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Abstract. Laryngeal foreign body aspiration misdiagnosed as asthma: two case reports and a review of the literature.
Children who aspirate a foreign body initially present with choking and subsequently present with respiratory syndrome
symptoms. However, foreign body aspiration can mimic other illnesses, causing some difficulties in diagnosis. Here we
report two cases that were treated with glucocorticoids for several weeks after an initial diagnosis of asthma. When there
was no response to treatment, further examination revealed laryngeal foreign body aspiration in both cases. Foreign body
aspiration should be considered a differential diagnosis for asthma. The delay in diagnosis could have been avoided by

paying more attention to the medical history and by performing a more through initial examination.

Introduction

Foreign body aspiration (FBA) is
a common cause of morbidity and
mortality in children, especially in
children 3-4 years of age.'” Most
foreign bodies pass through the
larynx and trachea and become
lodged more peripherally in the
airways. The most common site of
lodgment is the right main
bronchus. However, larger foreign
bodies or those with sharp,
irregular edges may lodge in the
laryngeal inlet.**

There is a wide range of clinical
manifestations and outcomes with
FBA. Consequently, there may be
delays and difficulties in diagnosis
that make the patients more prone
to chronic symptoms and compli-
cations such as cough, stridor, and
wheezing.’

This report describes two
young children with wheezing and
preliminary diagnoses of asthma
who were treated with inhaled
steroids before the correct diagno-
sis of laryngeal foreign body was

made. In addition to describing
these cases, we also present a
review of the literature.

Case reports

Case 1

A 13-month-old boy was admitted
to our hospital, a pediatric referral
center in Tehran, with frequent
attacks of wheezing and respirato-
ry distress. The boy had been
admitted to the intensive care unit
(ICU) four times in the previous
3 months. There was no history of
choking or family history of
atopic disease. Although he had
been treated with high doses of
inhaled glucocorticoids using a
spacer device, the boy had not
responded to the treatment.

The chest X-rays were normal.
However, the anteroposterior and
lateral neck radiographs showed
an opaque foreign body that had
not been detected previously
(Figure 1). A rigid bronchoscope
was used to remove the lodged

foreign body, which turned out to
be a small part of a piece of paint-
ing from the wall, from the sub-
glottic area (just below the vocal
cords). The patient recovered, and
steroid therapy was discontinued.

Case 2

A 4-year old boy with severe
respiratory distress was admitted
to the ICU of our hospital with a
history of a chronic cough for the
previous 2 months. There was no
family history of asthma or atopic
disease.

The patient was unresponsive
to treatment with inhaled beta-
adrenergic drugs and glucocorti-
coids, and his symptoms worsened
over time. When questioned
closely, his parents remembered
that the boy had been choking
prior to the onset of the chronic
cough. Although all radiographs
looked normal, FBA was consid-
ered; a rigid bronchoscope was
used to remove the lodged foreign
body, which was a piece of pista-
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Figure 1
An opaque foreign body in the subglottic area (case 1)

chio, from the boy’s larynx (lower
trachea). The patient recovered
completely.

Discussion

Laryngotracheal foreign bodies
are less common than bronchial
foreign bodies. Most foreign
bodies pass through the larynx and
trachea and become lodged more
peripherally in the airways. It is
estimated that more than 80% of
AFBs are lodged in the bronchus,
while fewer than 10% become
lodged in the larynx. However,
large foreign bodies, or those with
sharp, irregular edges, can lodge
in the laryngeal inlet.'** In the first
case presented here, the foreign
body was a small piece of a
hardened paint that had irregular
edges; in the second case, a piece
of pistachio was lodged in the
lower trachea.

FBA into the respiratory tract
may result in an acute life-
threatening obstruction and is usu-
ally accompanied by acute severe
coughing, stridor, wheezing, and
respiratory distress. It can also
produce a wide variety of clinical
symptoms, ranging from sudden
acute respiratory distress to
vague respiratory symptoms (e.g.,

hoarseness, croupy cough, apho-
nia, odynophagia, haemoptysis,
wheezing, and varying degrees of
dyspnoea); in some cases, there
may be no symptoms at all. FBA
can result in partial obstruction,
with symptoms presenting months
or even years after inhalation.
An acute episode may escape the
notice of parents, and the problem
may manifest as an insidious
chronic pulmonary problem resem-
bling asthma, the cause of which
may remain occult for a long
time.'>**” Because most complica-
tions of FBA are a result of
delayed diagnosis and interven-
tion, efforts should be made to
diagnose FBA promptly via clini-
cal and radiological examination.'

