
Entrapments and retained foreign bodies represent a com-
mon cause of emergency department (ED) visits. A majority of
these pediatric presentations
are easily assessed and man-
aged by emergency physicians.
However, even when accurate-
ly identified, this injury pat-
tern may present therapeutic
challenges.

The authors detail
approaches to and therapeutic
options for these minor trauma
cases. They highlight the equip-
ment needs (i.e., “tools of the
trade”) and treatment modali-
ties for retained foreign bodies
and entrapments.

— The Editor

Interaction with the
Parent or Caregiver

Foreign body management may be challenging in the ED. The

physician must be prepared with several options for potential
removal and effectively communicate the options to the patient.

The physician should com-
municate to the caregiver the
absolute and relative indications
for immediate physician action,
as well as the anticipated out-
come if there is no attempt at
retrieval initiated in the ED.
The impact, if any, of delayed
intervention should be commu-
nicated. When an immediate
retrieval attempt is in the
patient’s best interest, the emer-
gency physician should share
his or her evidence-based
knowledge of, and anecdotal
experiences with, the same or
similar encounters. Any
involved anatomy should be

communicated to the patient and/or caregiver, as well as any pos-
sible complications associated with the method. Initially indicate
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what will be done should the attempt fail (i.e., the chosen
method will be repeated a certain number of times, or an
advance will be made to another technique that may be more
invasive). Clinicians should define, in advance, the number of
planned efforts and obtain caregiver acceptance. Reassure the
patient and caregiver that if failure occurs, assistance with any
referrals will be available. 

In addition to recruiting the parent into decisions concerning
the retrieval methods and sequence of methods used, parental
preferences for analgesia, sedation, local anesthesia, and
restraint should be sought. The technique should be selected
based on the child’s personality and coping strategies and
parental preferences.

As the parent is engaged in decision-making, the parent’s
emotional state, personality, and interaction with the child
should be assessed. Parental desire to be present for the proce-
dure should be determined. Parents who specifically request to
be present during the procedure should be encouraged to partici-
pate, and should be forewarned of the sights and sounds associ-
ated with the projected procedure. Parental presence neither
adversely influences the patient, nor increases the likelihood of a
missed procedure.1 An eagerly participative and guided parent
may help restrain, comfort, and support the child. Participating
parents may speak encouragingly to the child, provide anxiolytic
discussions, or simply provide physical contact.2 If a parent has

an aversion to being present or the clinician senses that the par-
ent would be intolerant of the visual or auditory stimuli, the par-
ent’s desire to leave should be supported. If a parent at the bed-
side proves to be excitatory to the patient, the procedure should
be stopped; suggest to the parent that he or she may wish to
leave the bedside—or perhaps the room—because the parent’s
presence may aggravate the child’s basic response to the painful
stimulus.

The outcome of these activities is that the parent has greater
confidence in physician skills and is more knowledgeable of the
risk/benefit of anticipated techniques. The parent is more likely
to become a positive resource if informed, in advance, of any
activity that has the capacity of frustration and complication.
The likelihood is for a positive and lasting impression of their
experience.

Interaction with the Patient
The physician should have four broad goals for interaction

with the injured child, including: assessment of the emotional
state, education of the patient, provision of pain relief if any is
required, and monitoring of the circumstances.

The clinician should estimate the child’s degree of anxiety
and attempt to uncover any previous traumatic experiences. Both
verbal and nonverbal clues should be noted to support the child’s
degree of anxiety. An innate or preexisting fear of physicians
from prior painful procedures likely will inhibit a child’s cooper-
ation. If deemed appropriate, procedural sedation should be
administered. The physician should exhibit patience, empathy,
and tolerance in circumstances of higher anxiety.

Delivery of a truthful explanation to the patient of what is to
occur is imperative, and the instruction should be age-appropri-
ate. The patient should be informed of what equipment will be
involved, and if possible, invited to see and touch the equipment
that will be used. The physician should explain the likelihood of
pain, the degree of pain, and the anticipated ameliorating influ-
ence of analgesia and/or sedation. If any pain is likely, the
patient should receive appropriate analgesia. Both medical per-
sonnel and parents can effectively augment appropriate analge-
sia with comforting and empathetic delivery of touch and
speech.

