Respir Case Rep 2026;15(2):59-63 DOI: 10.5505/respircase.2026.93709

OLGU SUNUMU CASE REPORT

Occult Intrapulmonary Sewing Needle
Coexisting with Adjacent Bronchiolar
Adenoma in an Adult: A Case Report

Yetiskin Bir Hastada Brongiol Adenom ile Komsu Gizli Kalmis
Intrapulmoner Dikis Ignesi: Olgu Sunumu

» Shengquan Wei', @ Bao Wei?, Yu Chen?, ® Baojun Zhang?, ® Mingjun Wuy?
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Abstract

Oz

We report a rare case of an asymptomatic
intrapulmonary foreign body (FB) coexisting with a
benign neoplasm in a 29-year-old nonsmoking
woman. The patient presented with nonspecific back
pain without respiratory symptoms or a history of
trauma. Chest CT incidentally revealed a 4.0-cm
linear metallic density (2,761 HU) and a 5-mm
subsolid nodule in the right lower lobe. Preoperative
hookwire localization followed by video-assisted
thoracoscopic surgery (VATS) enabled successful en
bloc resection. A 4.0-cm sewing needle was extracted
intact.  Histopathology =~ confirmed  organizing
pneumonia with chronic foreign body reaction and,
notably, a benign bronchiolar adenoma adjacent to
the FB. To our knowledge, this is the first reported
coexistence of an occult intrapulmonary sewing
needle and bronchiolar adenoma. Although the
spatial proximity raises etiologic questions, the
absence of histologic transition suggests a
coincidental relationship. VATS with histopathologic
correlation was essential for definitive diagnosis and
management.

Keywords: Intrapulmonary foreign body, Bronchiolar
adenoma, VATS.

Sigara icmeyen 29 yasinda bir kadinda, iyi huylu bir
neoplazm ile birlikte gérilen asemptomatik infrapul-
moner yabanci cisim olgusunu sunuyoruz. Hasta,
solunum semptomlar veya travma &ykisi olmaksizin,
spesifik olmayan sirt agrisi sikayeti ile basvurdu. Go-
§us BT’sinde tesadifen sag alt lobda 4,0 cm uzunlu-
gunda dogrusal metalik yogunlukta bir alan (2.761
HU) ve 5 mm capinda subsolid bir nodil tespit edildi.
Ameliyat dncesi tel ile isaretleme ve ardindan video
yardimli torakoskopik cerrahi (VATS) ile basarili bir en
blok rezeksiyon yapildi. Dért cm’lik dikis ignesi sag-
lam bir sekilde cikarldi. Histopatolojik incelemede
organize pndémoni, kronik yabanci cisim reaksiyonu
ve dzellikle yabanci cisme bitisik iyi huylu bronsiolar
adenom tespit edildi. Bildigimiz kadanyla, bu, gizli
intrapulmoner dikis ignesi ile bronsiolar adenomun
birlikte géroldogo ik olgudur. Mekansal yakinlik
efiyolojik sorular gindeme getirirken, histolojik gegi-
sin olmamas tesadifi bir iliski oldugunu disindir-
mektedir. Histopatolojik korelasyonu olan VATS kesin
tani ve tedavi icin gereklidir.

Anahtar Kelimeler:  Intrapulmoner yabanci  cisim,
brongial adenom, VATS.
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Retained intrapulmonary metallic foreign bodies (FBs) in
adults are uncommon and typically result from penetrat-
ing trauma, aspiration, or iatrogenic procedures (1,2).
Truly occult presentations, in which patients have no rec-
ollection of a causative event, are exceptionally rare and
pose unique diagnostic and etiologic challenges (2,3).
Furthermore, chronic FB retention can induce reactive
parenchymal changes, potentially complicating the clini-
cal and radiologic picture (4).

Bronchiolar adenoma (BA), also referred to as ciliated
muconodular papillary tumor (CMPT), is a recently char-
acterized benign peripheral lung neoplasm that typically
manifests as a subsolid nodule on high-resolution CT
(5,6). First described in a comprehensive case series in
2018, BA/CMPT is defined by its distinct bilayered epithe-
lial architecture, comprising ciliated columnar cells over-
lying a continuous layer of basal cells (7).

