


Santosh Kumar Swain et al

18

airways can present with varied symptomatology. Often 
history is not contributory and diagnosis depends on clinical 
suspicion, clinical signs and radiological findings.

Laryngeal foreign bodies are very rare as most inhaled 
objects pass into the bronchus (Kent and Watson 1990),6 

Lima7 in a review of 91 inhaled foreign bodies found 11 to 
be at the true glottis. A total of five out of these 11 had fatal 
outcome and transient hypoxic encephalopathy occurred in 
another three patients. Similarly, Rothman and Boeckman8 
found only 5 cases of laryngeal foreign bodies in a series 
of 225 patients. In many cases of laryngeal foreign bodies, 
history of choking followed by a transient cough was seen. A 
foreign body lodged in the larynx can lead to laryngospasm 
and complete respiratory obstruction.

Metallic foreign bodies in the larynx are rare. Hussain 
et al9 reported a case of open safety pin in the larynx in a 
6-month-old boy, which was removed under inhalational 
anesthesia without intubation/tracheostomy. They have 
suggested the use of a suction tube into which the sharp end 
of the safety pin could be inserted, prior to being brought 
out, as a useful method.

Metallic foreign bodies of airways as compared to vege
tative ones are inert and minimally reacting. As a result, these 
do not produce any immediate clinical manifestations unless 
obstructing the airway significantly. In contrast, vegetative 
foreign bodies are fast reacting. After lodging in the airway, 
they swell up, blocking the passage and producing chemical 
reaction leading to pneumonitis.10 Ambu et al11 have reported 
a case of a laryngeal foreign body neglected for one and 
half months in a 3-year-old boy. This delay in diagnosis was 
because of paucity of symptoms. The foreign body was a 
bird bone, which was seen on plain X-ray of the neck and 
was removed by direct laryngoscopy partially. Tracheostomy 

was required for stridor due to granulation tissue covering 
the laryngeal inlet. Remainder of the bone was removed 
through tracheostomy.

Difficulties during removal of airway foreign bodies are 
related to technical factors in grasping them, inaccessibility 
of site of their lodgement or inflammatory changes making 
their visualization difficult. If foreign body gets dislodged to 
the lower airway, it may cause complications like recurrent 
pneumonia, lung abscess, bronchiectasis, infiltrations and 
effusion.12

Incidence of foreign bodies is more among children. 
They explore their world by introducing objects in their 
mouth and nose.13 Children have the habit of putting things 
in their mouth to determine their taste and texture and also to 
chew on when teething. In the rural areas, the small children 
are in care of older siblings. Negligence and illiteracy, 
talking while eating, mental infirmity, alcohol ingestion, and 
wearing dentures when asleep are some of the contributing 
factors for foreign body aspiration.14

Fig. 1A: X-ray neck (AP view) showing open safety pin Fig. 1B: X-ray neck (lateral view) showing open safety pin

Fig. 2: Removed open safety pin
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CONCLUSION

Aspiration of foreign body is a preventable mishap. Open 
safety pin is the most dangerous and challenging foreign 
body in the larynx. It can be prevented by imparting proper 
education to the parents and public at large. They should 
be told about dangers of these accidents and eventualities. 
Optimum care should be provided to the mentally retarded 
children by parents.
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