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Introduction

Foreign body (FB) aspiration is an uncommon but a life-threatening emergency. It occurs more 
commonly among children than in adults [1]. The prevalence ranges from 57% to 80% among 
children under five years of age [2]. Aspirated foreign bodies may lodge in the larynx, trachea or 
bronchi. Impaction of foreign bodies in the larynx may depend on the shape, size of the object and the 
phase of breathing during the aspiration [3]. They can rapidly compromise the airway, causing apnea 
and acute respiratory distress. The management requires rapid diagnosis and urgent intervention to 
prevent mortality [4,5]. Patients with impacted laryngeal foreign bodies (LFBs) usually present with 
acute onset of choking, cough, inspiratory stridor, hoarseness, or complete aphonia and asphyxia. 
Children younger than 4 years are particularly at risk because of their smaller airway calibers, frequent 
oral exploration and tendency to play or talk while eating or holding objects in their mouths [2,4,5]. 
Adults above 65 years of age may present with LFBs secondary to accidental aspiration of dental 
prostheses, impaired protective airway reflexes, neurological conditions and the use of psychotropic 
medication [6,7]. In some cases, partial obstruction may mimic asthma or croup, leading to delayed 
diagnosis [8].

Case Presentation

A 4-year-old male child presented to the pediatric emergency unit of the Lagos State University 
Teaching Hospital with a 3 day history of accidental ingestion of a metallic foreign body. His 
parents described the foreign body as the metallic end of a tape rule. They were unaware of the 
potential hazards of allowing such an object around children, and they expressed significant guilt 
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and emotional distress. He developed a dry cough, noisy breathing, 
difficulty breathing, and a low-pitched voice following the incidence. 
There was no history of dysphagia, odynophagia, hematemesis, or 
hemoptysis. 

The child was stridulous on examination with nasal flaring, 
intercostal and subcostal recessions. He was afebrile, not pale, anicteric, 

not cyanosed, and not dehydrated. He was tachypneic with respiratory 
rate of 52 cycles/minute, oxygen saturation was 99% in room air, and 
other vital signs were within normal limits. A soft tissue X-ray of the 
neck and chest revealed a radio opaque object in the airway at the level 
of C4–C6 which is the region of the larynx as shown in Figures 1 and 
2. A diagnosis of laryngeal foreign body was made. 

 

Figure 1. Soft tissue X-ray of the neck and chest revealing a radio opaque object in the airway (Anterior view).

 

  

Figure 2. Soft tissue X-ray of the neck revealing a radio opaque object in the airway (Lateral view).
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The anesthesia team was consulted, and the child was scheduled 
for direct laryngoscopy and foreign body removal, with preparation 
for bronchoscopy and tracheostomy in case the foreign body 
migrates further into the lower airway. Under inhalational anesthesia, 
a videolaryngoscopy was performed, revealing a yellow metallic 
rectangular object in a sagittal position impacted at the level of the 
rima glottis. Using the videolaryngoscope, the foreign body was 
successfully removed with a grasping forceps thereby eliminating the 
need for bronchoscopy or tracheostomy. The foreign body removed 
is shown in Figure 3. 

Postoperatively, the child’s vital signs remained stable, with no 
cough, fever, difficulty in breathing or chest pain. Upon examination 
he was afebrile, not pale, acynotic and not stridulous, with normal 
chest examination finding. He was placed on intravenous steroids 
and was discharged 2 days after surgery. He was subsequently 
followed up in the outpatient clinic at one week, one month, three 
months and six months postoperatively, during which he had no 
complaint. All examination findings were normal, and he was 
eventually discharged from the outpatient clinic.

Discussion

Impacted laryngeal foreign bodies (LFBs) are an uncommon 
subset of aerodigestive foreign bodies but present disproportionate 
risk because of their ability to acutely compromise the upper airway 
and precipitate life-threatening asphyxia. Children are more at risk 
due to their inquisitiveness, adventurous nature, lack of molars for 
proper mastication, playing and running with food in the mouth 
with consequent poor coordination in swallowing and glottic closure 
[9]. Also, children have smaller airway calibers and tendency to put 
objects in their mouths [5]. Our patient was a 4‑year‑old boy with an 

appropriate neurodevelopmental milestone for age, with less risk of 
aspiration. This is within the age range where children are prone to 
aspiration which often occur accidentally [9]. Groundnuts, fish bone 
or whistles are the most frequently inhaled foreign bodies in this part 
of the world, although our patient aspirated a metallic object [9,10]. 
The clinical presentation of airway foreign body depends on the size, 
its composition, and location in the airway. 