During the procedure, the physician should assess the state of
the child, observing for changes in facial expression and alter-
ation in physiologic parameters, such as changes in heart rate,
blood pressure, or respiratory pattern. If pain or anxiety persists,
reassess the need for additional analgesia or sedation.3

General Equipment Needs
Most EDs are well stocked with equipment and supplies suit-

able for minor pediatric trauma care, including management of
entrapments and retained foreign bodies. To expedite emergency
procedures, a minimum amount of equipment should be retained
at all times within the ED. (See Table 1.) Additional equipment
needs are chronicled in sections that follow.
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Aural Foreign Bodies
With the exception of insect excursion, developmentally nor-

mal adults typically lodge a foreign body in the external auditory
canal (EAC) during self-instrumentation of the ear. After a failed
attempt at self- or assisted retrieval, adults present shortly there-
after for ED care. Adults with an EAC foreign body do not have
coexisting external or middle ear pathology. They will be coop-
erative for examination and attempts at ED extraction. In con-
trast, children will insert foreign bodies into their ear canal
because the orifice exists, or they are annoyed by some aural
pathology.4 For children, the time to presentation for ED care
tends to be extended. There is a higher incidence of coexisting
ear pathology such as otitis media or otitis externa at the time of
ED presentation. Case studies have demonstrated coexisting ear
pathology from 17%–47%.5 Children’s cooperation for extrac-
tion is highly variable.

Epidemiology. There is a sense that aural foreign bodies are a
common pediatric ED complaint, although exact documentation
of the incidence for patient visits to the ED for EAC foreign bod-
ies is unavailable. In a retrospective review of consecutive
patients over a two-year period, one institution encountered this
complaint in 0.26% of visits.6 EAC foreign bodies are more
common in male children and in patients of lower socioeconom-
ic status.4 Foreign bodies of the ear are seen throughout the pedi-
atric spectrum, but are more common in the 5–8 year range.6,7 A
myriad of items may be inserted by a child. In reviews, as many
as 27 different objects have been encountered.7 The objects are
best characterized in four categories:

• Inanimate, non-vegetative (pebbles, beads, plastic toy
parts, paper wads, fragmented matchstick, eraser tips); 

• Animate (cockroach, maggot, fly); 
• Vegetative (popcorn, bean); and 
• Caustic (button battery). 

The objects retained in the ear are limited only by the areas of
anatomical narrowing. The largest foreign bodies are wedged at
the junction of the cartilaginous and osseous portion of the EAC.
Modest-sized foreign bodies may make it to the portion lateral to
the tympanic membrane. Smaller foreign bodies may be wedged
against the tympanic membrane.8

Clinical Presentation. Verbal children may tell their parents,
or the event may be witnessed, with the resultant chief complaint
of “foreign body in the ear.” Other common presenting symp-
toms are otalgia, otorrhea (clear, purulent, or bloody), ear full-
ness, and foreign body sensation, with or without movement.9 A
less common complaint is altered hearing. Patients may have
decreased hearing or complain of a persistent noise that is exac-
erbated by chewing or yawning. Dizziness or vertigo are more
common in adults, but may be seen with the pediatric patient.
Bleeding from the external auditory canal suggests there has
been a traumatic membrane rupture. Rarely, there may be a non-
specific complaint secondary to vagus stimulation, such as cough
or hiccup.4,10,11 Erosive perforation of the tympanic membrane or
caustic injury to the facial nerve leading to facial paralysis can
result from leaking button batteries.12

ED Retrieval. Emergent removal is indicated for button bat-
teries, insects, and vegetative material. To avoid potentially
rapid, destructive erosion from impacted battery leakage, ED
retrieval must be attempted with button batteries.12 To preserve
equanimity, insecticidal preparation is mandated to immobilize
and kill intra-aural insects.13,14 Expedited removal is suggested
for vegetative matter, which may swell within the ear canal, fur-
thering the impaction if management is delayed. In all other cir-
cumstances, EAC foreign body extraction should be considered
elective. Although studies have reported a 70%–90% success
rate,4,6,11 the emergency physician should not create iatrogenic
trauma. The parent should be warned that any abrasion of the
external auditory canal may result in 1–2 days of bleeding.
Advise the patient and parent that instrumentation will be
attempted, but will be abandoned if there is resultant bleeding.
Announce in advance how many attempts, over a finite period,
will be performed. Indicate that in circumstances of failed
retrieval, referral will be made. Failed retrieval is among the
most common cause for otolaryngologic referral. Other suggest-
ed indications are found in Table 2.

