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Introduction
Young children with wheezing or stridor often wrongly diagnosed for bronchial asthma and 

treated for the same but without much of a benefit. A careful history, physical examination, radiology 
and endoscopy may reveal the exact pathology which may be in larynx, trachea or bronchus and so 
with a proper diagnosis, the management is successful with a faster recovery and a cure [1]. This 
misdiagnosis as asthma may produce a psychological trauma to parents and repeated visits to clinics 
will result into loss of working days and a monetary loss to parents as well as to state treasuries 
too. Wheezing is very common in children (40%) and by six years of age, almost one half of children 
will have had at least one episode of wheezing. In children younger than 5 years, asthma is the 
most likely cause of recurrent wheezing but other causes should be considered in the differential 
diagnosis. The diagnosis of a vocal cord dysfunction can be made using direct laryngoscopy, only 
during symptomatic periods or after the exercise [2,3]. A stridor may be produced by other glottis 
pathologies like glottis cysts, vocal cord granulations, polyps and papilloma. Aspirated foreign 
bodies, stuck up in larynx, can lead to persistent cough with dyspnea and a stridor and by going 
further down it may produce a generalized wheezing, necessitating an endoscopic retrieval [4]. 
Commonly found aspirated foreign bodies are food particles and seeds (70% of all episodes), 
metallic or plastic pieces of toys or house hold items. The sudden onset of wheezing and choking 
may indicate foreign body aspiration, which warrants immediate bronchoscopy. If the history 
or physical examination suggests asthma, clinical guidelines recommend pulmonary function 
testing [5]. Stridor with drooling suggests the diagnosis of epiglottitis and there may be congenital 
anomalies involving the air passages.

In this study, six different etiologies irrespective of age or sex and duration or site of lesion were 
taken up, to understand common antilogies which may be misinterpreted as bronchial asthma but 
can be diagnosed correctly by simple X-rays or CT scans and an endoscopy.

Case Series
Case 1

(Glottis pathology-Foreign body) One year old girl was having SOB and cough for 3 months, 
after swallowing pieces of a cloth pin (plastic). The mother removed it from child’s mouth but the 
cough continued with a hoarse week crying sound and occasionally with a mild to moderate stridor. 
The patient was diagnosed and being treated repeatedly for asthma. The chest X-ray was found non 
informative. An FFL was indicated but due to its unavailability a rigid direct laryngoscopy was done 
which revealed a piece of plastic cloth pin lying in between the true vocal cords, hooked at anterior 
commissure (Figure 1). Immediate after the FB extraction, the stridor disappeared and in next 3 
days the crying became normal.

Case 2
(Glottic pathology-papilloma) A four years old girl was being treated off and on for 

dyspnoea, stridor and cyanosis with a diagnosis of asthma, for about a month. The chest X-ray was 
found normal. Again a FFL was indicated but due to its non-availability, a rigid direct laryngoscopy 
was done which revealed an obstructive papillomatous growth on superior surface of both true vocal 
cords (Figure 2).
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An emergency tracheostomy had to be performed and then 
through RDL, an excisional biopsy of the glottic growth was 
done. The histology confirmed it to be a papilloma. After a check 
direct laryngoscopy (before the decannulation) and with a gradual 
decannulation, the tracheostomy tube was removed after a week. 

Case 3
(Supra glottic pathology-cyst) A four months old child, mature at 

birth, had persistent cough, wheeze and stridor, for two months. The 
chest X-ray was normal. A provisional diagnosis of Laryngomalacia/
Bronchial asthma was made and due to non availability of FFL, a RFL 
was performed which revealed a, 0.5 cm size, round cyst on superior 
surface of epiglottis with its left edge extending to vallecula pushing 
the left side of epiglottis downwards. The cyst wall was excised and a 
mucoid fluid was drained. Few granulations were also seen over left 
false vocal cord near the arytenoid. True vocal cords, sub glottis and 
trachea were found normal. Post operatively the wheezing disappeared 
though the hoarseness persisted for 2 weeks. Histology report from 
the cyst in vallecula revealed it to be a retention cyst contents with 
inflammatory cells and the granulations tissues from the false vocal 
cord showed “Fibromyxoid spindle cell proliferation”.

Case 4
(Glottic inflammatory. pathology-Sub acute inflammation) A 

nine months old child had a hoarse and low volume crying sound 
with a persistent dry cough and respiratory distress, for 2 weeks. 
There was no history of respiratory tract infection. The child was 
known to be asthmatic. Clinically and radiologically the chest was 
clear. The CBC was found normal. A RFL (as FFL was not available) 
revealed congestion and edema on true vocal cords. The child was 
treated for subacute Laryngitis with steroids and antibiotics and in 
seven days the patient recovered fully.

