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1. Introduction

External trauma to the upper airways (larynx, trachea, oesophagus), whether open
Commons Attribution International . . .
License (CC BY 4.0). or closed, is rare and can cause formidable problems in the emergency depart-

http://creativecommons.org/licenses/by/4.0/ ment, due to the wide variety of clinical pictures produced, which are sometimes

m falsely reassuring, as they may decompensate secondarily [1] [2] [3]. The com-

plexity of potential clinical pictures is largely explained by the multiplicity of ana-

tomical elements that cross the cervical region and may be at the origin of asso-
ciated lesions [4]. The circumstance of occurrence, the absence of a penetration

syndrome on questioning, the location of the traumatic foreign body, the age,

DOI: 10.4236/0jped.2023.134059 Jul. 21, 2023 523 Open Journal of Pediatrics


https://www.scirp.org/journal/ojped
https://doi.org/10.4236/ojped.2023.134059
http://www.scirp.org
https://www.scirp.org/
https://doi.org/10.4236/ojped.2023.134059
http://creativecommons.org/licenses/by/4.0/

D. S. Quaimon et al.

sex and geographical location of the patient have led to emergency management.
We report a clinical case of a traumatic foreign body of the upper aerodigestive
tract that occurred after a play accident in a 7-year-old girl, whose case was ma-

naged in a context of difficult diagnosis.

2. Observation

This was a 7-year-old female child weighing 19 kg, a student with no particular
pathological history, up-to-date vaccinations and a low socio-demographic stan-
dard of living, who was referred to us from a regional hospital 120 km from the
capital, for treatment of a cervical wound caused by a penetrating object. On ar-
rival, the child was found to be conscious, with a clean, dry bandage around the
neck, enclosing a steel rod. Conjunctival staining and hemodynamic constants
were stable. There was no respiratory distress, the pulmonary, cardiac and diges-
tive systems were normal, and there was no dysphonia. However, there was
odynophagia accompanied by a swallowing disorder marked by hypersalivation,
and pharyngeal and tracheobronchial congestion. There was no cough or he-
moptysis (bloody sputum). The oropharynx was unremarkable. Hypopharyn-
goscopy revealed blood clots and a transverse steel foreign body that could not
be removed directly. As soon as we received the patient, we immediately called
the pediatric intensive care unit, the Ent department and the head and neck sur-
gery department, and took the child to the ENT department. Once the dressing
had been removed, we saw a steel iron rod some 50 cm long frozen in the neck,
with a portal of entry located in the upper left lateral third, the tip of which
threatened under the right horizontal ramus of the mandible with an oblique
upward trajectory. X-rays and cervical CT scans were not performed, due to a
lack of operational service. We opted for a safer cervicotomy to remove the for-
eign body.

With the patient under general anaesthetic, head immobilized and neck in ex-
tension, we make a slightly oblique incision upwards (following the CE) from
the portal of entry, detaching the subcutaneous planes, opening the posterior
part of the mylohyoid, opening the hypothyroid membrane for around 5 cm,
and exposing the foreign body, which we gently remove. Exploration revealed no
vascular lesions or communication with the hypopharynx. Meticulous cleansing
followed by a 3-plane closure was performed. The child was treated medically
with VAT 750 IU subcutaneous anti-tetanus serotherapy, dexamethasone 4 mg 1
mg/kg/day every 8 h and antibiotics Ampicillin 1 g, 200 mg/kg/day every 6 h,
Gentalline 80 mg, 5 mg/kg/day, paracetamol 1 g, 60 mg/kg/day every 6 h. On
postoperative day 1, the dressing was clean, hemodynamic constants normal,
and there was no respiratory distress, dysphonia or dysphagia. At 3 days post-op,

the evolution was favorable and the patient was discharged.