Management. A diagnostic-type otoscope head is suitable
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Oxygen
Injectable anesthetics
Suture kit
Airway adjuncts
Topical anesthetics
Curved stitch cutter
Bag-valve mask equipment
Topical vasoconstrictors
Medic shears
Intubation equipment
Universal precaution 

equipment
Metzenbaum scissors
Monitoring devices
Suction catheter
Tissue retractors
Parenteral pharmacologic

agents

Irrigating solution
Kelly clamp blunt probe
Topical analgesics
Betadine solution
Nasal speculum
Sedatives
Sterile pads, gauze
Otoscope with operating head
ACLS drugs
Drapes
Magnifying glass
Lighting
Hemostats
Fine forceps
Intravenous access 
Scalpel blades
Papoose board

Table 1. General Equipment Needs 
for Pediatric Minor Trauma Care

• Absence of necessary equipment or assistance
• Inadequate cooperation of the child
• Inability to sedate or restrain, if necessary
• Significant structural injury in advance of attempted retrieval
• Impaction adjacent to tympanic membrane 
• Any object deemed to predispose to traumatic removal
• Iatrogenic trauma to regional anatomy
• Failure of emergency department retrieval

Table 2. Aural Foreign Body — Suggested 
Criteria for Otolaryngologist Referral 



for identification of a foreign body and surrounding landmarks.
However, an operating-type head is necessary to introduce the
otoscope and any additional instruments under continuous direct
visualization. If only a diagnostic otoscope head is available, the
magnifying lens will need to be slid laterally to allow simultane-
ous introduction of instruments. The largest-bore speculum (≥ 9
mm) should be introduced into the external auditory canal to per-
mit maximum visualization. The additional equipment needs
depend upon which method of removal is chosen. Table 3 out-
lines the tools of the trade for auricular foreign body removal by
irrigation, traction, and instrumentation. There are no prospective
comparative studies of these methods to guide the physician’s
choice.4

Irrigation. In most circumstances of aural foreign bodies,
irrigation alone is the initial technique of choice. Irrigation is
ideal for small objects adjacent to the eardrum, and for small to
moderate-size round objects. The method is reserved for circum-
stances where a perforation of the tympanic membrane can be
excluded. Irrigation is the least invasive method and associated
with the least number of complications.15 The method requires
no direct visualization. Several commercial apparatuses, such as
the Elephant Clear Washer™ or OtoClear™, may be utilized for
irrigation. A WaterPik, manufactured for oral hygiene, also may
be used. Alternatively, two types of intravenous catheters can be
employed. A 16–18 ga. flexible intravenous catheter can be
attached to a 20 mL syringe or a 1–2 inch section of butterfly
needle tubing from which the needle has been cut off. Sterile
saline at body temperature or saline warmed to 32.2°C–37.8°C,
as confirmed by digital thermometry, can be used as an irriga-

tion solution.16 Whichever device is used, a pulsatile stream of
the irrigant is directed against the posterior, superior canal wall
such that back pressure extrudes the object. Care should be
taken not to direct the stream against the foreign body itself as
this may push it back further towards the tympanic membrane.
Dizziness, nystagmus, and vomiting are complications of stimu-
lating the labyrinths. Battery button lodgement in the external
auditory meatus is a contraindication to irrigation as this may
promote leakage of the battery’s electrolyte solution.12 Irrigation
of vegetative foreign body is relatively contraindicated as wet-
ting of organic materials may cause them to swell. Isopropyl
alcohol and water are reported to minimize swelling of organic
materials.4

Traction. Traction can be applied to the foreign body by two
different techniques. A negative force can be applied to suction
an object, or an adhesive can be used to engage an object.

Suction. Suction can be employed as an adjunct to failed irri-
gation, or suction may be used as a primary methodology. Suc-
tion is particularly useful for smooth, rounded objects, particu-
larly those that are large, for which irrigation would likely push
the object further into the ear canal. Wall-mount suction or
portable suction (100–120 mm) is applied to the object with a
handheld instrument. A dental suction tip or a blunt, metal Fra-
zier suction catheter can be unmodified and affixed to the foreign
body. Alternately, the Frazier suction catheter tip can be softened
by attaching a segment of intravenous tubing or a tympanostomy
tube. A Schuknecht device has the benefit of a soft, malleable,
umbrella-shaped suctioning cap. This cap can be applied easily
to a spherical or smooth object. There are no contraindications to
suction methodologies. Whether commercially available soft-tip
devices or improvised devices are utilized, the potential compli-
cation is pushing the foreign body deeper into the ear canal.

