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ABSTRACT
Tracheobronchial foreign bodies are common in pediatric patients, but also seen in adult patients. Most of these patients 
present with history of foreign body inhalation, or with the symptoms like cough, respiratory distress. In this paper, we would 
like to report an incidental finding of a tablet in tracheobronchial tree during double lumen tube placement with fiberoptic 
bronchoscopy in a middle‑aged patient scheduled for right lung decortication for hemothorax. We also learned that delay in 
removing the tablet would make the removal of foreign body complicated. The patient did not report any history of aspiration 
or have any signs and symptoms consistent with aspiration. We also discussed the difficult in diagnosing foreign-body 
aspiration in adults with nonspecific symptoms.
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Introduction

Foreign bodies in the airway are common in the pediatric 
population and can be life threatening, but also be seen 
in adults. Most cases of foreign body aspiration present 
with history of aspiration, cough, shortness of breath, and 
severe obstruction with hypoxia. Foreign body aspiration 
signs and symptoms are nonspecific and 25% patient’s 
chest x‑rays are normal.[1] Medications in the form of 
pills adversely affect the airway depend on physical and 
chemical properties and duration before the intervention. 
We would like to report a patient with tracheobronchial 
foreign body (tablet) during double lumen tube (DLT) 
placement for right lung surgery.

Case Report

A 43‑year‑old male with past medical history of end stage 
renal disease (ESRD), cirrhosis and chronic obstructive 
pulmonary disease, presented for a right lung decortication 
for a hemothorax. Preoperative airway examination revealed 
an edentulous Mallampati one, and no notable risk factors 
for aspiration. After an uneventful induction, the patient was 
intubated with a 37 mm left sided double lumen tube (DLT) for 
lung isolation using a Miller#2 blade. Bilateral air entry and 
ETCO2 were confirmed. Fiberoptic bronchoscopy performed 
through the tracheal lumen of DLT. Upon the bronchoscope 
exiting the tracheal lumen we visualized a tablet sticking to 
the junction of carina and right main bronchus with no major 
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obstruction [Figure 1]. The surgeon immediately notified, 
but decided to proceed with surgery prior to retrieving the 
tablet due to the need to switch out the DLT for a single 
lumen endotracheal tube. At the end of procedure, the DLT 
changed to an 8.0 mm single lumen endotracheal tube and 
the tablet was removed in pieces using a flexible fiberoptic 
bronchoscopy and lavage with difficulty. The patient was 
extubated uneventfully in the OR and transferred to the ICU. 
The postoperative period was uneventful. X‑ray chest of the 
patient on the day of surgery and CT chest two days prior to 
surgery did not show any radio opacity in tracheobronchial 
tree [Figure 2]. From the patient’s medication history, we 
suspect the pictured tablet was a Sevelamer 800 mg given 
the evening before the day of surgery [Figure 3].

Discussion

Diagnosis of medication pill aspiration is often challenging, 
especially if there is no history of aspiration or aspiration 
risk.[2] Silent aspiration described as aspiration without 
coughing or other distress. Mechanisms include local 
or central weakness/incoordination of the pharyngeal 
musculature, reduced airway reflexes with impaired reflexive 
cough and low sputum substance P or dopamine levels.[3] 
Multiple studies have identified aspiration of pills can be 
silent and two major mechanisms of airway involvement in 
the form of inflammation, obstruction or both.[4] Radiographic 
imaging of the airway may not be sufficient to identify 
tablets and a high index of suspicion can be required for 
timely removal of the foreign body.[5,6] Airway involvement 
of medication pills divided into multiple categories 
including, Obstructive (capsule endoscopy, cocaine bag, 
sucralfate), local inflammatory (charcol, potassium pills, 
iron pills, sevelamer, alendronate, metformin, phenytoin), 
systemic effects (ACEI, amiodarone, cocaine, clopidogrel, 
epinephrine, heroin, rapamycin) and iatrogenic administration 
(N‑Acetylcysteine, insulin, inhaled steroids, pentamidine).[3,5] 
Flexible fiberoptic bronchoscopy or rigid bronchoscopy are 
the preferred methods of diagnosis and removal of foreign 
bodies in the tracheobronchial tree.[7] In our case, the patient 
initially presented to hospital with history of cough, difficulty 
in breathing and right pleural effusion. Silent aspiration of the 
pill did not produce any major airway obstruction because 
it is sticking to the junction of carina and right main stem 
bronchus that created enough room for airflow to right 
lung. There was no history in preoperative period about 
aspiration although he had a history of cough and difficulty 
in breathing. Sevelamer is an ion exchange resin, used in 
ESRD patients to treat hyperphosphatemia. In elderly patients 
sevelamer aspiration infrequently causes asphyxia, but in 
long term it causes airway inflammation, ulceration, and 

stricture formation, leading to lobar atelectasis.[7] Sevelamer 
tablets are radiolucent and not visible on radiography or 
CT‑scan so it can be difficult to diagnose without history.[8] 
Diagnosis and treatment of sevelamer aspiration is done by 
flexible or rigid bronchoscopy and removal of tablet along 
with tissue biopsy of airway. Pathological examination of 
inflamed bronchial mucosa can show broad, curved internal 
fish scale appearance with deposition of sevelamer.[8,9] As 
the duration between the aspiration of sevelamer pill and 
flexible bronchoscopic removal was ~16 h in our patient, we 

Figure 1: Fiberoptic bronchoscopy view through tracheal lumen of DLT, 
Carina with Bronchial cuff on left side and tablet on right

Figure 2: X‑ray image on the day of surgery, CT chest image at the level of 
carina with no obstruction 2 days before surgery

Figure 3: Sevelamer Carbonate 800 mg
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did not see any major mucosal changes of tracheobronchial 
tree. This is the first kind of case report in literature reporting 
an incidental finding of tracheobronchial tree tablet during 
double lumen tube placement.

Conclusion

Silent aspiration is a real phenomenon, it can occur 
in healthier individuals along with other pathological 
conditions. High degree of suspicion and early diagnosis 
and timely management prevent serious complications 
after aspiration of medications. The lessons we learned in 
this case it is better to remove the foreign body like tablets 
immediately at the beginning of procedures rather than 
waiting for longer time like in our case. Because delaying the 
removal of foreign body causes softening, make it difficult to 
remove and cause more damage to respiratory mucosa. The 
foreign body may dislodge to distal airway make it worse 
for surgeon to access.
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