Clinical presentation is heterogeneous and ranges from dramatic 
acute choking and complete airway obstruction to subtle, chronic 
or intermittent symptoms including noisy breathing, chronic 
cough, dysphonia and feeding difficulties [4,5,9]. This was as the 
case of our patient as he developed a dry cough, noisy breathing, 
difficulty breathing, and a low-pitched voice following ingestion of 
the metallic object. The index patient aspirated a rare foreign body 
(the metallic end of a tape rule used for measurements, especially 
clothes). Also, the size was relatively large (2 cm in length by 1.5 
cm in width). The circumstances of the aspiration were not clearly 
known by the parents. In addition, the patient presented 3 days 
after the inhalation. The factors for the delay in presentation to 
our center may be due to inability to diagnose the condition in 
the Primary and Secondary health institutions due shortage of 
Specialist Manpower in these centers. Financial difficulty may also 
be a factor as the condition was sudden and the parents have to pay 
out of pocket in the midst of financial crises in Nigeria. Reports 
stress that children—may present with atypical or indolent features, 
and that a lack of a witnessed aspiration event often contributes 
to diagnostic delays. Clinicians should therefore maintain a high 
index of suspicion when respiratory or upper-airway symptoms are 
unexplained or refractory to usual therapies [4,5,11]. Beyond the 
physical presentation, the psychological impact of an impacted 

 

Figure 3. Foreign body removed from the patient.
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laryngeal foreign body on a patient’s parents can be profound, often 
resulting in immediate trauma and distress, and potentially leading 
to long-term anxiety, hypervigilance and self-blame [12].

Diagnostic evaluation must balance speed and sensitivity. Plain 
radiographs are widely available and are helpful when the object is 
radiopaque, but they may miss radiolucent items (plastic toys) and 
have documented false-negative rates [11]. In such cases, a high index 
of suspicion is required to recognize the presence of lack of complete 
lucency in the airway. It was estimated that only around 26% of the 
aspirated FBs are radio-opaque and visible on chest radiographs [13]. 
Management principles prioritize airway security followed by safe 
extraction. For definitive removal, rigid laryngoscopy under general 
anesthesia is the preferred approach in most series because it provides 
direct control of the airway, allows manipulation with specialized 
instruments (forceps, graspers, retrieval baskets), and permits rapid 
conversion to a surgical airway if extraction fails or the airway is 
lost [5]. In our patient, the laryngeal foreign body was successfully 
removed with a grasping forceps from the patient’s airway using a 
videolaryngoscope. No complication was observed in our patient 
as he was stable after the procedure. Complications and outcomes 
depend on timeliness of diagnosis and execution of treatment. Short-
term complications include hypoxia, laryngeal mucosal laceration, 
bleeding, laryngospasm, distal migration of the foreign body into 
the tracheobronchial tree and pneumonia [4,8,11]. Effective 
management of impacted foreign bodies underscores the importance 
of interdisciplinary collaboration in achieving timely and accurate 
diagnosis as well as comprehensive care. Such coordinated efforts 
facilitate faster diagnosis, safer and more effective removal, reduced 
complication rate, and improved overall patient outcomes [14]. 

Prevention and public health measures are important, 
particularly in pediatric populations. Educational interventions for 
caregivers such as guidance on age-appropriate food preparation, 
adequate supervision, and avoidance of small objects are crucial 
both at home and creche settings where children may be exposed to 
these hazards. In addition, legislative measures addressing toy safety 
and chocking- hazard labelling have been advocated; several authors 
suggest that community education and early first-aid training 
(recognition of choking and prompt activation of emergency 
services) reduce morbidity. In healthcare settings, establishing local 
protocols for suspected airway foreign bodies and ensuring rapid 
access to specialist ENT and anesthesia services improve outcomes 
[11,15].

Conclusion

This case report draws attention that children can play with any 
object and aspirate them. Impacted foreign body in the larynx is 
a life-threatening emergency condition. A high index of suspicion 
is needed together with good history and investigations to make a 
prompt diagnosis. There is need to have more otorhinolaryngologists 
in the Secondary Health institutions to handle these cases.
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