Traction. A firm bond via traction can be created with the for-
eign body, and the object is manually withdrawn. There have
been case reports of success utilizing semifluid dental impres-
sion material and magnets.17 Lastly, a drop of cyanoacrylate glue
can be applied to the tip of a paper clip, camel’s hair paintbrush,
or the blunt end of a wooden cotton swab stick.18 The instrument
is introduced into the EAC and held to the foreign body surface
for one minute, until a bond forms. Complications utilizing a
cyanoacrylate glue include the inadvertent contact of the glue
with the EAC surface or the tympanic membrane. This adher-
ence may be broken with the application of acetone.19

Instrumentation. Instrumentation can be chosen as the pri-
mary technique or attempted after irrigation and/or suction have
failed. There are three techniques for instrumentation: grab-and-
snatch, hook, and insufflate. All methodologies of instrumenta-
tion require direct visualization and may be associated with abra-
sion of the EAC. Patients should be warned in advance of the
procedure of the potential for bleeding and irritation.

The grab-and-snatch technique is suitable for small or moder-
ate-size foreign bodies that are irregularly shaped and are in the
distal half of the external canal. Bayonet, alligator, Adson, or fine
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IRRIGATION

• Commercial devices
Elephant Ear 

Washer™
OtoClear™
WaterPik™

• Improvised
Syringe, catheter
Syringe, butterfly

TRACTION

• Suction
#7 Frazier suction 

tube
Dental suction tip
Schuknecht retriever

• Adhesion
Dental impression

media
Magnets
Cyanoacrylate glue
Cotton swab

INSTRUMENTATION

• Forceps
Bayonet
Alligator
Adson 
Fine tissue

• Hooks
Right angle
Skin

• Wire loop curette 
• Katz Extractor®
• Balloon-tip catheter

INSECTICIDAL/
DISILLUSION

• Immersion oil
• Alcohol
• 2% lidocaine
• Viscous Xylocaine
• Acetone

Table 3. Tools of Utility for Removing a Foreign
Body from the External Auditory Canal



tissue forceps can be used to grasp the foreign body.
Hook techniques can be used for moderate-size spherical or

smooth objects as well as irregular objects. A right-angle hook
probe is passed distal to the object and gently pulled forward out
the auditory canal. Either a wire-looped ear curette that is bent to
a 90° angle or a skin hook can be utilized in the same fashion.4,8

Instrumental manipulation can be facilitated with insufflation.
Smaller foreign bodies in the external half of the canal can be
successfully removed with the use of balloon-tip catheters. A
Fogarty embolectomy catheter, a Fogarty biliary catheter, or the
commercial Katz Extractor® can be used. The physician passes
the catheter beyond the foreign body, insufflates a balloon, and
withdraws the object.20 Complications include injury to the EAC,
particularly if the balloon is overinflated.21

Insecticides/Disillusion. If the foreign body is a living insect,
it should be immobilized or killed before removal from a per-
son’s ear canal, facilitating removal and diminishing the distress
associated with the insect’s movements. There are recommenda-
tions for a variety of substances including alcohols, ether, miner-
al oil, microscopic immersion oil, 2% lidocaine solution, and
viscous lidocaine.7,14,22 In a controlled trial, Leffler and col-
leagues demonstrated the superiority of microscopic immersion
oil.13

Impacted Styrofoam is not easily retrieved by conventional
methods. Styrofoam breaks into fragments with irrigation or
grasp-and-pull techniques. Success is achieved with application of
acetone. As little as 0.03 mL is applied directly to the impaction
using a 22-ga catheter affixed to a 1-mL syringe. The Styrofoam
will shrink and can be successfully irrigated with sterile water.5

Nasal Foreign Bodies
Foreign bodies are placed in the nose by young children for

reasons that are unapparent. Their amusement with a small cavity
may be self initiated or result from an assisted action by a play-
mate or sibling. Older children sustain retained nasal foreign bod-
ies as a result of playing with connecting magnets from two body
lights or imitating body piercing with magnet-backed jewelry.23

Epidemiology. Epidemiologic information comes from case
reports and small case series. Children hide foreign bodies in the
nose with half the frequency of placing objects in their ears.6

Nasal foreign bodies are more common in female children, with
a 2:1 ratio. The distribution of age ranges from 1 year to 12
years.6,23,24 Children younger than 2–3 years constitute nearly
three quarters of the patients with nasal foreign bodies.6 As with
the external auditory canal, any object small enough to fit into
the orifice may become a foreign body in the nose. The types of
nasal foreign bodies are limited only by the imagination of the
patient and their access to objects. The objects requiring removal
fall into four categories. The most common include inanimate,
non-vegetative objects such as buttons, pebbles, plastic hair
beads, toy parts, marbles, magnets, washers, nuts, sponges and
chalk.25 Vegetative objects such as beans, peas, popcorn kernels,
and seeds are second in frequency.15 Button batteries are placed

less commonly in the nose than in the ear. Inanimate objects
such as fly maggot larvae, screw worms, and black carpet beetles
are common in warmer climates of the U.S. and are more com-
monly found under low socioeconomic conditions. The young
pediatric patient may have one or multiple foreign bodies
impacted within a naris, or bilateral involvement of the nares.21

