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CHEST IMAGING 
 

A Retained Wooden Foreign Body in the 
Lung Parenchyma Presenting as 
Aspergiloma  
Despite advances in imaging techniques, the detection of retained wooden foreign bodies 
remains a difficult and challenging task. The detection of wood is especially important be-
cause it may serve as a nidus for superimposed infection. The initial examination may mimic 
malignancy. We report a rare case of retained wooden foreign body in the lung parenchyma, 
which was found on CXR and CT as a thick-walled cavity. Surgical resection was performed 
and the wooden particle was removed. Review of literature shows that wooden foreign bod-
ies in the lung parenchyma are quite rare and they may present with a wide variety of densi-
ty. We conclude that foreign body should be considered in the differential diagnosis of unu-
sual lung opacity.  
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Introduction 

oreign bodies may penetrate soft tissues through open wounds and lacera-

tions during trauma or by direct impact.1 Such wounds harboring foreign 

bodies may appear to be deceptively minor and may not be accompanied by any 

major symptoms. However, if these foreign bodies are left undetected in the tis-

sues they may result in serious sequels days, months or even years after the ini-

tial trauma. Although wooden foreign bodies are very common in the soft tissue 

and orbital trauma, pulmonary parenchymal foreign bodies are a rare cause of 

pulmonary disease and also a rare differential diagnosis of lung opacity on chest 

radiographs.1-3 Only several cases of retained pulmonary foreign body have been 

reported in medical journals.2,3 The purpose of reporting this unusual case of re-

current pneumonia and hemoptysis caused by a retained wooden foreign body is 

to highlight the difficulties in the detection of foreign bodies and to discuss the 

different imaging appearances.We report a rare case of a pulmonary parenchy-

mal wooden foreign body diagnosed 8 years after chest trauma. In our opinion, 

the wooden foreign body must be resected as soon as possible. 

Case Report 

A 32-year-old rural woman came to our hospital due to shortness of breath, 

cough, purulent sputum and hemoptysis. 

She had a history of recurrent respiratory tract infection that was resolved with 

antibiotic therapy. 

She had a remote history of chest trauma due to falling from a horse 8 years 

earlier. She had suddenly experienced severe chest discomfort and bleeding, but 

she was not referred to the hospital.  

Physical examination at current admission showed finger clubbing and 
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pulmonary crackle in the right upper hemithorax. A 

scar was found on the lateral aspect of the right chest 

wall. 

The patient had normal laboratory data (CBC, 

BUN/Cr, AST, ALT, BC, PPD) except for an elevated 

ESR and a positive CRP. 

She did not have previous CXR for comparison. The 

evaluation of the patient for tuberculosis and Wegen-

er granulomatosis revealed negative results. 

The obtained chest radiograph showed a pulmonary 

thick wall cavity with surrounding consolidation and 

a tubular density within the cavity such as a fungus 

ball (Fig. 1A). 

A conventional thoracic CT scan (Toshiba; Xvision, 

Japan) without IV contrast obtained after admission 

showed thicked-wall cavity in the lung with pleural 

thickening and pulmonary consolidation in the adja-

cent lung parenchyma, which contained a dense tub-

ular opacity (Fig. 1B-D). 

This was interpreted as a calcified old hematoma in 

a post traumatic pulmonary pseudocyst (TPPC). 

The patient had no clinical improvement after anti-

biotic therapy and exacerbation of hemoptysis was 

observed after one week treatment.  

Segmentectomy and wedge resection of the posteri-

or segment of the right upper lobe was performed. 

The excised specimen contained a tubular-shape 

piece of wood 7×2×1 cm (Fig. 2) which was envel-

oped in granulation tissue and fibrosis. 

Discussion 

Although aspiration of a wooden foreign body into 

the tracheo-bronchial tree is not uncommon,4 pul-

monary parenchymal wooden foreign bodies are 

quite rare. Most parenchymal wooden foreign bodies 

are due to trauma and the diagnosis is made on the 

basis of history and physical examination at the time 

of presentation.1 

Despite advances in imaging techniques, the detec-

tion of retained wooden foreign bodies remains a dif-

ficult and challenging task.5 The detection of wood is 

Fig. 1. A 32-year-old woman with hemoptysis. 

A. Chest x-ray showing thick wall cavity (arrow) containing tubular opacity (star) 
in the right hemithorax. 

B. CT scan of the chest demonstrating a dense tubular opacity with pleural 
thickening.   

C&D. Chest CT scan indicating thick wall cavity containing tubular opacity. 
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especially important because it may serve as an un-

recognized nidus for infection. Wood is an excellent 

medium for micro organisms due to the porous con-

sistency and organic nature it has. The retained 

wooden foreign body may result in abscess and fistula 

formation.6 The evaluation for tuberculosis and We-

gener’s granulomatosis was negative in this patient. 

The patient was unaware of the foreign body in her 

lung until the surgical resection of the pathology 8 

years after the trauma. The injury most likely oc-

curred while the patient accelerated down a slope 

lying supine on the ground and the apex of a wooden 

fragment implanted her chest. In the patient with 

recurrent unifocal pneumonia we should consider an 

underlying problem such as foreign body. 

Wooden fragments are the largest proportion of re-

tained foreign bodies after trauma to the human 

body.7 

Radiographs have been reported to reveal wooden 

foreign body in only 15% of the patients.7 In our pa-

tient, the CXR retrospectively showed the foreign 

body in the pulmonary cavity. 

Although the diagnosis was not made preoperative-

ly in this patient, the CT scan showed that the ab-

normality had square margins and tubular appear-

ance, which in retrospect suggests a foreign body. 

CT has been proved to be useful in the evaluation of 

suspected wooden material. The attenuation of a re-

tained wooden foreign body varies in relation to the 

content of air and fluid in the interstices of wood. 

Within approximately one week, the wood absorbs 

blood products and exudates, and increases its attenu-

ation.8 Dry wood with high air content has been re-

ported to mimic a gas collection.9 

Bodne et al. cited three cases of wooden foreign 

bodies with various attenuation values, ranging from 

close to air in acute cases to high (near to calcium) in 

chronic cases.10 In our case the attenuation value of 

the wood particle was 190 HU which is a high densi-

ty near to calcification. Traumatic pulmonary pseu-

docyst (TPPC) is a rare complication, sometimes en-

countered after thoracic trauma.11 In our patient, we 

found that retained wooden foreign body may cause 

formation of traumatic pulmonary pseudocyst. In our 

opinion, pulmonary wooden foreign bodies must be 

operated as soon as possible because it would be a ni-

dus for recurrent infection.  
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Fig. 2. Photograph showing the piece of wood. 
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