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Impacted denture in the left bronchus: aspiration in an awake state
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ABSTRACT

Tracheobronchial foreign body aspiration is rare in adults. In adults it usually happens in a state of impaired alertness.
We report a case of aspiration of a partial denture in an alert patient who presented with minimal symptoms. She was
successfully treated with removal of the impacted denture from the left lower lobe bronchus by rigid bronchoscopy.
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INTRODUCTION

Although aspiration of a foreign body (FB) into trachea
and bronchus can occur in all age groups, it is often found
in infants and little children.2 Aspiration of a foreign
body in an adult is usually associated with impaired
cognition or alertness as in drug and alcohol
intoxication.®* This could occur during an epileptic
episode or possibly when under general anesthesia or in a
drunken state. Most common foreign body aspirations in
a healthy and alert adult are food particles such as bone
chips, nut shells, and food boluses. Broken teeth and
dentures may be aspirated under anesthesia or during
dental procedures. Since foreign body aspiration in adults
is rare and can remain unrecognised at times, a high
index of suspicion needs to be maintained.*® This case
describes aspiration of a loose partial denture into the
bronchus by an adult in an awake state.

CASE REPORT

A 53-year-old lady was reffered to our hospital as a
suspected case of FB in the oesophagus. She gave history
of swallowing a partial denture while drinking water 8
days ago. She complained of mild discomfort in the chest
and intermittent bouts of unproductive cough. She had

mild discomfort while during meals. There was no
history of choking sensation at the time of aspiration,
breathing difficulty, fever or haemoptysis. On
examination, the respiratory rate was 18/min and oxygen
saturation were between 95-98% in room air. The general
physical, systemic examinations and examination of the
chest were unremarkable. ECG was normal. The x-ray
chest that was done at the previous hospital showed a
linear radio-opaque shadow suggestive of a mettalic FB,
overlapping the cardiac shadow to the left of the midline
well below the level of carina (Figure 1). Computed
tomography (CT) scan of chest (Figure 2) was performed
which showed metallic FB approximately 7.5x5 mm in
the distal end of left main bronchus close to the lingual
segment bronchus leading to patchy consolidation in the
inferior lingual segment.

FB was removed using rigid bronchoscopy under general
anaethesia. On bronchoscopy, the presenting part of the
foreign body was non-mettallic and was found abutting
against the lingular bronchus. Rest of the denture was
impacted in the left lower lobe bronchus with some
granulations around it. Using bronchoscopic alligator
forceps, the presenting part of the FB was grasped firmly,
disengaged from the impaction gently and the
bronchoscope was withdrawn with the foreign body
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trailing behind the denture measured 2.3 cm x 1.5 cm and
had a metallic hook and single tooth attached to it
(Figure 3). Check bronchoscopy was done again to rule
out any remnants, bleeding or injury. Mild bleeding from
the granulations was controlled by application of
adrenaline-soaked cotton pledgelets.

-

Figure 1: Pre-operative chest Xray showing
metallic FB.

Figure 2: Computed tomography (CT) scan of chest
showing metallic FB approximately 7.5x5 mm in the
distal end of left main bronchus close
to the lingual segment.

Figure 3: Denture with a single tooth and a metallic
hook attached to it.

During the post-operative period cough and all other
symptoms subsided. Patient was treated with antibiotics
and steroid nebulisation for one week and had an
uneventful recovery.

DISCUSSION

Adult aspiration of FB into the tracheo- bronchial tree is
usually assossiated with impairment of consciousness,
choking sensation, breathing and swallowing difficulty
and severe cough.”® Rarely, as in the present case,
aspiration may produce minimal or no symptoms.® Cough
is a very common symptom in patients with an aspirated
FB.3 Inorganic materials such as those in a denture cause
little tissue inflammation. On the contrary organic
aspirated materials present with symptoms due to the
inflammatory ~ reaction around them.?2  Infective
complications secondary to FB aspiration may cause
associated symptoms such as fever, hemoptysis, foul-
smelling sputum and pain in the chest. Breathelessness
may not always be a prominent feature. FB lodged in the
tracheo- bronchial tree for a few days can lead to the
formation of granulation tissue, which can make its
identification and removal difficult during bronchoscopy.
Such patients can develop post-obstructive complications
such as pneumonia and lung abscess.® Although FB
aspiration is more common on the right bronchus , it was
lodged in the left bronchus in the present case .1t can be
attributed to the position of head during aspiration or to
the shifting of the FB during cough.

Initial radiological investigations include antero-
posterior and lateral radiographs of the chest which can
reveal radio-opaque foreign bodies like the mettalic hook
of the denture as in the current case. Compared to chest
radiographs, chest computed tomography gives more
definitive information like the site of impaction, presence
of non-radio opaque part and evidence of other
complications  like  pneumothorax,  consolidation,
atelectasis, and pleural effusion.®

Although flexible bronchoscopic removal is also
recommended in adults, rigid bronchoscopy is the most
definitive method for foreign body removal from the
pulmonary tree.* The rigid ventilating bronchoscope can
maintain ventilation and provide stable airway control
during the procedure. Difficulties can often be
encountered during retrieval of denture like difficulty in
identifying its presenting edge since its colour is often
similar to the bronchial mucosa. Disengagement of the
denture also needs to be done carefully especially when it
has a metal hook in the distal part that can traumatise the
bronchial wall. During retrieval, loss of grip over the
foreign body at the level of subglottis and vocal cords can
lead to its distal migration. Another complication that can
happen during removal of a large FB is its impaction of at
the level of sub glottis leading to total airway obstruction
and asphyxia. In such an event the foreign body should
be pushed down to one of the bronchus and ventilation
should be continued through the other. Treatment of
choice of an impacted foreign body is rigid
bronchoscopy.?

The current case highlights the fact that trachea-bronchial
FB may not always have acute symptoms at the time of
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aspiration and can happen even in an alert state. CT scan
provides more definitive information of the pathology
and is of value in the evaluation and management of the
case.

CONCLUSION

Tracheo bronchial aspiration of inorganic foreign bodies
may present with minimal or no symptoms. The most
frequent compliant is cough. Removal of the foreign
body at the earliest using rigid bronchoscopic techniques
is the treatment of choice.
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