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Laryngeal foreign body: an unusual complication of
percutaneous tracheostomy

B. N. KUMAR, F.R.C.S., R. M. WALSH, F.R.C.S. (ORL), R. G. COURTENEY-HARRIS, F.R.C.S. (ORL)

Abstract
Impaction of a foreign body in the larynx is a serious event. While inhaled foreign bodies may occasionally
impact in the larynx especially in children, a laryngeal foreign body as a complication of percutaneous
tracheostomy has not been reported in the literature. We describe the case of a fragment of a Seldinger wire
retained in the larynx for two years following a percutaneous tracheostomy and review the literature on the
complications of this procedure.
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Introduction
Impaction of inhaled foreign bodies in the larynx is very
rare (Cohen et al., 1980; Rothmann and Boeckman, 1980)
with most passing into the tracheo-bronchial tree. How-
ever, when it does lodge in the larynx, spasm may occur
leading to complete respiratory obstruction and death
(Kent and Watson, 1990; Bhat and Oates, 1996). It is
estimated that 600 children under the age of 15 years die
from this cause every year in the United States (Evans,
1987). Iatrogenic impaction of a foreign body in the larynx
as a complication of percutaneous tracheostomy has not
been reported in the literature. We describe the case of a
fragment of a Seldinger wire (Seldinger, 1953) impacted in
the larynx for two years, the subsequent management and
review the literature on percutaneous tracheostomy.

Case report
A 71-year-old man was referred by his general practi-

tioner (GP) to the ENT department with a three-week
history of progressive stridor and a midline neck swelling
which discharged muco-pus. Prior to this he complained of
difficulty in breathing and swallowing, hoarseness and a
tickling sensation in his throat since undergoing an
emergency double coronary artery bypass graft (CABG)
after an angioplasty two years previously. Following the
cardiac operation he required a percutaneous tracheost-
omy (performed by an anaesthetist) and ventilatory
support for multiple post-operative complications includ-
ing pneumonia, atelectasis, adult respiratory distress
syndrome (ARDS) and gastro-intestinal bleeding.

On examination he was afebrile and had mild inspira-
tory stridor. There was a 1.5 cm sized ulcerated swelling in
the subcricoid region. Flexible fibre-optic nasoendoscopy
of the larynx showed a wire lodged in the larynx extending
from the supraglottis through the vocal folds, passing
anteriorly through the anterior tracheal wall to lie beneath
the skin surface. Both vocal folds were normal in
appearance and mobile. A lateral (Figure la) and A-P
(Figure lb) soft tissue neck X-ray showed a radio-opaque

wire extending from the level of the upper border of the
C3 vertebra in the pharynx, passing through the larynx and
exiting below the thyroid cartilage into the subcutaneous
tissues of the neck. After gaseous induction with halothane
and oxygen, a Negus laryngoscope was inserted and the
wire was removed with laryngeal forceps without difficulty.
The wire was coiled, measuring 20 cm in length and
appeared to be a fragment of a Seldinger wire. The patient
was then intubated with an oral endotracheal tube and the
upper airways were carefully inspected. Following removal
of the foreign body his stridor improved markedly and his
neck wound healed promptly. He was discharged five days
later. He required re-admission on two further occasions
for laryngoscopy and bronchoscopy for episodic mild
stridor. Mild tracheomalacia was diagnosed which resolved
completely with time.

Discussion
Percutaneous tracheostomy is a simple and relatively

quick method of performing a tracheostomy which is used
for long-term ventilatory support and for the evacuation of
tracheo-bronchial secretions (Hazard et al., 1991). It is
performed in the sub-cricoid position using the Ciaglia
technique of passing a guide-wire into the tracheal lumen
followed by dilatation of the tract and insertion of a full-
sized cuffed tracheostomy tube into the trachea (Ciaglia et
al., 1985). It is generally not recommended in marked
obesity, the presence of a goitre, children, emergencies and
whenever the cricoid cartilage cannot be definitely
palpated (Ciaglia et al, 1985; Ciaglia and Graniero, 1992;
Fisher and Howard, 1992). In recent reviews, reported
complications were uncommon and most were minor.
These included subcutaneous emphysema, minor skin
haemorrhage, inability to insert the tube, stomal granula-
tion formation, tube displacement, voice changes, pneu-
mothorax, skin tethering, tracheomalacia, tracheal erosion
and stenosis (Hazard et al., 1991; Ciaglia and Graniero,
1992; Leinhardt et al., 1992; Friedman and Mayer, 1993;
van Heurn et al, 1995; Whittet et al, 1995). We add this
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FIG. 1
Lateral l(a) and AP l(b) soft tissue neck X-rays showing a radio-opaque wire in the pharynx and larynx exiting into the

subcutaneous tissues of the neck.

unusual complication of a retained fragment of a Seldinger
wire to this list. However, it is a mystery why the wire
points upwards from its presumed entry point in the sub-
cricoid region. It is possible that it was originally down-
wards and then coughed into the position demonstrated in
the X-rays.
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