The majority of foreign bodies are wedged inferior to the middle
turbinate. Most are found adjacent to the inferior turbinate.21,25

Clinical Presentation. Patients may present to the ED with a
chief complaint of nasal foreign body. They may have been
observed to insert the object into the nose or have related this
event to their caretakers. A foreign body within the nasal pas-
sages may be an incidental finding following an imaging study
for an unrelated problem.26 The most common presentation of a
retained, unrecognized, longer-standing foreign body is that of
painless, unilateral nasal discharge.27 The discharge, which is
usually mucoid, will progress to a serosanguineous and finally a
mucopurulent discharge over time.8 Other chief complaints that
result from chronic retention of a nasal foreign body include hal-
itosis, severe body odor, recurrent epistaxis, and recurrent sinusi-
tis.9,15 Less common manifestations are facial pain or localized
swelling about the nose or orbital region.25,26

ED Retrieval. A nasal button battery may produce mucosal
turbinate and septal ulceration in as little as three to six hours.
Necrosis of the inferior turbinates has been reported within 24
hours.28 Similarly, magnets that are adherent across the septum
may cause a time-dependent ischemic injury. Septal necrosis,
including perforation, may happen within hours of injury.23

Therefore, immediate removal should be attempted for button
batteries and paired magnets. Vegetative matter is a relative
urgency, as there is a tendency for organic matter to swell. Myasis
of the nose is an urgency in that tissue destruction has been
reported with more prolonged infestation. In other circumstances,
nasal foreign body extraction should be considered elective. ED
success rates of removal have been in the 90%–100% range.6,29

Management. A planned approach is of greatest benefit to
the patient, nursing staff, and physician. Successful retrieval with
greatest patient satisfaction is most likely with one uninterrupted
session. The physician and assisting personnel should not pro-
ceed until there is adequate lighting, restraint, various-sized nasal
speculums, topical anesthesia such as Cetacaine® (14% benzo-
caine, 2% tetracaine) spray, and topical vasoconstrictors, such as
0.05% oxymetazoline solution or 0.5% phenylephrine spray, on
hand. The physician needs to explain in advance to the caretaker
and patient that one should expect a positive retrieval with a sin-
gle technique in one attempt in the majority of cases. However,
multiple attempts are needed in 25% of cases and multiple tech-
niques 15% of the time.30 The emergency physician should
assemble in advance the materials that are reasonably expected
to be used for the primary technique and subsequent rescue tech-
niques. Table 4 outlines the tools that are of utility for foreign
body removal from the nose.

Positive Pressure. Four varieties of positive pressure can be
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employed for nasal foreign body removal: forcible self-exhala-
tion, “kissing.” Ambu Bag™, and “Beamsley blaster” techniques.
Positive pressure is most useful for large, round objects. The
larger the foreign bodies, the more likely they are amenable to
positive pressure. Foreign bodies that are uniform in size and
reduce the available patency of the affected nares are also more
successfully removed. The child and the caretaker need instruc-
tion and rehearsal before actual attempts are made.

Self-exhalation. Success is atraumatically achieved in the
cooperative child with this technique: Place the patient in a sit-
ting position. Compress the uninvolved nostril of the child, and
instruct the child to deeply inhale through the mouth and close
the mouth. The child forcibly exhales (or sneezes) through the
impacted nostril or nostrils.31

“Kissing” Technique. If self-exhalation fails or the child can-
not cooperate for self-exhalation, the kissing technique can be
employed. Ask a caretaker who is a relative to assist. Place the
child in a supine position. The caretaker explains that they want
to kiss the child. The caretaker places their entire mouth over the
child’s entire mouth. The physician operator occludes the unaf-
fected nostril. The caretaker performs a forced exhalation that is
equivalent to a one-second forced expiratory volume measure-
ment. The patient’s glottis will spontaneously close, and the
forced air column will expel the object. The operator must be
prepared with a 4 × 4 sponge to catch the object to prevent pas-
sage into the child’s mouth.32

“Ambu bag™” Technique. When the caretaker is a non-rela-
tive, or for other reasons prefers to not perform the kissing tech-
nique, the physician operator uses an Ambu Bag™ and appropri-
ate-size face mask. Positive pressure is applied to the child’s
mouth while the uninvolved nostril is compressed.33 The same
precautions need to be taken to avoid potential aspiration in the
airway.

