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INTRODUCTION

Patients with intranasal foreign 
bodies  (FBs) are typically young 
children aged 2–5  years. Less 
commonly patients may be older 
children, adolescents, or adults with 
intellectual disabilities.[1] FBs can 
be classified as inorganic  (beads, 
marbles, stones, nails, crayons, and 
small toys) or organic (beans, carrots, 
seeds, candy, and gum), with the latter 
usually producing earlier symptoms 
due to increased irritation of the nasal 
mucosa.[2-4]

Patients with intranasal FBs 
generally present in two manners: 
(1) the caregiver witnesses the 
insertion of an FB, or the child tells 
the caregiver of the deed or  (2) an 
FB is suspected after unilateral nasal 
obstruction, or purulent discharge is 
noted.[1,4,5]

Most cases of the intranasal 
FBs do not require otolaryngology 
consultation and can be handled 
by the experienced primary care 
physician with proper equipment. 
FBs that are in the posterior nasal 
cavity, poorly visualized, chronic, 
impacted with associated severe 
mucosal inflammation, or those 
where removal attempts have failed, 
warrant further referral. Of note, 
there are two FBs that may cause 
severe damage and necessitate urgent 
attention and skilled removal: button 

batteries and disc magnets.[6,7] The 
search for dangerous metallic FBs 
may be hastened by obtaining X-rays.

ANATOMY

Intranasal FBs are most commonly 
found along the floor of the nasal 
passage under the inferior turbinate 
or anterior to the middle turbinate.[4] 
Finding FBs on the right side is more 
common, possibly due to increased 
prevalence of right-handedness,[2,5,8] 
but it is important to search both nasal 
canals, as well as both ear canals, for 
other FBs.

EQUIPMENT

The basics as follows [Figure 1]:
1. For visualizing: headlight or lamp, 

otoscope, and nasal speculum
2. For grabbing the FB: right-angle 

hook, forceps: Alligator, Lucae, 
Gruenwald, micro polypus, mos-
quito or Hartmann forceps

3. Suction: metal suction catheter or 
other device.

More advanced as follows:
4. Irrigating device and normal sa-

line
5. Catheter: Fogarty, Foley, or Katz, 

size 5–8 French
6. Swab to which cyanoacrylate glue 

can be applied
7. Drugs: oxymetazoline, 0.05% 

(Dristan, Otrivin), lidocaine, 1% or 
2%, and phenylephrine, 0.5%
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8. Cotton pad or gauze
9. Sheet for wrapping immobilization
10. Magnet: pocket magnet pickup or cardiac 

pacemaker magnets ×2
11. Oxygen tubing and male–male tube adaptor.

Procedure

Gaining the trust and cooperation of the patient 
and caregiver are imperative. If unable to do this, 
the patient may need to be restrained or sedated. 
Visualization of the FB can often be achieved by 
simply using a headlight or otoscope. If available, a 
flexible endoscope can be used to find elusive FBs 
that are thin, transparent, or superiorly located. If 
an FB cannot be visualized, in a cooperative patient, 
irrigating the nasal cavity with saline and suctioning 
the fluid and debris may enhance visualization.

Positive pressure technique

Ask the patient to close the opposite nostril 
with a finger and then blow through their 
nose[4] [Figure 2]. Parents of children too young to 
do this may blow air into their child’s mouth while 
occluding the unaffected nostril.[9] Alternatively, 
positive pressure can be achieved by closing the 
patient’s mouth and inserting a male–male tube 
adapter hooked up to 10–15 L/min of oxygen into 
the unaffected nostril[10] [Figure 3].

The positive pressure technique is best for 
smooth FBs that are easily visualized and occlude 
all or a large portion of the nasal canal. Small, 

nonocclusive objects in the anterior nose and 
objects that remain after attempting positive 
pressure should be removed with instruments.

Removal with instruments

There are a variety of instruments that may be 
used for FB removal; however, there are certain 
steps that are essential for success, regardless of 
the chosen instrument.

Preparation

Except in the case of button batteries, the following 
is helpful. Five minutes before removal is  
attempted, a topical anesthetic and vasoconstrictor 
should be applied to the affected nostril,[5,11,12] as 
decreasing the swelling around the FB increases 
the chances of successful removal. This can 
be achieved by instilling a few drops of 1-2% 
lidocaine and either 0.5% phenylephrine or 
0.05% oxymetazoline.[12] It may be beneficial 
to apply the solution mixture through a soaked 
cotton pad gently inserted into the affected 
nostril.[5]

Positioning

The need for restraint and procedural sedation 
should be assessed. Cooperative patients may 
tolerate the procedure while sitting. For young 
children and noncooperative patients, a sheet 
wrap should be used to hold the patient in a 
supine position on the bed while an assistant holds 
the patient’s head.[13] If the patient continues to 

Figure 1: Materials that may be required for removal of 
nasal foreign body, numbered as listed above. Not pictured: 
otoscope, blanket, pocket magnet pickup, oxygen tubing, 
male–male tube adapter, cotton pad, cardiac pacemaker 
magnets.

