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Abstract

We report a rare case, only once previously reported in
literature, of bronchoscopic retrieval of laryngoscope bulb
aspirated into the right lower bronchus during emergency
endotracheal intubation.
Introduction

Foreign body lodgement of laryngoscope bulb in
bronchus during emergency endotracheal intubation has
been only once reported in literature.(1) This bizarre yet
serious complication of a everyday life saving procedure
can worsen the medical condition of critical patient and
add to interventions, costs, and medicolegal issues.

We present this case report of successful retrieval of the
laryngoscope bulb from the right lower bronchus, grasped
with a biopsy forceps using rigid bronchoscopy, of a
young adult female referred to our institution.

Case report

A twenty six year old female patient was referred to our
institution with accidental aspiration of laryngoscope bulb
into the tracheobronchial tree during emergency
endotracheal intubation for respiratory failure following

organophosphorus poisoning. The loss of the bulb and

aspiration was detected during the intubation process and
lodgement as foreign body in the tracheobronchial tree
was subsequently confirmed by Chest X Ray. Chest X
Ray revealed no gross pulmonary abnormality except for
the radioopaque foreign body lodged in the right hilar
region.

The patient was hemodynamically stable on ventilator
support when referred and transferred to our institution,
48 hours after the accident. Under anesthesist guidance,
rigid bronchoscope was introduced and the bulb was
found lodged in the right lower bronchus. It was retrieved
in toto by holding the screw end of the bulb with a biopsy
forceps. The bulb, forceps and bronchoscope were
removed as one unit. The patient tolerated the procedure
well.

Discussion

Foreign body lodgement of laryngoscope bulb in
bronchus during emergency endotracheal intubation has
been only once reported in literature. This bizarre yet
serious complication of an everyday life saving procedure
can complicate the medical condition of critical patient

and add to interventions, costs, and medicolegal issues.
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Adults seldom aspirate foreign bodies and majorities
In 1897, Gustav Killian
first bronchoscopically extracted an aspirated pig bone

occur during early childhood.

from the tracheobronchial tree. Since then, bronchoscopy
has become common practice and remains the gold
standard in the evaluation, diagnosis, and treatment of
adults and children with FB aspiration, with extraction
rates nearing 100%. Foreign bodies, which cannot be
grasped by endoscopic forceps, can be removed by
thoracotomy and pneumotomy(2).

Rigid bronchoscopy remains the standard procedure for
the removal of foreign bodies, due to larger diameter than
flexible counterpart, therefore allowing blood aspiration,
thick secretion aspiration, and patient ventilation. In
practice, rigid bronchoscopy should always be performed
as first-line procedure in the presence of a radiopaque,
obstructive foreign body.

The place of flexible bronchoscopy in the management of
foreign body is being redefined, both in diagnosis and
treatment, with extraction of a bronchial foreign bodies
being reported with variable success rates. (3)
Complications during removal of airway foreign bodies
via bronchoscopy from the tracheobronchial tree may be
encountered even by experienced hands. The most
commonly reported complications include failure in
removing the foreign body,

laryngeal  edema,

pneumothorax,  pneumomediastinum,  subcutaneous

emphysema, tracheotomy or assisted ventilation necessity

for laryngeal obstruction or respiratory distress, hypoxic

brain events, bradycardia, cardiopulmonary arrest and

even death. (4)
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