“Beasley Blaster” Technique. This nasal positive pressure
technique uses air pressure from a wall oxygen or air outlet.
Oxygen tubing is connected to the outlet and to a male-male
tube adapter. The male–male adapter attached to the oxygen at

10–15 L/min is then placed in the contralateral nostril. The pres-
sure forces the nasal foreign body out of the affected nostril.
The operator must prevent oropharyngeal entry.29

Traction. Traction can be applied to a nasal foreign body via
suction devices or adhesives.

Suction. Suction techniques are most useful for smooth, pli-
able, or round objects. Taking care not to push the foreign body
further into the nasal cavity, apply 80–120 mm suction to the
object with a #7 Frazier catheter tip. An alternate method
employs a Schuknecht device.30,34

Traction. Traction is of utility for a firm, smooth foreign
body. Place cyanoacrylate glue on the top of a wooden stick or
the cut surface of a hollow plastic swab stick. Taking care to
avoid touching the walls of the nasal cavity, advance the stick
directly to the surface of the foreign body. Gently press against
the object for 30–60 seconds. Permit a bond to form and with-
draw the stick.35

Instrumentation. Direct instrumentation is the preferred
technique that is employed for smaller and irregular-shaped
objects. As for aural foreign bodies, instrumentation may be per-
formed by a grab-and-snatch, hook, or insufflation technique.

The grab-and-snatch technique is suitable for smaller objects,
irregular-shaped and readily visible, with or without the assis-
tance of a nasal speculum. An alligator or fine bayonet forceps
may be used to directly grasp the object.8

Hook techniques can be used for larger or more spherical-
shape objects. A 90°-angled hook may be used, or a 90° hook
can be created by bending a paper clip, a wire loop, or a Cal-
giswab. The instrument is advanced beyond the foreign body and
the foreign body is slowly extracted. As the foreign body is
advanced to the nasal aperture, rotate the patient’s head and
block the oral passage to avoid inadvertent aspiration.

A balloon-tip catheter is good for solid, round objects that
are not easily grasped with forceps. The objects must not com-
pletely occlude the nasal passage. Lubricate a 5 French or 8
French catheter. Pass the catheter beyond the object with the
balloon deflated. Inflate the balloon and withdraw the catheter,
sweeping the object out of the nose. A balloon catheter may also
be used as an adjunct to stabilizing foreign bodies for direct
instrumentation.36

Nasal Wash. The nasal wash technique may be employed
for any type of foreign body. It is best employed for objects that
are not amenable to instrumentation and objects that may be fri-
able, such as food or paper wads.37 Place the patient in an
upright sitting position with arms restrained. Maintain the neck
in a neutral position. Fill a bulb syringe with 7–10 mL of nor-
mal saline. Place the syringe in the opposite nostril from the
nostril that contains the foreign body. Advance the bulb syringe
into the nasal cavity until a tight seal is maintained. Forcibly
squeeze the bulb syringe, expelling the foreign body. As saline
passes from one nostril through the posterior pharynx to the
opposite nostril, choking and cough may occur. There is a theo-
retical risk of aspiration.38
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POSITIVE PRESSURE

• Ambu Bag™
• Various mask sizes

INSTRUMENTATION

• Forceps
Bayonet
Alligator
Mosquito

• 90-degree hooks
Paper clip
Wire loop
Calgiswab

• Balloon catheter

NASAL WASH

• Bulb syringe
• Sterile saline

TRACTION

• Suction
#7 Frazier suction

tube
Schuknecht   

retriever
• Adhesion
• Cyanoacrylate glue

Table 4. Tools of Utility for Removing a
Foreign Body from the Nose



Retained Penetrations
Retained penetrations in adults often involve intentional injury.

Many adult penetrations are from high-velocity projectiles. In con-
trast, most penetrations throughout childhood are accidental. Most
pediatric penetrations are of low velocity. They involve household
items such as kitchen utensils, writing implements, hair acces-
sories, or occur as a result of injury from outdoor objects during
play. Significant morbidity and mortality can occur in rare circum-
stances where penetrations violate a critical space (such as orbit,
cranium, parapharyngeal space, or cervical region).39 However, in
a majority of cases, penetrations result in little disability. The
physician’s major concerns are controlling bleeding, reducing pain
and removal of a foreign body when it is retained.

