Case Report

Long-retained Tracheostomy Tulbe as
an Unusual Endobronchial Foreign

Body: A Case Report
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ABSTRACT

Foreign bodies in the tracheobronchial tree are uncommon in adults and typically involve aspirated debris. Retained or neglected
tracheostomy tubes as airway foreign bodies are extremely unusual. Imaging is essential for detecting, localising, and assessing
problems. Here, we present a 60-year-old female who presented with persistent cough, worsening dyspnoea, and repeated
episodes of lower respiratory tract infection over the last few weeks. The patient had past history of tracheostomy approximately
20-25 years ago (exact indication and duration unknown). A radio-opaque tubular structure was visible on a chest radiograph
along the right main bronchus. A metallic foreign body, identified as a long-retained tracheostomy tube, was successfully removed
after bronchoscopy verified its presence. A normal carina was then restored. This case involves an unusual endobronchial foreign
body in an adult. This neglected tracheostomy tube requires a radiological scan, namely X-ray, to detect airway dysfunction and

parenchymal changes, thereby averting long-term morbidity.
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CASE REPORT

A 60-year-old female presented with persistent cough, worsening
dyspnoea, and repeated episodes of lower respiratory tract infection
over a period of last few weeks. She also experienced multiple
episodes of fever and a productive cough suggestive of recurrent
chest infection.

The patient had a past history of tracheostomy approximately 20-
25 years ago (exact indication and duration unknown). Since then,
there had been no documented follow-up, tube inspection, or
tracheostomy care.

Clinical examination revealed reduced breath sounds over the
right hemithorax. Inspiratory crepitations were heard in the right
inframammary and infrascapular regions. The patient exhibited no
stridor or wheezing. Complete Blood Count (CBC), Erythrocyte
Sedimentation Rate (ESR), C-Reactive Protein (CRP), and tests for
liver and kidney function were all within normal ranges.

Chest radiograph (PA view) shows a well-defined radio-opaque
tubular structure projecting over the right hilar region, coinciding
with the expected route of the right major bronchus. lll-defined
patchy opacities in the right lung suggested a post-obstructive
infection [Table/Fig-1].

A rigid bronchoscopy revealed a metallic tubular foreign body in the
right main bronchus, partially occluding the lumen [Table/Fig-2]. The
surrounding mucosa showed erythema, congestion, and granulation
tissue, indicating chronic irritation [Table/Fig-3].

[Table/Fig-2]: Bronchoscopic view of fractured tracheostomy at the right main
stem bronchus.

[Table/Fig-1]: Chest X-ray PA view showing foreign body in the right main stem
bronchus.

[Table/Fig-3]: Bronchoscopic view of a metallic foreign body that appears rusted.
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The foreign body was removed using bronchoscopic extraction
under general anaesthesia. A bronchoscopic image of the carina
revealed a normal bifurcation with no foreign bodies or aberrant
mucosa [Table/Fig-4]. Post-procedure, oxygen saturation on room
air remained constant at 99%. She was observed for 48 hours
and received humidified oxygen, chest physiotherapy, and broad-
spectrum antibiotics. A postoperative chest radiograph revealed
clearance of the right main bronchus [Table/Fig-5]. The extracted
foreign body was confirmed to be a metallic tracheostomy tube
[Table/Fig-6]. The patient was clinically stable after the treatment
and was discharged on postoperative day 3 with instructions for
chest physiotherapy and regular outpatient follow-up. She was
asymptomatic at the 6-week follow-up visit, with no cough or
dyspnoea recurrence.

[Table/Fig-4]: Bronchoscopic image showing normal carina after removal of
foreign body from right main stem bronchus.

[Table/Fig-5]: Post-operative chest X-ray PA view showing absence of foreign
body at right main stem bronchus, which was removed.

[Table/Fig-6]: Image showing the metallic rusted tracheostomy tube.
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DISCUSSION

Tracheotomy is derived from two ancient Greek words: trachea
(Greek tracheia) and stoma (Greek stoma), meaning “mouth.” It
refers to creating a semi-permanent or permanent aperture and
inserting a tracheostomy tube to allow proper ventilation for the
patient [1].

Tracheostomy is a life-saving treatment performed for various
reasons, including airway blockage relief, tracheobronchial toileting,
and secretion prevention. In most circumstances, it is used as
a temporary remedy and is discontinued once the patient has
recovered from the ailment for which it was prescribed [2].

The treatment is generally safe with reported mortality rate of less
than 5%. However, two types of morbid complications may occur:
early and late. Early problems include haemorrhage, pneumothorax,
tracheostomy tube blockage, and infection at the stoma site.
Common late problems include stomal granulations, stenosis,
innominate vascular injury, and tracheo-oesophageal fistula [2].

The first report of a broken tracheostomy tube was made by HH
Bosso in 1960, involving a silver-nickel alloy tube [1]. Fractures have
been reported to be more common with metallic tracheostomy tubes
[2-4]. In 1987, Gupta reported nine cases of cracked tracheostomy
tubes that had migrated distally [5]. The most common fracture
point in metallic tubes is at the intersection with the neck plate [3].
The most prevalent cause was saliva corrosion after continuous
use. Displaced tube lodgements were most commonly found in the
trachea and right main bronchus [6].

Anaesthetic management of a tracheobronchial foreign body is
always a challenging situation, with the airway being shared by
the surgeon and anaesthesiologist. Tracheobronchial obstruction
caused by a detached portion of a fractured tracheostomy tube
is a rare occurrence with dangerous implications [7]. [Table/Fig-7]
shows a few cases reported in literature [8-11].

Author Patient/site of | Duration
and year lodgement retained Management Outcome
Fityani Adult; left main Not Rigid bronchoscopy Successful
Metal., bronchus Clearly removal;
2025 [8] stated complete
recovery
Mrisho Child; trachea Many Removal via Uneventful
BEetal., | (long-standing years tracheostomy recovery
2019 [9] foreign body) (long-
standing;
exact
duration
not
specified)
Meva’a Adult; right >1 year Surgical/ Full recovery
Biouele bronchus bronchoscopic
RC et extraction
al., 2025
[10]
Sidam Adult; left main | Approx Bronchoscopy Clinical
Setal, bronchus 20 years retrieval improvement;
[11] stable
postoperative
course

[Table/Fig-7]: Summary of a few previously documented examples in the literature

[8-11].

Bronchoscopy is the gold standard for diagnosis and treatment. Rigid
bronchoscopy is preferred for large or long-standing foreign bodies
for better airway control and extraction. Flexible bronchoscopy can
be diagnostic and therapeutic in certain cases, especially if the
foreign body is small and accessible [8]. Bronchoscopic retrieval
of the tracheostomy tube was successful in this case, providing
immediate symptomatic relief.

CONCLUSION(S)

The case emphasises the importance of tracheostomy care, follow-
up and radiological vigilance in preventing long-term morbidity.



Komal Rathod et al., Long-retained Tracheostomy Tube as an Unusual Endobronchial Foreign Body

It highlights the rarity of endobronchial foreign bodies in adults, [6]
especially in patients with a history of tracheostomy and unexplained
respiratory problems. Prompt diagnosis and retrieval are crucial
to avoid chronic consequences like recurrent infections, airway

stenosis or permanent damage.

[71
[8]
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