of the neck was to rule out tracheo-
esophageal fistula and any injury to major vessels of
the neck. With patients’ clinical details and other
investigations, we can accurately guess the trajectory
and course of the bullet in our patient. After entering

the right shoulder, the bullet has traversed the right
hemithorax causing right lung injury with subsequent
right hemopneumothorax and right lung contusion.
After that the bullet has pierced the right side of the
neck between the trachea and the esophagus and
eroded the left posterior-lateral wall of the trachea.
Then one day prior to surgery, the bullet has pierced
the tracheal lumen and the patient has coughed out the
bullet with subsequent ingestion. Here, we try to
emphasize the role of bronchoscopy in the
evaluation of patients of penetrating neck trauma,
and also role of repeat morning radiograph of the
affected part to rule out any dislodgement of the
foreign body. Morning radiograph of of the neck
has saved us from doing undue exploration of the
patient.
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Figure 2

Bronchoscopic image showing granulation tissue in the left postero-
lateral wall of the trachea.

Figure 1

Computed tomographic scan of the neck showing bullet in the lateral
wall of the trachea.
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