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ÖZET
Nadir bir yabancı cisim aspirasyonu ve literatüre bakış
Trakeobronşiyal yabancı cisim aspirasyonları, her yaş grubunda görülebilen, acil tanı ve müdahale gerektiren bir sağlık
problemidir. Yabancı cisim aspirasyonlarının hiçbir klinik bulgu olmayabileceği gibi öksürük, nefes darlığı, hemoptizi ve
solunumsal arreste varan geniş bir semptom marjı vardır. Yedi yıl önce skuamoz hücreli karsinoma tanısıyla total larenjektomi geçiren 72 yaşındaki erkek olgu, trakeostomi kanülünün nefes borusuna kaçması şikayetiyle acil servise başvurmuştu. Fizik muayene ve akciğer grafisinde hiçbir bulgu saptanamayan olgu; anamnezindeki güvensizlik nedeniyle acil hekimi ve konsülte eden göğüs hastalıkları hekimi tarafından acil müdahale gerekmediği, yanılmış olabileceği söylenerek poliklinik kontrolü önerilerek taburcu edilmişti. Ertesi gün göğüs cerrahisi polikliniğinde fizik muayene ve akciğer grafisi ile
değerlendirilen olguda patoloji saptanmadı. Ancak çekilen toraks bilgisayarlı tomografisinde sol ana bronşta bronşun şeklini alan ve obstrüksiyona neden olmayan kanül saptandı. Sedoanaljezi eşliğinde rijid bronkoskopi ile kanül forseps yardımıyla çıkarıldı ve olgu ertesi gün sorunsuz taburcu edildi. Sonuç olarak; etyoloji ve patogenezin bilinmesi olguya yaklaşım zamanı ve şeklini belirlemede yararlıdır. Yabancı cisim şüphesi olan olguda muayene ve akciğer bulguları yeterli olmayabilir, toraks bilgisayarlı tomografi ve tanı konamıyorsa bronkoskopi mutlaka yapılmalıdır. Fleksibl bronkoskopi tanısal
amaçlı kullanılabilmekte, küçük ve uygun yabacı cisimlerin çıkarılmasında öncelikli olmaktadır. Çocuklarda, komplike olgularda, penetran veya amorf şekilli yabancı cisimlerin çıkarılmasında rijid bronkoskopi seçilmelidir.
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An unusual case of foreign body aspiration and review of the literature

Tracheobronchial foreign body aspiration is a health problem that can be seen in all age groups, and it requires urgent diagnosis and intervention. We report a case of an unusual foreign body aspiration in a laryngectomized patient and we aim to
discuss this situation according to the literature. A 72-year-old man, who underwent total laryngectomy 7 years ago for a
squamous cell carcinoma of the larynx, was reported with complaint of aspiration of a silicone tracheostomy canula.
Foreign body aspiration can present with a wide variety of symptoms. Although it is sometimes asymptomatic, mostly
there exists cough, dispnea, hemoptisis and even respiratory arrest. Clinical history and radiological examinations are
enough for the diagnose but in some cases, it is difficult to diagnose even by bronchoscopy. In this report, ethiology, pathogenesis, clinical presentation, diagnose and treatment of foreign body aspirations are discussed under the light of the literature. Ethiology and pathogenesis are beneficial for the assessment of treatment time and method. Appropriate and ontime
clinical intervention makes the diagnosis to be easier. Treatment timing and methods are important to prevent the complications. Flexible bronchoscopy can be used for the diagnose and is preferential to remove small and fit foreign bodies. For
children, for complicated cases and in order to remove penetrating or amorph-shaped bodies rigit bronchoscopy should be
preferred.

Key Words: Foreign body, flexible bronchoscopy, rigit bronchoscopy, tracheostomy canula.

Tracheobronchial foreign body aspiration can be seen
in all age groups but it is mostly seen in childhood and
can be a fatal problem (1-3). In these cases, it is very
important to diagnose rapidly and to remove the foreign body safely (4).

on and he was very calm. The chest X-ray was normal
(Figure 1). And the emergency doctor has convinced
him that he didn’t have any problems.
He applied to thoracic surgeon policlinic the day after.
Physical examination and X-ray was normal again.
But CT of the thorax revealed foreign body in left main bronchus (Figure 2). This foreign body was seen as
long tube in his left main bronchus. But it was not
blocking the air-way passage. A topical aerolized lidocaine spray and sedoanalgesia was performed to
the patient. The trachea and left main bronchus was
observed by RB. The tracheostomy canula had taken
the shape of the left main bronchus. The forceps had
been introduced through the RB to grasp gently the
object for retrieval. Therefore, the RB, forceps and the
tracheostomy canula were removed as a single unit. It
was quite surprising to discover the silicone tracheostomy canula (Figure 3). The patient tolerated the procedure unexpectedly well and was discharged the following day.

