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ABSTRACT
Foreign body aspiration is a condition commonly encountered in childhood that can lead to serious complications. The most common symptoms in 
foreign body aspiration are coughing and hoarseness, and these symptoms may mimic the symptoms of common diseases such as asthma, recur-
rent pneumonia, and upper respiratory tract infections. These common symptoms can cause delays in the diagnosis. Neck and chest radiography 
are the basic methods for evaluating a patient suspected of foreign body aspiration. The absence of foreign bodies on imaging does not rule out the 
diagnosis. An 11-month-old baby with cough, hoarseness, and wheezing that persisted for 3 months was consulted in our clinic. The patient was 
reported to have presented to an outpatient center 3 months ago with the suspicion of foreign body aspiration and no foreign body was detected. 
Inspiratory stridor was observed on the physical examination, and the cry was hoarse in quality. A flexible laryngoscopic examination was performed, 
and rima glottis foreign body impaction was observed. The foreign body was removed using forceps with the help of a videolaryngoscope under 
sedation. In patients with a sudden onset of respiratory tract symptoms, the presence of foreign bodies should be ruled out. Endoscopic laryngeal 
examination is essential in these patients. It is very important to suspect the presence of a foreign body in diagnosis.
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Introduction

Foreign body aspiration (FBA) is a common childhood pathol-
ogy and may cause various symptoms depending on its size 
and location.1 The aspirated objects can cause life-threatening 
airway obstruction at any age.2 In patients with FBA, the for-
eign body is mostly (80%-90%) lodged in the bronchial tree, 
and laryngeal localization is rare. This could be because most 
foreign bodies are small enough to pass through the larynx and 
trachea and get lodged distally.2,3 In addition to laryngeal for-
eign bodies posing diagnostic difficulties for family physicians, 
emergency room physicians, and ENT physicians; incomplete 
obstruction at the laryngeal level can lead to unclear and of-
ten overlooked symptoms.4 In this study, an 11-month-old pa-
tient with 3-month history of cough, hoarseness, stridor, and 
wheezing complaints was detected with a laryngeal foreign 
body, and our approach to this diagnosis is presented in light 
of the literature.

Case Presentation

An 11-month-old baby with cough, hoarseness, and wheezing 
that persisted for 3 months was consulted in our clinic. The 

patient was reported to have presented to an outpatient cen-
ter 3 months ago with the suspicion of FBA, and no foreign 
body was detected on posteroanterior (PA) chest radiography. 
It was also reported that the patient whose complaints did not 
regress, was admitted to several different hospitals during this 
period, and there was no response to the treatments provided 
for bronchiolitis (salbutamol nebulization). Inspiratory stridor 
was observed on the physical examination of the patient, and 
the cry was hoarse in quality; however, the patient’s vital signs 
were normal. Oxygen saturation was measured at 95 mmHg 
by a finger pulse oximeter. No finding related to a foreign body 
was detected on PA chest radiography (Figure 1). In addition, 
no signs of hyperinflation or atelectasis were observed. On the 
flexible laryngoscopic examination performed to rule out the 
presence of a foreign body in the airway, rima glottis foreign 
body impaction was observed. Both vocal cords and the ary-
epiglottic plicas were edematous. Vocal cord movements were 
normal. A linear, hyperdense foreign body, approximately 6 × 
2 mm in size, was observed in the anterior of the laryngeal air 
column on a neck computed tomography (CT) scan, which was 
taken to determine the relationship of the foreign body with 
soft tissues and to rule out deep neck infection (Figure 2). Ar-
rangements for intubation and tracheotomy was undertaken, 
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the patient was sedated (2.5 mg/kg propofol, 1 μg/kg remifen-
tanil, and 1 mg/kg methylprednisolone), and intervened under 
operating room conditions. The foreign body was removed us-
ing forceps with the help of a videolaryngoscope (Figures 3-5). 
The foreign body removed was 10 × 8 mm in size, and the com-
position of the foreign body was plastic (Figure 6). The patient 
was discharged upon improving clinically after monitoring for 1 
day after operation in the ward. During the postoperative sec-
ond week and second month follow-up visits, it was observed 
that the symptoms of patient had disappeared, and a flexi-
ble endoscopic examination revealed unremarkable laryngeal 
structures and mobile vocal cords. The patient’s parents gave 
informed consent for publication of this case report.

Discussion

Foreign body aspiration is a commonly encountered problem 
in pediatric patients, and deaths caused by asphyxia owing to 
FBA is a leading cause of accidental deaths in children under 4 
years.5 Foreign body aspiration is a life-threatening condition 
that requires prompt intervention. Its incidence peaks between 
the ages of 1 and 3 years and it is more common in boys.1,6 The 

Main Points: 

•	 Foreign body aspiration (FBA) can cause life-threatening air-
way obstruction at any age.