3. Discussion

Trauma to the external, open upper airways is serious not only because of the
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immediate vital risk, but also because of the risk of distant functional sequelae
[1] [5]. A thorough understanding of the mechanisms of injury, the warning
signs and a good knowledge of the major cervical areas are essential to avoid
misdiagnosing the trauma [6] [7] [8]. Our patient received a foreign body in the
form of a steel bar on the anterior aspect of her neck. Her condition can be ex-
plained by violence during children’s games in a rural environment, due to a
lack of supervision on the part of the parents. Asphyxia is the leading cause of
death in both closed and open laryngeal trauma. Ensuring permeability of the
respiratory tract should be the first step. Management of external trauma to the
larynx is based on clinical examination, with nasofibroscopy cervical CT Scan
and endoscopy helping to establish a diagnosis of severity and guide treatment.
The multidisciplinary team decided to take rapid action, given the limited space
available, the emergency situation and the anxieties of the parents. A foreign
body in a child’s airways is a paediatric emergency, and one of the most frequent
accidents. There are 1500 cases in France every year. In developing countries, the
frequency is underestimated [9] [10] [11]. Most authors report that this accident
occurs at the age of grasping, from 6 months to 3 years, with a peak around 4
years, and is predominantly male [12] [13] [14]. Our particular case involved a
7-year-old female child who, while playing with her friends, was hit in the neck
by a projected steel bar. We note that foreign bodies often occur as a result of a
daytime accident in a healthy child at a specific time (during a meal or a game).
In 80% of cases, questioning reveals the notion of a penetration syndrome, re-
flecting a reflex to protect the respiratory tract. This syndrome includes vocal
cord closure, laryngeal spasm, resulting in a hacking cough after a sudden attack
of suffocation with cyanosis followed by dyspnea, cardiovascular and neurologi-
cal signs [15] [16]. Our patient did not present with penetration syndrome or
vocal cord closure, which could be explained by the particular location of the
foreign body (Figure 1 and Figure 2). The presence of a foreign body in the res-
piratory tract leads to a false route, dyspnoea with signs of struggle, oedema and
infection. An edema 0.5 cm in diameter is enough to reduce the subglottic air-
way by 75% [17] [18]. The nature of the foreign body varies according to the en-
vironment and eating habits. It may be organic or inorganic (fish bones, pearls,
peanuts, metal, etc.) [19]. Our patient presents with a rigid metallic body made
of steel. The clinical symptomatology depends on the location of the foreign
body (Table 1). The examination should be brief, auscultation for bronchial
rales, paraclinical radiography of the neck and lungs face and profile, blood gases
and a standard work-up for endoscopy: CBC, GS/RH, TP, TCK; should be car-
ried out within a short time, which was not done in our patient for lack of means,
as the parents had a low socio-demographic level. Treatment was aimed at ex-
tracting the foreign body, to be prevented by informing the parents of the se-
riousness of the accident, and using visible and radio-opaque toys [20] [21].
Medical treatment consists of fast-acting corticosteroids (1 to 2 mg) and
prophylactic antibiotics. Depending on the location of the foreign body and the

delay before the incident, certain maneuvers can be performed, such as the
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Figure 1. The road of external trauma to the body [CHUPB].

Figure 2. Upper aerial cervical vertebra [CHUPB].

Table 1. Clinical symptoms depend on the location of the foreign body. Clinical manife-
stations of Larynx in foreign body localization.

The location of foreign bodies Clinical demonstration

Inspiration obstacle
Dysphonie
Larynx Decorate Stridor
Invalid and repeated dry Tok
Apnea

Two developmental disorders
About Wheezing

bet
ety Query on the change of position
Apnea
About Wheezing
Bronche Decorate Toux
Claws that shake or tremble unilaterally
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HEIMLICH maneuver. Hyperpressure in the abdomen enables the foreign body
to be expelled. In the MOFFENSON maneuver, the young child is placed on the
operator’s knee; a flat hand is vigorously applied to the back to expel the foreign
body [22]. In our case, none of these manoeuvres was performed, due to the lo-
cation of the foreign body. Rigid tube laryngotracheobronchoscopy (endoscopy)
under general anaesthesia and rigid fibroscopy allow identification of the foreign
body. The gold standard of treatment is rigid-tube tracheobronchoscopy under
general anaesthetic, to confirm the presence of a foreign body and extract it [23].
The indications for treatment will depend on the environment, the consultation
time, the nature of the foreign body and its location. Our patient came from far
away, and multidisciplinary management was beneficial. Monitoring was based
on elements of severity: age, fever leading to superinfection, ineffectiveness of
treatment. The evolution of the disease depends on the delay in diagnosis, the
size or shape of the foreign body, the migration of the foreign body into the tra-

chea or bronchus, and the possibility of expulsion of the foreign body.