Figure 2: The patient should close the opposite nostril and 
blow through their nose.
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be uncooperative, procedural sedation may be 
required.

The nasal canal should be illuminated and 
examined using either an otoscope or a nasal 
speculum with a headlight or lamp. The thumb 
of the nondominant hand may be used to pull the 
tip of the nose upward while the dominant hand 
manipulates the instrument[5] [Figure 4].

Instrumentation

The choice of instrumentation should be based on 
the characteristics of the FB.

Nonocclusive, compressible objects, or ones 
with rough surfaces may be easily grasped and 
removed using forceps  (alligator, Lucae, or 
Gruenwald).[12] However, forceps should never be 
used for round objects, as this risks pushing them 
further into the nasal canal.

Smooth, round objects that cannot be grasped 
easily (e.g., beads, pebbles, and marbles) require 
more care. Removal may be attempted using a blunt 
right-angle hook to pull the object out of the nasal 
canal. If this is unsuccessful, a balloon catheter 
(Foley or Fogarty, size 5–8 French) lubricated 
with lidocaine jelly can be inserted past the object, 
inflated with 2–3 mL of air, and then withdrawn.[14,15] 
Alternatively, removal with a metal suction catheter 
up to 180 mmHg can also be attempted.[16]

For cooperative patients where the FB is easily 
visible, but all other options have failed, removal 
with cyanoacrylate glue may be attempted.[17] 

A plastic swab is cut and the glue placed on the 
cut end, which is then pressed against the FB 
for 1  min while the glue dries. This technique 
risks application of the glue to the nasal mucosa 
itself, which may result in severe damage and 
inflammation. It should, therefore, be used with 
caution and only as a last line for visible FBs.

REMOVAL OF BUTTON BATTERY

Button batteries are found in certain electronic 
devices such as toys, hearing aids, and household 
appliances. If placed in the nose, strong electrical 
currents from the negative pole cause alkaline  
tissue necrosis of the nasal septum, risking 
perforation.[18] Urgent removal is warranted. 
Importantly, topical anesthetic and/or 
vasoconstrictor drops should not be used.[18,19] 
A right-angle hook or catheter may be used for 
removal as described earlier. The nasal cavity 
should be irrigated with copious amounts of 
normal saline following successful removal of the 
battery to ensure removal of any residual foreign 
material.[18] Instruments with pointed and sharp 
grasping apparatuses such as cup forceps should 
be avoided as they risk perforating the battery 
casing. An otolaryngologist should be urgently 
consulted if removal is unsuccessful.

REMOVAL OF DISC MAGNET

Disc magnets are used as backings with certain 
jewellery. If they are placed in both nostrils, 
there is potential for them to attach to each other 

Figure 3: Male–male adapter placed on the opening at 
the end of the oxygen tubing with oxygen flow pictured 
at 10 L/min. The open end is placed in the unobstructed 
nostril to create positive pressure for the expulsion of the 
foreign body.

Figure 4: The nondominant hand pulls the tip of the nose 
upward while the nasal speculum is manipulated with the 
dominant hand and a headlamp is used for illumination.
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across the nasal septum, risking perforation.[7] 
Removal may cause discomfort and bleeding, and 
so it is recommended to prepare the nasal surface 
with a lidocaine and vasoconstrictive mixture as 
described earlier.[11]

The removal of disc magnets can be achieved 
using mosquito forceps to pull one magnet apart 
from the other. If this is unsuccessful, a pocket 
magnet pickup clamped to a hemostat may be used 
to magnetically detach one of the disc magnets.[11] 
It may be helpful to use one magnet on each disc 
magnet to pull them apart. Yeh and Roberson 
describe such a method whereby two cardiac 
pacemaker magnets were applied to separate 
micro polypus forceps and operated by separate 
physicians to pull the disc magnets apart.[7]

CONCLUSION

Intranasal FB removal can be safely achieved in 
the community emergency room or office setting 
with the right equipment and a cooperative patient. 
Posterior intranasal FBs, button batteries, and 
disc magnets may require advanced techniques 
and otolaryngology referral if the above-described 
techniques are not successful.
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