Herein, we report a unique case of a truly occult intrap-
ulmonary sewing needle discovered incidentally in a
young woman, with the unexpected finding of an adja-
cent bronchiolar adenoma, a combination that, to our
knowledge, has not been previously documented in the
literature. This case is distinguished by three salient fea-
tures: (i) a truly occult intrapulmonary metallic FB with no
history of trauma or aspiration; (i) the incidental discov-
ery of an adjacent BA/CMPT, a neoplasm of uncertain
pathogenesis; and (i) the successful application of pre-
operative CT-guided hookwire localization to facilitate
single-stage, minimally invasive resection of both lesions.
We detail the clinical presentation, imaging characteris-
tics, surgical management, and histopathologic findings
while critically evaluating potential mechanisms of FB
migration and the potential relationship between the FB
and the coexisting adenoma.

CASE

A 29-year-old nonsmoking woman presented with a one-
week history of intermittent back pain without cardi-
orespiratory symptoms. She denied fever, weight loss,
hemoptysis, or a smoking history. Her medical history was
unremarkable, and she specifically denied any history of
trauma, aspiration, acupuncture, or sewing-related injury.
Physical examination and routine laboratory tests were
normal.

Chest CT images (lung window, 1.0-mm slice thickness)
revealed a thin, linear hyperdense structure measuring
4.0 cm in length, located within the posterior basal seg-
ment (S10) of the right lower lobe (Figure 1A and B). The
object demonstrated metallic attenuation (2,761 HU),
with subtle surrounding ground-glass opacity suggestive
of a localized inflammatory response. No direct pleural
penetration site was evident; however, focal dorsal pleu-
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ral thickening was noted. Adjacent to the needle tip, a
well-defined 5-mm subsolid nodule was identified (Figure
1C). There was no evidence of mediastinal or hilar lym-
phadenopathy. Repeated and detailed questioning failed

to elicit any potential source of the foreign body.

Figure 1: Preoperative chest computed tomography (CT), axial views,
demonstrating an occult linear metallic hyperdensity (red box) in the
posterior basal segment of the right lower lobe (A,B); adjacent 5-mm
subsolid nodule (red box) in the lateral basilar segment, with minimal
right dorsal pleural thickening (C).

Given the unexplained metallic FB and the indeterminate
subsolid nodule, surgical intervention was planned. Pre-
operative CT-guided percutaneous placement of a
hookwire was successfully performed to localize the small
subsolid nodule adjacent to the needle tip. Under general
anesthesia with double-lumen endotracheal intubation, a
three-port VATS procedure was performed. Mild pleural
adhesions over the posterior basal segment were lysed.
The metallic FB was visualized embedded within the pa-
renchyma and carefully extracted intact, revealing a 4.0-
cm sewing needle (Figure 2A). The preplaced hookwire
facilitated precise localization of the adjacent subsolid
nodule, which was nonpalpable and not visible on thora-
coscopic inspection. Wedge resection encompassing the
needle tract and the localized nodule was performed
using endoscopic staplers. The procedure was completed
with minimal blood loss (estimated at 20 ml), and the
patient was discharged uneventfully on postoperative day

3.

The wedge resection specimen measured 4.5 x 3.0 X
2.0 cm. A straight metallic sewing needle measuring 4.0
cm in length was embedded within the pulmonary paren-
chyma (Figure 2A). Adjacent to the needle tip, a firm,
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grayish-white,  well-circumscribed  subpleural  nodule
measuring 0.5 cm in diameter was identified (Figure 2B).

Microscopic examination: Sections from the needle tract
(Figure 2D) revealed organizing pneumonia characterized
by intraluminal fibroblastic plugs (Masson bodies), dense
chronic lymphohistiocytic infiltrates, abundant hemosider-
in-laden macrophages, and scattered multinucleated
foreign body-type giant cells. These findings were con-
sistent with a chronic foreign body reaction. No granu-
lomatous inflammation or necrosis was observed.

The 0.5-cm nodule (Figure 2C) demonstrated a papillary
architecture lined by a distinctive bilayered epithelium: a
luminal layer of ciliated columnar cells overlying a con-
tinuous basal cell layer. Foci of intraluminal mucin were

present. No significant cytologic atypia, mitotic activity, or
necrosis was identified.
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Figure 2: Gross and microscopic pathology of the VATS resection speci-
men. Formalin-fixed wedge resection specimen showing the metallic
sewing needle embedded within the pulmonary parenchyma (A); adja-
cent 5-mm subsolid nodule (red box) corresponding to bronchiolar
adenoma (B); histopathology of bronchiolar adenoma demonstrating
papillary architecture with bilayered epithelium, with inset showing p40
immunohistochemical positivity in basal cells (H&E, X100) (C); histo-
pathology of the needle fract revealing organizing pneumonia with
multinucleated foreign body-type giant cells and hemosiderin deposition
(H&E, X50) (D).

