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Abstract

Özet

Foreign body aspiration into the tracheobronchial
system, which is more common in children than
adults, can have serious consequences, leading even
to mortality and morbidity, and may be diagnosed
only after a delay. A foreign body was detected during a flexible bronchoscopy due to stenosis in the left
main bronchus in the chest computed tomography of
a 59-year-old female patient being followed up for
asthma. A cinnamon stick identified in the left main
bronchus was removed with rigid bronchoscopy,
revealing the asthma to be a misdiagnosis.

Trakeobronşiyal sisteme yabancı cisim aspirasyonu,
çocuklarda erişkinlere göre daha sık görülen, ciddi
sonuçlara ve hatta mortalite ve morbiditeye neden
olabilen, tanıda gecikme yaşanılan bir durumdur.
Astım nedeni ile takip edilen 59 yaşındaki kadın hastanın akciğer bilgisayarlı tomografisinde sol ana
bronşta daralma olması nedeni ile yapılan fleksible
bronkoskopide yabancı cisim saptanmıştır. Hastaya
yanlışlıkla astım tanısı konmuştu.
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Foreign body aspiration into the tracheobronchial system
is a life-threatening emergency, and early removal and
detection are very important if acute and chronic complications are to be avoided. The condition is more common in children, and is a major cause of sudden upper
respiratory tract obstruction (1,2). Foreign body aspiration
is a significant health problem that is frequently encountered in clinical practice. It can lead to serious consequences, requiring urgent interventions in some cases,
and rapid clinical recovery is observed once the foreign
body is removed (2). The removal of the foreign body
following early diagnosis ensures fewer complications will
be encountered, while delays in diagnosis and intervention may lead to serious morbidity and even mortality,
and may have clinical and radiological consequences
such as recurrent pneumonia, lung abscess and bronchiectasis (3). Foreign body aspiration most commonly involves the right main bronchus (71.5%) in adults, and
was located in the left main bronchus in 22.8% and the
trachea in 5.7% of the cases in the review article by Ramos et al. (4). There is a more equal distribution between
the two systems in children, but foreign bodies are more
common in the intermediate bronchi (27%) and right
lower lobe (33%). The aspirated objects are affected by
the geography, sociodemographic characteristics, eating
habits and other cultural characteristics of the country in
question, and can be quite diverse, ranging from edible
organic materials, such as hazelnuts and peanuts, to
inorganic materials such as toy pieces, earrings and pins
(5,6). More rarely, objects such as garlic, cinnamon sticks,
razor blades and voice prostheses have also been reported (7-9).

CASE
A 59-year-old female patient was admitted to the pulmonology department with complaints of shortness of breath,
cough, fever and weakness. A computed tomography (CT)
of the thorax revealed cavitary images, the largest of
which was 18 mm thick in the lateral segment of the left
upper lobe and narrowing in the left main bronchus (Figure 1a and b). The patient had a diagnosis of diabetes
mellitus, essential hypertension and asthma, the asthma
diagnosis being made 9 years earlier. A previous pulmonary function test (PFT) had shown no obstruction and
reversibility was positive. The patient was using inhaled
corticosteroid and a long-acting beta-antagonist combination, long-acting muscarinic antagonist, a combination
of short-acting beta-antagonists and muscarinic antagonists in nebulized form, and oral corticosteroids for asthCilt - Vol. 10 Sayı - No. 3

ma treatment. She stated that although she had used her
medicines properly and regularly, she had experienced
frequent hospital admissions and several hospitalizations
due to pneumonia within the 9-year period. She did not
smoke and had no known allergies. While in our care, a
PFT was repeated and reversibility was observed to be
negative. The PFT results were; FVC: 1.49 lit (61%), FEV1:
1.23 lit (60%) and FEV1/FVC: 83; and the postbronchodilator results were FVC: 1.76 lit (72%), FEV1:
1.29 lit (63%) and FEV1 FVC: 74. The patient was thus
found to have been misdiagnosed with asthma. She was
also using gliclazide, metformin and valsartan for hypertension, and had no history of tuberculosis or contact with
patients with tuberculosis.
The laboratory parameters were reported as glucose: 279
mg/dL, urea (serum): 18 mg/dL, Lactic Dehydrogenase:
162 U/L, creatinine: 0.55 mg/dL, sodium: 137 mmol /L,
C-reactive protein: 131.29 mg /L, sedimentation: 120
mm/hour, ferritin: 75.68 ng/mL, N-terminal Pro Brain
Natriuretic Peptide: 1958 ng/L, White blood cell count:
13.61x103/mm3, hemoglobin: 7.8 g/dL, hematocrit:
25.7%, platelet count: 450x103/mm3, procalcitonin:
0.151 ng/mL and high sensitive troponin: 17.78 ng/L in
the blood taken from the patient.
An internal medicine consultation was requested due to
anemia. Since the patient's iron, folic acid and vitamin
B12 levels were low, hemoglobin electrophoresis, fecal
occult blood test, gastroscopy and colonoscopy were
recommended.
The culture of the sputum sample taken from the patient
was compatible with the upper respiratory tract flora.
Sputum acid-resistant bacilli (ARB) direct examination and
Mycobacterium tuberculosis sputum polymerase chain
reaction (PCR) were negative. A 2019 nCoV Real-Time
PCR was negative. Antibiotherapy was initiated with
ceftriaxone 1000 mg 2x1 IV and clarithromycin 500 mg
2x1 pod.