Foreign bodies that obstruct
the larynx and trachea are life
threatening, but partial obstruction
causes less severe symptoms.FBA
most often presents initially as an
episode of choking and coughing
which then subsides; it may be
followed by an asymptomatic
period or by respiratory symp-
toms, as in the cases presented
here. The type, size, and site of
lodging of the AFB determine the
presentation.'*#

Taking an accurate, detailed
medical history is the first and
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most important step in making a
diagnosis of AFB. In a study con-
ducted by Oguz et al., a history
that included choking was reported
in 32% of patients. When families
were questioned further, the rate
increased to 51%. Some other
studies reported that the positive
choking history was as high as 50-
90% for AFB cases.”® Although
there was no recollection of a
choking episode for the first case
presented here, a history of
choking was discovered for the
second case when an accurate,
detailed history was taken.

An accurate diagnosis of AFB
may be elusive because the initial
choking episode may go unno-
ticed and the delayed residual
symptoms may mimic other com-
mon conditions such as asthma,
recurrent pneumonia, or upper
respiratory infection." It should be
emphasized that several of the
clinical and radiological features
of FBA are non-specific and simi-
lar to those of common respiratory
infections and asthma. It is esti-
mated that up to 50% of FBA
cases may be misdiagnosed as
asthma.>"

Therefore, the possibility of
FBA should always be considered
in children with atypical or
prolonged pulmonary symptoms.
Both of these cases were misdiag-
nosed and treated as asthma with
inhaled steroids. However, there
was no response to therapy, and
FBA was diagnosed after a delay
of several weeks.

A number of other studies have
also reported delays in diagnosis
of FBA #1213 Chik et al.? pre-
sented a large FBA survey con-
ducted in a pediatrics department
in a Hong Kong hospital. Of the
27 cases of FBA during a 18-year
period, 6 (22%) were misdiag-
nosed as asthma. Cinar et al®
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reported a 10-year-old girl with
Down Syndrome who was diag-
nosed and treated for bronchial
asthma. Because of stridor and a
lack of responsiveness to the treat-
ment after one month, laryn-
goscopy was performed that
revealed a thin piece of bone
lodged between her vocal folds.
Chen et al’ reported an unusual
case of laryngeal foreign body in
an infant that appeared to be a
laryngeal web because of the
clinical presentation and radio-
logical findings. After a delay of
one month, a piece of chicken
bone was found to be lodged at
the anterior commissure between
the vocal cords. Olah et al.”
described three children who had
been treated with steroids after a
diagnosis of asthma; they were
unresponsive to treatment, and it
turned out that all of them had
FBA.In the report by Philip et al.}
a 2-year-old boy presented with
acute upper respiratory obstruc-
tion following a 15-month history
of noisy breathing and hoarseness.
Although the chest X-ray was nor-
mal, a lateral neck X-ray showed
significant laryngeal swelling
and airway narrowing. A piece of
greenery from a plastic Christmas
tree was extracted from the boy’s
larynx.

In addition to misdiagnoses of
asthma in children with FBA, there
have been some similar reports in
adults. Yurdakul et al.** reported a
52-year-old man who was misdiag-
nosed with asthma and pneumonia
for 6 months. Thoracic computed
tomography revealed an endo-
bronchial lesion that was con-
firmed to be a foreign body (a
tooth) via fiberoptic bronchoscopy.

Radiographic imaging may
reveal an inspiratory-expiratory
abnormality, atelectasis, a medi-
astinal shift, or even a radiopaque

foreign body (as in the first case
presented here). While a chest X-
ray may be normal in 7-30% of
patients with FBA, negative radio-
grams cannot exclude FBA (as in
the second case presented here). If
FBA is suspected, endoscopic
evaluation of the airway should be
performed via laryngoscopy or
bronchoscopy.>"* Aspirated objects
can initially be removed safely
and successfully using a flexible
bronchoscope under local anes-
thesia. However, a rigid broncho-
scope is usually recommended in
children for both diagnostic and
therapeutic purposes: the rigid
bronchoscope provides a better
view of the upper airway and
facilitates ventilation during the
procedure.” In the two patients
described in this report, the aspi-
rated foreign bodies were
removed successfully with a rigid
bronchoscope without any further
complications, and both patients
were discharged after uneventful
recoveries. Even if the chest X-
rays are normal, early bron-
choscopy may be indicated in
children with a persistent cough
and history of choking.

The two cases summarized
in the report emphasize the
remarkable similarity and over-
lapping presentations of FBA and
asthma in young children. FBA
should be considered as a differ-
ential diagnosis of asthma. The
wheeze due to FBA into a large
airway is usually homophonic,
refractory to bronchodilators, and
heard during both inspiration and
expiration. In contrast, wheezing
in asthma is usually heterophonic,
reversible, and heard only during
expiration.'

These cases illustrate that when
young children present with
symptoms of respiratory distress,
a high degree of clinical suspi-
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cious is warranted in order to
avoid any delay in diagnosing
FBA. Physicians must keep in
mind that all wheezing is not due
to asthma. Thus, when a young
child presents with sudden chok-
ing, an unexplained acute wheeze,
cough, stridor, hoarseness, chronic
pulmonary infection, new onset
asthma, or existing asthma that
fails to resolve after conventional
asthma therapy, further work-up
to rule out FBA or other less
common causes of wheeze is
recommended.
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