4. Conclusion

Foreign bodies are a frequent emergency, posing a diagnostic problem if the ac-
cident is unrecognized, and treatment is difficult because the equipment is poorly
adapted. Multidisciplinary management in a context where diagnosis is difficult
can help avoid complications. The best treatment remains prevention, which

involves monitoring children.

Conflicts of Interest

The authors declare no conflicts of interest regarding the publication of this paper.

References

[1] Lacau St Guily, J. and Perie, S. (2002) Conduite a tenir a un traumatisme externe et
une plaie du cou. In: Tran Ba Huy, P. and Manach, Y., Eds., Les urgences en ORL,
Société Frangaise ’ORL et de chirurgie cervico-faciale, Paris, 353-364.

[2] Stassen, N.A., Hoth, J.J., Scott, M.]., Day, C.S., Lukan, J.K., Rodriguez, J.L., et al
(2004) Laryngotracheal Injuries, Does Injury Mechanism Matter? The American
Surgeon, 70, 522-525. https://doi.org/10.1177/000313480407000612

[3] Demetriades, D., Velmahos, G.G. and Asensio, J.A. (2014) Cervical Pharyngoeso-
phageal and Laryngotracheal Injuries. World Journal of Surgery, 25, 1044-1048.
https://doi.org/10.1007/s00268-001-0057-9

[4] Corneille, M.G., Stewart, R.M. and Cohn, S.M. (2008) Upper Airway Injury and Its
Management. Seminars in Thoracic and Cardiovascular Surgery, 20, 8-12.
https://doi.org/10.1053/j.semtcvs.2008.02.003

[5] Akhtar, S. and Awan, S. (2008) Laryngotracheal Trauma Its Management and Se-
quelae. Journal of the Pakistan Medical Association, 58, 241-243.

[6] Ikram, M. and Naviwala, S. (2000) Case Report Acute Management of External La-
ryngeal Trauma. Ear, Nose & Throat Journal, 79, 802-804.
https://doi.org/10.1177/014556130007901011

[7] Deshpande, S. (1998) Laryngotracheal Separation after Attempted Hanging. British

DOI: 10.4236/0jped.2023.134059

527 Open Journal of Pediatrics


https://doi.org/10.4236/ojped.2023.134059
https://doi.org/10.1177/000313480407000612
https://doi.org/10.1007/s00268-001-0057-9
https://doi.org/10.1053/j.semtcvs.2008.02.003
https://doi.org/10.1177/014556130007901011

D. S. Quaimon et al.

(8]

(10]

(11]

(12]

(13]

(14]

(15]

(16]

(17]

(18]

(19]

(20]

(21]

(22]

(23]

Journal of Anaesthesia, 81, 612-614. https://doi.org/10.1093/bja/81.4.612

Desjardins, G. and Varon, A.J. (2001) Airway Management for Penetrating Neck
Injuries the Miami Experience. Resuscitation, 48, 71-75.
https://doi.org/10.1016/S0300-9572(00)00319-1

Clement, P. and Verdalle, P. (2008) Plaie et traumatismes cervicaux. In: Brasnu, D.,
Ed., Traité & ORL, Flammarion Médecine-Sciences, Paris, 634-642.

Haliloglu, M., Ciftci, A.O., Oto, A., Gumus, B., Tanyel, F.C., Senocak, M.E., et al
(2003) CT Virtual Bronchoscopy in the Evaluation of Children with Suspected For-
eign Body Aspiration. European Journal of Radiology;, 48, 188-192.
https://doi.org/10.1016/50720-048X(02)00295-4

Tan, H.K., Brown, K., Mc Gill, T., Kenna, M.A., Lund, D.P. and Healy, G.B. (2000)
Airway Foreign Bodie(FB): A 10-Year Review. International Journal of Pediatric
Otorhinolaryngology;, 56, 91-99. https://doi.org/10.1016/S0165-5876(00)00391-8