The basal cell layer demonstrated strong, continuous
positivity for cytokeratin 5/6 (CK5/6) and p40, whereas
the luminal columnar cells showed nuclear positivity for
thyroid transcription factor-1 (TTF-1). This immunopheno-
type (basal cells: CK5/6+, p40+; luminal cells: TTF-1+)

is considered pathognomonic for bronchiolar adeno-
ma/CMPT (6,7).

DISCUSSION

This case is distinguished by three salient features: (i) a
truly occult metallic FB with no history of trauma or aspi-
ration, confirmed by comprehensive history-taking and
the absence of chest wall scars; (i) the incidental discov-
ery of an adjacent bronchiolar adenoma (BA), a neo-
plasm of uncertain pathogenesis; and (iii) the successful
application of preoperative CT-guided hookwire localiza-
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tion to facilitate single-stage, targeted VATS resection of
both lesions.

The complete absence of respiratory symptoms, anteced-
ent trauma, or identifiable risk factors rendered this me-
tallic FB truly “silent” (1,3). lts incidental discovery during
evaluation for vague back pain, likely referred pain from
diaphragmatic or pleural irritation caused by the chronic
inflammatory reaction (4), underscores the need for a
broad differential diagnosis in patients with atypical tho-
racic findings. The coexistence of a 5-mm subsolid nod-
ule further complicated the diagnostic pathway, as such
lesions are radiologically suspicious for preinvasive neo-
plasms such as adenocarcinoma in situ, thereby necessi-
tating tissue diagnosis (5,6).

Bronchiolar adenomas, formally recognized as benign
peripheral lung neoplasms in the 2021 WHO classifica-
tion of thoracic tumors (5), can recur locally if incom-
pletely excised. Their presentation as subsolid nodules on
imaging frequently mimics adenocarcinoma in situ or
minimally invasive adenocarcinoma, making histopatho-
logic confirmation the diagnostic gold standard (6). The
defining feature distinguishing BA from its malignant
mimics, particularly mucinous adenocarcinoma, is its
characteristic bilayered epithelium with a preserved con-
tinuous basal cell layer (5,7).

The mechanism by which a sewing needle enters the lung
without a remembered event remains unclear. Based on
the foreign body’s location in the posterior basal segment
of the right lower lobe and the finding of focal dorsal
pleural thickening, three plausible mechanisms were
considered.

Transcutaneous migration with intrathoracic penetration:
This is the most compelling explanation. Sharp foreign
bodies, such as sewing needles or Kirschner wires, can
penetrate the chest wall, particularly in the posterior thor-
ax where soft tissue coverage is thinner, and subsequently
migrate under the influence of respiratory motion, gravity,
and negative intrathoracic pressure (8-10). Sato et al. (8)
documented a striking case of intrathoracic needle migra-
tion from a left subclavian entry site, crossing the medias-
tinum to the right thoracic cavity, demonstrating the re-
markable migratory potential of sharp objects within the
thorax. They emphasized that respiratory and cardiac
motion can propel needles along tissue planes, some-
times causing dynamic intraoperative displacement. To-
paloglu et al. (9) further showed that sewing needles can
migrate through chest wall muscle planes, with the poste-
rior thorax being particularly susceptible. The dorsal pleu-
ral thickening adjacent to the FB in our case likely repre-
sents the healed transcutaneous entry tract, providing
supportive imaging evidence for this migratory pathway

(8,9).
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Silent aspiration with parenchymal penetration: It is possi-
ble that a sharp object could be silently aspirated, pene-
trate the bronchial wall during a bout of coughing or
deep inspiration, and then migrate peripherally, driven by
respiratory motion and negative pressure. Abraham et al.
(11) documented that the high expiratory flow rates dur-
ing coughing, reaching up to 12 L/s, can propel foreign
bodies distally, and irregularly shaped objects may sub-
sequently pierce the bronchial mucosa. Although well
documented in children, this mechanism is exceptionally
rare in adults without a witnessed aspiration event (2,3).
The absence of respiratory symptoms and the peripheral
parenchymal location do not preclude this possibility, as
inorganic foreign bodies can evoke minimal inflammation
and remain clinically silent for years (3,11).