Epidemiology. The pediatric patient of any age may be a pas-
sive recipient of a projectile that leads to a penetrating wound. If
the mechanism of injury involves a higher-speed projectile (for
example, from a lawn mower) or involves a metal-on-metal
object (for example, a grinding wheel), there is a greater likeli-
hood of an occult retained foreign body. Passive lower-speed pen-
etrations result from playmates who mobilized projectiles such as
eating utensils, frog gigs, fish hooks, metal nails, pencil lead, and
lawn darts.3 A child must be mobile to incur an active penetration.
Toddlers are most likely to run with an object in their mouth, fall,
and sustain an intraoral penetration of the palate or posterior pha-
ryngeal wall.40 Preschool-age and school-age children are prone
to foot penetrations, and school-age children are more likely to
have impalement injuries from metal poles, fence wires, and fish-
ing barbs. Collectively, puncture wounds and penetrations with or
without foreign body account for 5%–10% of minor traumatic
events that are evaluated in an ED setting.3

Clinical Presentation. There are two broad presentations of
penetrating injuries. The first is that of a chief complaint of pene-
tration. The child may have revealed the injury to the parent, or
the caretaker has witnessed the event. Alternately, a retained for-
eign body is suspected or a retained foreign body is visible. A
second presentation is that of pain, erythema, and induration as a
result of foreign body reaction or secondary infection from pene-
tration that was overlooked.

ED Retrieval. Several factors influence the decision of when
and where a retained, penetrating foreign object is removed.
Evaluation in an operating room setting may be required if the
extent of the injury requires exploration (such as orbit, retropha-
ryngeal, lateral pharyngeal space, cranium, or joint space). An
operating room may additionally be required if penetration has
violated the airway or has created neurovascular compromise.
ED removal at the time of the encounter is warranted in pene-
trants characterized by easy access, where injuries are superficial
and unassociated with violation of deeper structures. Delayed or
referred services for removal on an outpatient basis are suitable
in circumstances where removal will need to take place under
ultrasonographic or fluoroscopic guidance. 

Management. The techniques that are employed to remove a
foreign body at the time of the ED encounter depend upon

whether the object is visualized, the available equipment, and the
nature of the penetrating object.

Complete visualization of the penetrating object is the ideal.
Hemostasis and lighting are necessary in searches where full
visualization is impaired. Cooperation or immobility achieved
through conscious sedation is necessary for adequate exploration
if removal is done under direct visualization.

Most foreign body removal can take place with readily avail-
able “general” tools available in the ED setting. (See Table 1.)
Superficial objects that are fully visualized can be pulled from a
wound. If wound exploration is necessary, Metzenbaum scissors
or a hemostat, if spread, can aid in the visualization and removal
of an object. If a foreign body is difficult to visualize or grasp,
then dissection may be appropriate. An elliptical incision can be
made around the wound entrance, with removal of the foreign
body and contaminated tissue. Additional equipment will be of
assistance for barbed objects, needles and nails, splinters, and
spines. (See Table 5.)

Specific Objects
Fish Hooks. There are several methods to remove an embed-

ded fish hook; the various techniques have not been subjected to
head-to-head comparisons. The chosen method should be deter-
mined by individual preference combined with the location of
the embedded barb. Irrespective of the technique chosen, use
Betadine solution to prep the skin, perform local infiltration
overlying the point of the hook, or perform a regional block.

Retrograde Technique. This technique is useful if the fish
hook is superficial and the barb is not caught on fibers in the
skin.21 Use the index finger to depress the tip of the hook, and
disengage the barb. Use gentle downward pressure on the shank
of the hook while backing out the hook.

Needle Cover. This technique is used for smaller hooks that
are superficially embedded, as larger or more deeply embedded
barbs may be difficult to sheath within the bevel of the needle.
Insert an 18- or 20-gauge needle through the wound along the
shaft of the hook, with the bevel of the needle facing the inside
of the hook’s belly. Advance the needle along the hook’s belly
until the needle opening slides over the barb of the hook. Firmly
hold the needle and hook together, and back the hook and needle
out of the wound as a unit.
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Fish hooks
• 18-gauge needle
• 0-silk suture
• Needle driver
• Bolt cutter

Non-vegetative
• Needle-nose pliers

Vegetative
• Forceps
• Splinter tweezers

Cactus
• Rubber cement
• Facial mask gel
• Household glue
• Depilatory wax

Table 5. Tools of Utility for Retained 
Penetrations



String Pull. This technique is ideal when the hook is deeply
embedded or when tools beyond a string are lacking. The tech-
nique should not be used on body parts that cannot be fully
immobilized. The technique is also contraindicated for hooks
embedded near the orbit. Secure the body part containing the
fish hook firmly to prevent movement during the procedure.
Loop a 1- to 2-foot-long string or 1-0 silk suture around the belly
of the fish hook. Wrap the string securely around the dominant
clinician’s index finger. Depress the shank of the hook with the
opposite index finger and thumb, disengaging the barb from sur-
rounding tissue. Without pause or hesitation, jerk the hook away
from the embedded site.

