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B
iphasic stridor in the pediatric population can repre-

sent a diagnostic dilemma for the otolaryngologist.

The wide variety of etiologies range from benign to

life-threatening situations. The patient’s history and physical

examination, including flexible laryngoscopy, are often suf-

ficient to establish a diagnosis.1 We present a case of an 18-

month-old girl who presented with a 6-month history of

biphasic stridor due to an extraluminal esophageal foreign

body causing external compression of the trachea. The

University of Nebraska Medical Center Institutional Review

Board has deemed this case report exempt.

Case Presentation

An 18-month-old girl was referred to pediatric otolaryngol-

ogy with a 6-month history of noisy breathing, hoarseness,

and recurrent croup. Flexible office laryngoscopy by an out-

side otolaryngologist revealed mild laryngeal edema, laryn-

gomalacia, and a possible right piriform mass. The patient

had increased work of breathing with feeds and was slow to

gain weight. On examination, she was well appearing

except for a weak, hoarse cry and mild biphasic stridor. She

underwent microdirect laryngoscopy and bronchoscopy

(Figure 1A and 1B). There was tracheal compression con-

sistent with a vascular ring or sling. Computed tomography

of the chest was obtained (Figure 1C and 1D).

These images showed normal vascular anatomy; how-

ever, a complex mediastinal mass measuring 2.7 3 2.0 3

2.7 cm was found within the right paratracheal region, pos-

terior to the superior vena cava and immediately adjacent to

the esophagus. The mass contained gas and fluid.

Pediatric surgery evaluated the patient and believed the

mass to be consistent with a esophageal duplication cyst.

The patient underwent a thorascopic resection of the mass

(Figure 2). The cyst was identified within the wall of the

esophagus and dissected free. A piece of plastic (1 3 1 cm)

was found within the mass. The patient was seen at her 2-

week postoperative visit with resolution of her symptoms.

Discussion

This case demonstrates a unique presentation of an extralum-

inal esophageal foreign body causing airway obstruction.

Flexible laryngoscopy is a tool that otolaryngologists uti-

lize in their office, which provides a dynamic examination

of the upper airway. It can help diagnose the common

causes of pediatric stridor, including laryngomalacia and

vocal fold paresis. This child had biphasic stridor and poor

weight gain, prompting further evaluation in the operating

room.

Direct laryngoscopy and bronchoscopy showed external

compression of the trachea that appeared to be pulsatile

given the close proximity of the cyst to the great vessels.

Vascular rings are rare congenital defects that represent

\1% of all congenital cardiac defects. These are most com-

monly due to a double aortic arch that wraps around the tra-

chea and causes external compression. The common

presenting symptom is stridor.2 Pulmonary artery sling is

another congenital cardiac defect caused by the anomalous

origin of the left pulmonary artery off of the right pulmon-

ary artery. The left pulmonary artery then passes over the

right mainstem bronchus and posterior to the trachea to the

left lung hilum.

Foreign body ingestion is a relatively common occur-

rence, with peak incidence between the ages of 6 months to

3 years. Around 50% of children will not have any
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symptoms with ingestion, in which cases the diagnosis is

suspected on the basis of patient history.3 Patients present in

the first 24 hours 62% of the time. In the acute setting, most

children have gastrointestinal symptoms, such as drooling

and dysphagia. In chronic esophageal foreign bodies that

have been present for .7 days, 76% of patients present

Figure 1. Chest findings from microdirect laryngoscopy and bronchoscopy and computed tomography prior to definitive treatment. (A, B)
Midtracheal compression seen on microdirect laryngoscopy and bronchoscopy, with near total occlusion. (C, D) Representative cross-sec-
tional images showing mediastinal cystic mass intimately involved with esophagus, with compression of trachea.

Figure 2. Intraoperative photographs. An approximately 5-cm inflammatory mass was identified over the lateral aspect of the esophagus.
In the process of the dissection, the cyst was opened and within the wall of the mass/wall of the esophagus a square centimeter of rigid
plastic sheet was identified, consistent with a swallowed foreign body that had partially eroded out of the esophagus, causing the inflamma-
tory mass and resulting in the mass effect on her trachea. The foreign body was removed, and the inflammatory mass was removed. The
esophageal wall was then closed.

2 OTO Open



with respiratory symptoms. Patients with esophageal foreign

bodies have abnormal chest radiograph results 82% to 90%

of the time, while about 50% of esophageal foreign bodies

are radio opaque. Typically, patients have immediate symp-

toms of mediastinitis when foreign bodies penetrate the eso-

phagus. This case highlights many of the signs, symptoms,

and diagnostic modalities for the workup of pediatric

patients with stridor. The astute otolaryngologist should be

ever vigilant to the diagnostic possibilities in any child pre-

senting with stridor.
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