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A Case of Infant with Persistent Stridor due
to Residual Esophageal Foreign Body

Jung-Heon Kim, M.D., Jeong-Min Ryu, M.D.’

Department of Pediatrics, Children’s Hospital, Asan Medical Center, Seoul, Korea,
Department of Emergency Medicine, Asan Medical Center, Seoul, Koreat

Esophageal foreign body could cause stridor. Stridor may be persistent due to residual foreign body even after removal of
esophageal foreign body. We describe a case of a 10-month-old boy who experienced persistent stridor after initial removal of
esophageal foreign body. He had been brought to the emergency department, and a foreign body had been removed by rigid
bronchoscopy. Nevertheless, he had persistent stridor. A computed tomography (CT) scan revealed residual foreign body with
associated calcification in the prevertebral soft tissue (C3-C5 level). He has been on surgical observation with foreign body in situ.
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Fig. 1. Chest computed tomography (CT) scan performed at the other hospital.
(A) Axial images showed no remarkable abnormality. The highest level of axial images was at 5th cervical vertebra. (B) No
abnormality was remarkable in both lung fields and the large airway.
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Fig. 2. Initia anterior-posterior view of chest x-ray.
There was no abnormal finding in both lung fields.
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Fig. 3. Initial lateral view of neck soft tissue x-ray.
White arrows indicate normal epiglottis. (A) Circle indicates a radiopague foreign bodies in the prevertebral space from 3rd

to 5th level of vertebrae. (B) With magnified view, they could be easily recognizable.

{

Fig. 4. Neck computed tomography (CT) scan that was carried out at hospital day 3.
(A-C) A radiopaque foreign body with associated calcification in the prevertebral soft tissue (C3-C5 level) was recognized
from axial, coronal and sagittal view. The lesion was seemed to be embedded in posterior wall of the hypopharynx and no
lesion suggesting retropharyngeal abscess was found. (D) It is also recognized from the lateral view of neck soft tissue x-ray.

White arrows indicate the lesion.
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Fig. 5. Follow-up lateral view of neck soft tissue x-ray that
was carried out at 7 days after foreign body removal.
White arrow indicates the hypopharynx that shows
clearance of the radiopague lesion. Black arrow indicates
the residual edema and the other radiopague lesion in the
prevertebral soft tissue (C3-C5 level). Unfortunately, the
|atter was not recognized as aresidual foreign body.
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Fig. 6. Follow-up lateral view of neck soft tissue x-ray that was carried out at 4 days after discharge.
(A) White arrow indicates the hypopharynx that shows clearance of the radiopague lesion. Black arrow indicates the residual
lesion in the prevertebral soft tissue (C3-C5 level). (B) This lesion seemed to be more radiopague than the last cut (Fig. 5)
and it was recognized as aresidual foreign body. With magnified view, they could be easily recognizable.
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Fig. 7. Follow-up neck computed tomography (CT) scan that was carried out at 10 days after discharge.
(A-C) A radiopaque foreign body with associated calcification in the prevertebral soft tissue (C3-C5 level) was recognized
from axial, coronal and sagittal view. (D) But shape of the foreign body was different from that in neck CT scan that was
carried out during admission. It means that the radiopaque |lesion was residual foreign body. White arrows indicate the lesion.

Fig. 8. Chest computed tomography (CT) scan outside the hospital.
A radiopague foreign body (white arrow) was recognized retrospectively from Chest CT scan that was carried out at the other

hospital. The formal report was “About 2x 1.6 cm sized residual radiopaque foreign body in the prevertebral soft tissue at
C3-5level”. Please be sure that these images were entirely same with images of Fig. 1.
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Fig. 9. A difference of radiologic anatomy of the larynx between children and adults.
Lateral view of neck soft tissue x-ray of this patient (A) and 43 year-old female patient (B). Partially calcified cricoid cartilage

(white circle) is recognizable from B, but not from A.
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