Case 5
(Subglottic Pathology- FB) A nine months old child had 

breathlessness, noisy breathings for about two weeks and fever for 1 
week. She was being treated for bronchial asthma without any relief. 
The patient had  mild inspiratory stridor with bilateral conducted 

sounds in lungs. Incidentally a chest X-ray was advised which 
revealed a radio-opaque, 5 mm × 3 mm, rectangular FB in subglottic 
region (Figure 3).

The child was taken to operation theatre for a RFL but an 
emergency tracheostomy had to be performed first, because of the 
falling oxygen saturation. Through RFL the metallic FB was extracted 
(Figure 4), from the subglottic region.

Case 6
(Oesophageal Pathology- FB) A two years old child had cough, 

wheezing and choking with drooling of saliva for 2 weeks, more so 
during getting feeds, which was liquid only. The child was being 
treated for suspected bronchial asthma but without any benefit so 
a chest X-ray was advised which revealed a coin in upper third of 
oesophagus (Figure 5 and 6a, 6b). Coin found partially eroded. A 
RFL was used to extract the coin. The surfaces of the coin were found 
partially eroded and rusted due to its long stay inside the oesophagus 
(Table 1 & Figure 6).

Discussion
Regarding the age factor, the cases in our study group, were in 

between 4 months to 4 years, similar to studies in the United States 
(between 1988 and 1994) which showed that the prevalence for 

Figure 1: The FB (1cm × 0.3 cm) piece of a cloth pin.

Figure 2: Through RFL- papilloma on vocal cords.

Figure 3: Subglottic FB as seen in X-ray of Neck (Lateral view).

Figure 4: Extracted Subglottic FB.

Figure 5: Chest X-ray.
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wheezing amongst two to three year olds was 26% and amongst 9 
to 11 year olds, it was 13% (4.5). FB aspirations, congenital laryngeal 
cysts and wheezes due to asthma are also common in young children, 
below 5 yrs of age. Regarding the sex incidence, in our study, 4 cases 
were females and 2 were male children but as we picked up the cases 
with only different pathologies and not age wise hence no inference 
can be drawn for the sex incidence. In other studies also no specific 
sex ratio has been found. Similarly a study on incidence of site and 
type of pathology was not possible in this study as cases were not 
selected for a particular period, site of lesion or as per pathology. The 
different sites with different pathologies were selected for the sake of 
discussion. In our study the symptoms and duration for all the cases 
was in between 2 weeks to 3 months as for this study the cases were 
selected who had dyspnea of recent origin with different pathologies. 
All the six cases in our study were being treated for asthma. These 
misdiagnosed asthmatic patients were later found to have a different 
pathology, emphasizing the importance of radiology and endoscopic 
investigation for a proper diagnosis. A diagnosed by rigid endoscopy 
was used due to non availability of a flexible fiberoptic endoscope 
and in radiology, plain X-rays of neck and chest were helpful. For 
removal of FB, rigid endoscopes were used which is still a preferred 
way of removing a relatively big FB from upper airway. In our study 
the FB seen were a coin (in oesophagus), a ring from subglottis and 
a FB (plastic piece of a cloth pin) in glottis. As per the results are 
concerned, there was an immediate relief in case of FB extracted 
from glottis after excision of the glottic papilloma and when the coin 
was removed from upper third of oesophagus but the progress was 
gradual after supraglottic cyst removal and in the case of laryngitis. 
In the case of subglottic FB extraction, after a planned decannulation, 
the tracheostomy tube was removed.

S. No. Site/age/sex Pathology Diag.by Remarks Managed by

1 Glottic/1 year/F F.B.(Plastic piece) RFL - Duration-3 Months (Cough, Hoarseness and Mild 
Stridor) RFL -  Extraction

2 Glottic/4 years/F Papilloma RFL- Duration 1 Month, (off and on-SOB, Stridor and 
Cyanosis) RFL- Excision

3 Supra-Glottic/4 months-/F Cyst and Granulations RFL- Duration 2 Months (Persistent Cough, Wheezes and 
Stridor) RFL- Excision

4 Glottic/9 months/-M Inflammation RFL Duration 2 Weeks, (Cough, Hoarseness and a Weak 
Sound on Crying) RFL- Diagnostic

Table 1: Summary of the six aetiologies.

Figure 6a: Coin found partially eroded. Figure 6b: Coin found partially eroded.

Limitations
The cases were selected as per different aetiologies so this study is 

only for discussion of different aetiologies and their clinical confusing 
presentation as bronchial asthma (not in relation to incidence/sex/
age).
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