•	 Symptoms caused by FBA may mimic the symptoms of 
common diseases such as asthma, recurrent pneumonia, and 
upper respiratory tract infection.

•	 It is very important to suspect FBA for a diagnosis.
•	 In patients with a sudden onset of respiratory tract symp-

toms, the presence of foreign bodies should be ruled out en-
doscopically.

Figure 1. PAAC chest radiography does not show any foreign body, 
lung hyperinflation, or atelectasis findings.

Figure 4. Foreign body was removaled with the help of a videolaryn-
goscope.

Figure 3. Rima glottis impacted plastic foreign body.

Figure 2. On computed tomography, a hyperdense foreign body is 
observed at the laryngeal level (the arrow indicates the foreign body).
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patient who presented was an 11-month-old male baby. The 
reasons for the increased frequency of FBA in children of a 
playing age can be listed as high localization of the larynx, poor 
coordination of swallowing, children’s desire to learn about the 
environment and their tendency for oral exploration, and their 
movements during the time of ingestion.7 In a study by Chen 
et al,3 the most common symptoms in patients with FBA were 
coughing and hoarseness, and these symptoms can mimic the 
symptoms of common diseases such as asthma, recurrent 
pneumonia, and upper respiratory tract infections. Although the 
classical physical examination findings of laryngotracheal for-
eign bodies are stridor and hoarseness, unilateral decreased re-
spiratory sounds and wheezing are observed in bronchial foreign 
bodies.8 If the foreign body causes partial obstruction of the 
larynx, it causes milder symptoms and can be difficult to dis-

tinguish from infections.9The delay in diagnosis in this patient 
can be explained by the penetration of a thin foreign body into 
the larynx and partial obstruction of the respiratory tract. As the 
diagnosis of FBA is delayed, the risk of complications and death 
rises.1 In this case, the patient had received various treatments 
for wheezing and cough for 3 months. Delay of FBA diagnosis 
and intervention may cause asphyxia, atelectasis, chronic cough, 
granulation tissue, recurrent pneumonia, and growth retarda-
tion.10The existence of a prolonged cough in a child with one or 
both abnormal chest X-ray or auscultation findings should alert 
the clinician to the probability of FBA.11 In the follow-up visits of 
the patient, the laryngeal structures were normal.

In evaluating a patient with suspected FBA, the presence of 
a radiopaque foreign body on the neck and chest X-ray may 
assist in the diagnosis; however, the absence of any finding in 
these methods does not rule out the diagnosis.3 In a cadaver 
model study, plastic parts that were undetected on plain ra-
diography were detected on CT scan.12 In our patient as well, 
the foreign body that was not observed on direct radiography 
could easily be detected on CT. Because of the widespread 
availability of plastic toys and plastic parts in the surround-
ings where children play, clinicians should be suspicious of 
FBA in the presence of normal radiographic findings and vague 
symptoms.13 Of the patients diagnosed with FBA, 45% are 
diagnosed within the first day, 83% in the first 1 month, and 
17% after more than 30 days.14 In the case presented here, 
the patient’s complaints had been ongoing for 3 months, and 
the child had visited different health institutions several times. 
The patient had received treatment for lower respiratory tract 
infection and was receiving treatment for bronchiolitis. The 
underlying independent risk factors for misdiagnosis or over-
looking foreign body in patients with laryngeal FBA can be list-
ed as nonspecific symptoms, failure to witness the aspiration, 
late transfer of patient to the physician, and negative radio-
logical findings.3 If FBA is highly suspected on flexible endo-
scopic examination, direct laryngoscopy or rigid bronchoscopy, 
which are gold standards, is indicated.3 In our patient’s case, 
the foreign body was detected on endoscopic examination and 
was removed with the help of a videolaryngoscope under se-
dation. In a study conducted by Fidkowski et al,5 they stated 
that an intervention performed with induction anesthesia and 
spontaneous ventilation minimizes the risk of progression of 
partial obstruction to complete obstruction. As intubation and 
positive pressure ventilation may cause the laryngeal foreign 
body to lodge distally and lead to complete obstruction, the 
foreign body in our patient was removed under sedation while 
preserving spontaneous respiration. In the presence of laryn-
geal FBA, apart from sudden death, subglottic stenosis and la-
ryngeal granulation tissue may develop owing to longstanding 
airway foreign body.3 Laryngeal structures were observed to be 
normal in the post-procedure follow-up visits of the patient.

In conclusion, laryngeal foreign body is a life-threatening 
emergency condition. In patients with a sudden onset of respi-
ratory tract symptoms, the presence of foreign bodies should 
be ruled out endoscopically, or if necessary, bronchoscopically, 
even if imaging is negative in patients where symptoms do not 
regress and FBA is suspected. It is very important to suspect 
the presence of a foreign body in diagnosis and to take an ac-
curate history.

Figure 5. The appearance of the larynx after foreign body removal.

Figure 6. Image of plastic foreign body.
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