Although recently, advanced methods are used to remove the foreign bodies, foreign body aspiration is still
an important health problem that it is mortal in more
than 3000 cases per year and has complications with
different sequelas (5).
FBA accounted for 7% of all accidental deaths in children under 4 years of age in the US during the year
1986. About 75% to 85% of all FBAs occur in children
younger than 15 years old; however, most are younger
than 3 years of age (6). Boys are affected more frequently than girls (7).
In our study, we reported an unusual foreign body aspiration case with difficult diagnosis. We aimed to discuss this laryngectomised patient according to the literature.
CASE REPORT
A 72-year-old man, who underwent total laryngectomy 7 years ago for a squamous cell carcinoma of
the larynx, was admitted to emergency service with
complaint of aspiration of a silicone tracheostomy
canula. He was in a habit of cleaning secretions of
the upper airway, with his finger via tracheostomy.
However, at this time the tracheostomy canula has
slipped into the trachea. The patient was admitted to
emergency department. But he has not got any
symptomps.
So the emergency doctors did not believe him. He had
no abnormal sonority in both lungs at physical examination. He did not have fever showing signs of infecti-
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Figure 1. X-ray image.
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tracheostomy may cause risk for the foreign body aspiration. Although only seven cases of aspiration in patients with a permanant post laryngectomy tracheal stoma have previously been published, we think that the
presence of such a stoma should be added to the risk
factors for foreign body aspiration in adults (11-14).
The localisation of foreign body is related with constution of bronchial tree and posture of patient during aspiration (15). The most common localisation is right
main and distal bronchus (16). Because, right main
bronchus is in more vertical position and has bigger diamater than left (17). 2/3 of foreign bodies are placed
in main bronchus.
Miscellaneous aspirated objects have been reported
worldwide, although the most frequents are nuts, vegetable matter, bones, metal and plastic objects or pills.
There are also many unusual objects such as doll shoes, safety pins, turban scarf pins, plastic spoons, fishing weight, cockroaches, straight pin, or iron pill, tetracycline and sucralfate tablet, wood branch, plastic
whistle and metalic fractured tracheostomy canula via
tracheostomy (18).

Figure 2. CT thorax; revealed foreign body in left main
bronchus.

The patients often applie to emergency services after
aspiration. Sometimes there is no symptoms or sometimes there are several symptoms like cough, dispnea,
and hemopthisis. In our patient, there were not any
symptoms. Because our patient was elderly and his
answers were suspicious, diagnosis was difficult. Occult foreign bodies can remain undetected for months
to years and often are misdiagnosed (19).

Figure 3. Tracheostomy canula.

In oscultation of patient with foreign body aspiration,
wheezing can often be heard and ipsilateral chest sounds are limited (20,21). 21.8 % of patient with foreign
body aspiration has delayed diagnosis (> 30 days) (22).
For the diagnose, history, physical and radiological examination, and laboratory testing are frequently requaried and enough. Silvia et al. reported that sensitivity and
specifity of radiological imaging methods for foreign
body aspiration are 73% and 45% respectively (23). In
the literature, rates of negative radiological finding show
a huge variety of 8-80% (6,24,25). Most of foreign body
can not be seen in chest radiogram but diagnosed by
thorax CT like in our case. In some patients CT can not
diagnose because of organized secretions.

DISCUSSION
Most of the foreign body aspiration patients apply to
the hospital in first six hours after aspiration. The knowledge and experience of the doctors to whom the patient applies is very critical.
The type of foreign body aspirated differs according to
countries. Some studies from USA and Europe show
that the most common foreign bodies aspirated are peanut and foods in children but dental prosthesis and food remnants in adults (4,8-10).
Foreign body aspiration in adults, is often seen in geriatric population because of some underlying diseases.
Alcohol consumption, use of sedative and hypnotic
drugs, senility, convulsion, general anesthesia, intoxication, traumatic intubation, trauma with unconsciousness, mental retardation, dental prosthetic interventions, primary neurological diseases are the factors that
lead to foreign body aspiration. Also, some anomalities,
and some postoperative problems like laryngectomy or

Bronchoscopy should be done for the patients with respiratory problems without any clinical findings. Most of
times, the first preference is flexible bronchoscopy
(FB). FB is often enough to diagnose aspiration and to
remove the foreign body. Some authors reported that
FB is succesfull in about 100% in foreign body aspira-
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tion. However, it is a fact that these authors ignored the
cases of thoracic surgery and pediatric surgery. FB has
some advantages like facility of use, requires no anesthesia, enables to see distal bronchus. However, FB requires anesthesia but not general anesthesia. Against
all these developments, rigit bronchoscopy (RB) is still
the most effective method in diagnosis and treatment
of foreign body aspiration. RB has some advantages like easy manipulation, facility of practical montage of
telescopic systems, cost-effectiveness, good visualisation, and control of airway safety (20,26,27). RB is
usually the first and correct preference in children. Also, the number of cases who are directly treated by a
thoracic surgeon or whom FB was not succesful and
proposed RB is fairly great (24-28). In patients with
tracheostomy and in some emergency cases, RB can
be done without general anesthesia like in our case. FB
have many advantages and recommended to be the
first application in most of the adult cases. On the other hand, RB should be selected as first line procedure
in only selected cases.

bronchial stricture, athelectasis, lung abscess, pneumothorax and pneumomediastinum can be seen frequently (37,38).
Foreign body aspiration is still important for diagnose
and treatment. In the patient with risc factors, foreign
body aspiration should be persistently searched and
questioned. It should not be forgotten that bronchoscopy is the gold standart for diagnose and treatment
besides the clinical and radiological examinations.
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