Figure 1: Stenosis of the left main bronchus on computed tomography
of the lung (a) and thick-walled consolidated areas and an image of
cavitation in the left hemithorax (b)
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Figure 2: Foreign body surrounded by granulation tissue in the proximal
left main bronchus

Figure 3: Foreign body surrounded by granulation tissue observed in
the proximal left main bronchus with rigid bronchoscopy (a, b); view of
the left main bronchus after the removal of the foreign body (c); an
approximately 10 cm-long cinnamon stick (d)

Figure 4: Reticulonodular infiltration foci and linear fibroatelectatic band
formations were observed in the subpleural areas in all left lobes. When
evaluated comparatively with a previous chest computed tomography, it
was observed that the size of the cavitary lesion decreased. Furthermore,
the large consolidated area with round characteristics in the left lung
lower lobe posterobasal was largely regressed in the current examination.
Mild peribronchial thickness increases can be noted in the left upper
lobe and lower lobe bronchi

A flexible bronchoscopy (FOB) was planned for the patient, whose lung computed tomography showed stenosis
in the left main bronchus. The left main bronchus entrance was found to be narrowed by 80% in bronchoscopy, and the purulent secretions in the proximal part were
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aspirated. A foreign body surrounded by granulation
tissue was noted in the proximal of the left main bronchus
(Figure 2), and a fiberoptic bronchoscope was unable to
access distal to the left main bronchus, and was lavaged.
Following the bronchoscopy, when the patient was questioned about possible foreign body aspiration, it was
learned that the patient had accidentally swallowed a
cinnamon stick that she had added to her tea 9 years
earlier, after which he applied to the emergency department with intense cough and shortness of breath but no
cyanosis, and was discharged after undergoing bronchodilator treatment. It was decided to perform rigid bronchoscopy to remove the foreign body, which was surrounded by granulation tissue in the proximal left main
bronchus. The foreign body was removed as a whole
from the granulation tissue with rigid bronchoscopy (Figure 3). The removed foreign body was a cinnamon stick,
approximately 10 cm in length, which had preserved its
integrity. There were no complications during or after the
procedure.
A growth of Klebsiella oxytoca was identified in the nonspecific lavage culture, while other cultures and tests were
negative, and there were no findings in favor of malignancy observed in a cytological examination. In accordance with the culture antibiogram, amoxicillin /clavulanic
acid 1000 mg 2x1 pod was prescribed to the patient,
and after regression in the infection parameters and improvement in the patient’s clinical course, she was discharged from the hospital. A control thorax computed
tomography and FOB was planned for the first month
after the procedure, and the left main bronchus was observed to be completely open, and the size of the cavitary
lesions associated with the bronchial structures in the
subpleural areas in the left upper lobe and lower lobe
basal-posterior segment had decreased in the control
chest computed tomography performed 1 month after the
rigid bronchoscopy (Figure 4). Flexible bronchoscopy
revealed the left main bronchus to be open.