Retrograde transdiaphragmatic migration: Although theo-
retically possible, this mechanism is unlikely in our case.
Transdiaphragmatic migration is typically associated with
gastrointestinal tract pathology, and migrated objects are
more commonly found in the left thoracic cavity due to
the anatomic relationship of the diaphragm with the
stomach and spleen (12). The absence of gastrointestinal
symptoms, subdiaphragmatic pathology, and a left-sided

location in our patient makes this explanation improbable.

Clinicopathologic relationship between the
foreign body and adenoma

The spatial proximity of the needle tract and the BA, ap-
proximately 5 mm, raises the intriguing question of a
potential pathogenetic link. However, any causal relation-
ship must be interpreted with extreme caution, as the
evidence remains speculative and does not imply causa-
tion.

Chronic foreign body reactions can establish a proin-
flammatory microenvironment characterized by cytokine
release, reactive oxygen species, and sustained epithelial
injury, which could theoretically promote neoplastic trans-
formation in susceptible bronchial epithelium (12). It is
noteworthy that bronchiolar adenomas themselves fre-
quently exhibit associated chronic inflammation on low-
power histologic examination (7), suggesting that inflam-
matory microenvironments may play a role in their path-
ogenesis or progression. Despite this, several observa-
tions in our case support a coincidental rather than caus-
al relationship: (i) the patient’s young age and absence of
smoking history minimize her baseline risk for neoplastic
transformation; (i) there is no histologic continuity or
transitional morphology between the FB-induced inflam-
matory tract and the adenomatous lesion; (iii) no epithe-
lial dysplasia, metaplasia, or other precancerous changes
are present at their interface; (iv) BA is recognized to
originate de novo from terminal bronchiolar epithelium,

62

independent of exogenous stimuli (7); and (v) the dura-
tion of FB retention is unknown, creating temporal uncer-
tainty. Therefore, although the hypothesis that chronic
inflammation may promote adenoma development is
biologically plausible, it remains conjectural and would
require further investigation through additional case ob-
servations or experimental models.

To contextualize our findings, we reviewed previously
reported cases of occult intrapulmonary metallic foreign
bodies in adults. Sato et al. (8) reported intrathoracic
needle migration from a remote entry site, highlighting
the dynamic migratory capacity of sharp objects; however,
their case involved a known iatrogenic source (acupunc-
ture) rather than a truly occult presentation. More recently,
Topaloglu et al. (9) reported a case of a sewing needle
found in the chest wall, emphasizing the potential for
transcutaneous migration without a remembered event.
Abraham et al. (11) documented spontaneous expulsion
of an intrabronchial metallic pin in a pediatric patient,
illustrating the potential for spontaneous migration but in
a completely different clinical context. To our knowledge,
no prior report has described the coexistence of an occult
intrapulmonary FB with a bronchiolar adenoma, under-
scoring the unique nature of the present case.

Preoperative CT-guided hookwire localization was critical
for the successful targeting of the subcentimeter subsolid
nodule, which was neither visible nor palpable during
VATS (13). This technique enables precise wedge resec-
tion while maximally preserving healthy pulmonary paren-
chyma. The efficacy of CT-guided percutaneous localiza-
tion is well established; o large retrospective study by
Guo et al. (13), including 599 patients, reported a
96.6% success rate for hookwire localization, with pneu-
mothorax occurring in 27.2% and parenchymal hemor-
rhage in 33.9%, complications that were generally mild
and self-limited. A 2025 meta-analysis by Wang et al.
(14) comparing hookwire with anchored needle localiza-
tion confirmed that both techniques are effective, alt-
hough anchored needles may offer a slightly lower com-
plication rate. The three-port VATS approach provided
adequate visualization for simultaneous FB extraction and
parenchymal-sparing resection of the nodule, achieving
minimal morbidity and rapid recovery, outcomes con-
sistent with contemporary standards for minimally invasive
thoracic surgery (14,15).

CONCLUSION

This case raises two key issues: the origin of an asympto-
matic intrapulmonary sewing needle, most plausibly
through unrecognized transcutaneous migration, and its
incidental adjacency to a bronchiolar adenoma. The
absence of transitional morphology or histologic continui-
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ty favors a coincidental relationship rather than inflamma-
tion-driven causation. Clinically, unexplained thoracic
symptoms may prompt consideration of occult foreign
bodies; CT-guided hookwire localization combined with
VATS enables precise, minimally invasive removal, while
histopathology is essential for distinguishing reactive
changes from true neoplasms.
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