Louie, J.P., Alpern, E.R. and Windreich, R.M. (2005) Witnessed and Unwitnessed
Esophageal Foreign Bodies in Children. Pediatric Emergency Care, 21, 582-585.
https://doi.org/10.1097/01.pec.0000177196.83655.91

Popel, J., El-Hakim, H. and El-Matary, W. (2011) Esophageal Foreign Body Extrac-
tion in Children: Flexible versus Rigid Endoscopy. Surgical Endoscopy, 25, 919-922.
https://doi.org/10.1007/s00464-010-1299-0

Paul, S.P. and Wilkinson, R. (2012) Foreign Body Ingestion in Children. Nursing
Times, 108, 25.

Smilth, M. and Wong, R. (2006) Esophageal Foreign Bodies: Types and Techniques
for Removal. Current Treatment Options in Gastroenterology, 9, 75-84.

Buffe, P., Poncet, J.L. and Verdalle, P. (1993) Chirurgie des plaies et traumatisme du
larynx et de la trachée cervicale. Encycl. Med Chir, Techniques Chirurgicales. Téte
et cou, 410-420.

Mohan, R., Iver, R. and Thaller, S. (2009) Airway Management in Patients with Fa-
cial Trauma. Journal of Craniofacial Surgery, 20, 21-23.

Altkorn, R., Chen, X., Milkovich, S., Stool, D., Rider, G., Bailey, C.M., et al. (2008)
Fatal and Nonfatal Food Injuries among Children (Aged 0-14 Years). International

Journal of Pediatric Otorhinolaryngology, 72, 1041-1046.
https://doi.org/10.1016/j.ijporl.2008.03.010

Gregori, D., Salerni, I., Scarinzi, C., Morra, B., Berchialla, P., Snidero, S., et al
(2008) Foreign Bodies in the Upper Airways Causing Complications and Requiring
Hospitalization in Children Aged 0-14 Years: Results from the ESFBI Study. Euro-
pean Archives of Oto- Rhino- Laryngology, 265, 971-978.
https://doi.org/10.1007/s00405-007-0566-8

Takino, K. (1979) Removal of Foreign Bodie from the Airway and Esophagus. Nip-
pon Jibiinkoka Gakkai Kaiho, 82, 728-731. https://doi.org/10.3950/jibiinkoka.82.728

Holinger, P.H. (1962) Foreign Bodie in the Air and Food Passages. American Acade-
my of Ophthalmology and Otolaryngology; 66, 193-210.

Chinski, A., Foltran, F., Gregori, D., Ballali, S., Passali, D. and Bellussi, L. (2010)
Foreign Bodies in the Oesophagus: The Experience of the Buenos Aires Paediatric
ORL Clinic. International Journal of Pediatrics, 2010, Article ID: 490691.
https://doi.org/10.1155/2010/490691

Ryan, C.A., Yacoub, W, Paton, T. and Avard, D. (1990) Childhood Deaths from
Toy Balloons. The American Journal of Diseases of Children, 144, 1221-1224.
https://doi.org/10.1001/archpedi.1990.02150350053023

DOI: 10.4236/0jped.2023.134059

528 Open Journal of Pediatrics


https://doi.org/10.4236/ojped.2023.134059
https://doi.org/10.1093/bja/81.4.612
https://doi.org/10.1016/S0300-9572(00)00319-1
https://doi.org/10.1016/S0720-048X(02)00295-4
https://doi.org/10.1016/S0165-5876(00)00391-8
https://doi.org/10.1097/01.pec.0000177196.83655.91
https://doi.org/10.1007/s00464-010-1299-0
https://doi.org/10.1016/j.ijporl.2008.03.010
https://doi.org/10.1007/s00405-007-0566-8
https://doi.org/10.3950/jibiinkoka.82.728
https://doi.org/10.1155/2010/490691
https://doi.org/10.1001/archpedi.1990.02150350053023

	Management of Traumatic Foreign Bodies of the Upper Aerodigestive Tract in Children with Limited Diagnostic Resources at the Pediatric University Hospital of Central African Republic of Bangui
	Abstract
	Keywords
	1. Introduction
	2. Observation
	3. Discussion
	4. Conclusion
	Conflicts of Interest
	References