DISCUSSION
Early admission to the hospital is important for a patient
with a history of foreign body aspiration, as this will improve the success rate of the removal procedures (2). At
the same time, the rate of complications that may develop with early diagnosis, and the possibility of false diagnoses in the future, will also decrease (2). Our case was
being followed for asthma for many years, and it was
observed that pneumonic infiltrates progressed to cavitary
lesions in the lung parenchyma over time. The patient's
www.respircase.com
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quality of life decreased and there were frequent hospital
admissions and hospitalizations, clarifying the importance
of early diagnosis and intervention.
Although foreign body aspirations are more frequently
seen in childhood, they can occur in all age groups. They
are most common in children aged 0–3 years and later in
those over 75 years of age (2). The most common foreign
body aspiration materials in children are hazelnuts, peanuts, sunflower seeds, chickpeas, pencil caps and watermelon seeds (10), while the most common foreign body
aspiration materials in adult individuals in our country are
pins (11). Among the organic objects, it is mostly nuts
that are aspirated (2). In cases of aspiration of large-sized
inorganic objects, such as dental prostheses, money,
bone fragments and beads, a complete occlusion of the
tracheobronchial system may develop that may result in
death (9,12). Foreign body aspirations in adults have
been found to be most common (71.5%) in the right main
bronchus (4), while in our case, a foreign body that was
located in the proximal left main bronchus that caused an
almost 80% obstruction was detected. There have been a
number of case series published involving interesting
objects, and the aspiration and removal of a cinnamon
stick was reported in only one case in a review of studies
of 25,998 bronchoscopies performed for foreign body
aspiration in adults (9). Our case is thus an extremely
rare and interesting example of foreign body aspiration.
The most common clinical finding with foreign body aspirations is the cough crisis that occurs due to the foreign
body irritating the tracheobronchial system. When the
patient's anamnesis is taken, it is commonly stated that
sudden coughing attacks start immediately after the object is aspirated as a result of such activities as laughing,
sneezing and speaking when there is a foreign body in
the mouth (2). Aside from this, clinical findings such as
respiratory distress, tachypnea, wheezing, stridor, hemoptysis, sputum production, vomiting and fever can also be
seen in patients (12,13). Stridor is seen especially when
the aspirated object does not completely occlude the
main bronchus or trachea, although the patient may
rarely be asymptomatic. Although similar clinical findings
are observed in children, most parents describe a sudden
onset of severe cough and bruising (2). Our patient presented with complaints of long-term shortness of breath
and cough, and she stated that her complaints had continued, despite bronchodilator treatment.
In tracheobronchial foreign body aspirations, the patient’s
anamnesis – taken from the parents if the patient is a
child – is often sufficient for diagnosis, and so should be
Cilt - Vol. 10 Sayı - No. 3

questioned to the smallest detail. Radiological examinations and bronchoscopic evaluations are also required for
diagnosis in patients with suspected foreign body aspiration with anamnesis. For this, if the patient's vitals are
stable and the general condition is good, the first thing
that should be requested is an anterior-posterior and
lateral chest radiography, followed by a thorax CT. Radiopaque substances can be easily detected during imaging studies (needles, money, other metal objects, etc.). If
the object is not radiopaque, a diagnosis can be made
based on secondary changes that may occur as a result
of the aspiration. For example, if there is a foreign body
completely obstructing a lobe or segment bronchus, signs
of atelectasis or obstructive pneumonia may be detected
in the distal of the obstruction, such findings being frequently encountered in patients who present a few days
or weeks after foreign body aspiration. In patients with
suspected foreign body aspiration, normal radiological
images do not exclude aspiration, and therefore, bronchoscopy should be evaluated. Rigid bronchoscopy
should be performed quickly in case of deterioration in
the general condition of the patient, desaturation in room
air or under oxygen support, cyanosis or upon an increase in respiratory distress. If an early diagnosis cannot
be made, over time, secondary conditions may develop
secondary to chronic inflammatory processes, such as
obstructive pneumonia, lung abscess, bronchiectasis and
cavitary lesions due to infections (2). Foreign bodies that
are not removed for a long time become covered with
granulation tissue, and can resemble an endobronchial
mass with the potential for misdiagnosis as bronchial
carcinoma (14). In our case, who could not be diagnosed
and was treated for asthma for many years, pneumonia
and cavitary lesions due to foreign body aspiration were
observed, and the body had in time become covered with
granulation tissue as a result of the endobronchial interventional processes.
Bronchoscopic procedures have an important place in
both the diagnosis and removal of tracheobronchial foreign bodies. Rigid bronchoscopy is the most common
approach to the removal of aspirated foreign bodies from
the tracheobronchial system, which, being performed
under general anesthesia, has disadvantages when compared to fiberoptic bronchoscopy. On the other hand, a
detailed evaluation of the distal airways can be made by
sending a FOB through the rigid bronchoscope (2). In
our case, a FOB was first performed, and the foreign
body was found to be surrounded by granulation tissue.
After being evaluated to be organized, it was decided to
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remove the foreign body through rigid bronchoscopy.
Under general anesthesia, the cinnamon stick that our
patient had aspirated into her tracheobronchial system
nearly 9 years earlier, was successfully removed in one
piece, and without complications either during or after
the procedure.
Tracheobronchial foreign body aspiration is a significant
health problem in which rapid clinical recovery can be
observed with early diagnosis and treatment. A detailed
anamnesis is often diagnostic. After an anamnesis is taken and a physical examination has been performed, the
patient with a suspected foreign body should be evaluated quickly through a radiological examination and bronchoscopic procedures. Although symptoms secondary to
foreign body aspiration are usually seen acutely, it should
be kept in mind that respiratory system symptoms may
develop in cases of foreign bodies aspirated a long time
ago, as in the patient in the present study.
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