Advance and Cut. This technique is ideal when the barb of
the hook is near the surface of the skin, or the barb has already
passed back through the skin. This push-through technique is
typically applied when one of the other methods above has
failed. Grasp the fish hook with a needle driver or needle-nose
pliers, and advance the barb completely through the skin. Cut the
hook behind the barb and remove the hook back through the
entrance wound.

Excisional. This is a method reserved when all other methods
for removal have failed. The principle is to surgically remove the
barb under direct visualization. Extend a small incision from the
entrance wound of the barb. Dissect and bluntly spread to
improve visibility. Grasp the tip of the hook with a hemostat and
lift it out.

Non-vegetative Penetrants. In the course of play, children
penetrate various body parts with non-vegetative matter. The
patient may present with a puncture wound alone, or there may
be an obviously retained foreign body. These non-vegetative for-
eign bodies are most often in the form of needles and nails.
Retained foreign bodies that are superficially located in acral
regions can be removed with needle-nose pliers. Retained metal-
lic foreign bodies that penetrate the skull require neuroimaging
and neurosurgical consultation, as removal should take place in
the operating room. Penetrations of joint spaces are best dealt
with by orthopedics in the operating room. Intraoral injuries may
be removed and repaired in the ED or can be performed by ENT
physicians under anesthesia.41

Vegetative Penetrants. There are two broad categories of
vegetative penetrants: wood and thorns, or spines from plants
such as roses, brambles, or cacti. Wooden foreign bodies, if not
completely removed, cause a significant inflammatory reaction.
A very superficial splinter of wood can be removed by utilizing
tweezers or forceps to grasp the protruding splinter. With large
shards, it is best to abandon pulling the ends of the splinter.
Instead, use a scalpel to make an incision along the axis of the
splinter. Remove the splinter and cleanse the tract. Sutures can
be used to approximate the edges of the incision. Medium to
large cactus spines can be removed with tweezers or forceps by
direct axial traction. Smaller spines are more difficult and tedious
to remove. Adherents are best used for multiple fine spines.
Apply one of several adherents, such as facial mask gel, rubber

cement, or household glue, and permit the adherent to harden. An
alternate is to apply a depilatory wax which has been melted in
the microwave and applied warm, then permitted to dry. The
edges are lifted and rolled, removing the cactus spines. Several
applications of any of the adherents may be necessary.42,43

Entrapments
Various names have been used to describe the strangulation of

an anatomical site by an inanimate object. In 1998, Barton pro-
posed the term “hair-thread tourniquet syndrome” to describe the
circumstances where a fiber of hair or thread had become tightly
wrapped around an appendage.44 The term for this type of
entrapment has remained. One of the earliest accounts of hair
entrapment in the literature was a revengeful genital ligature.45

Intentional, abusive injury is rarely invoked today.46 A majority
of entrapment circumstances are accidental. Typically, a fiber
from clothing or a strand of hair inadvertently wraps around a
finger, toe, penis, clitoris, or, rarely, a wrist.47 This impedes lym-
phatic drainage, initiating venous outflow obstruction and lym-
phedema. As soft tissue swelling advances, the constricting band
cuts through the skin and becomes further embedded in the tis-
sue of the appendage. In an acute entrapment, there ultimately
may be restriction of arterial blood flow, necrosis, and loss of the
distal appendage. In chronic entrapments, epithelialization may
occur, obscuring the constricting device beneath an overlying
skin bridge.

Epidemiology. Finger and toe entrapments from constricting
hair or threads cross cultural, economic, and gender barriers. It
has been reported worldwide.48 Infants are most frequently
affected. There have been reports in children as young as 4 days
of age.

Penile tourniquet syndromes from hair and threads are also
most common during early infancy but have been depicted up
until 6 years of age. Penile entrapments in children older than 6
years may involve rubber bands or plastic, ceramic, or metallic
objects. These constricting bands are placed by individuals who
are emotionally disturbed or who are attempting to carry out
autoerotic behaviors. In contrast, a male of any age may acciden-
tally entrap a portion of the penis during the zipping or unzip-
ping process.49 School-age children can entrap the foreskin or
penis in a bathing suit mesh.50

Female genital tourniquet syndromes occur from infancy
throughout adolescence. Labial or clitoral entrapment in infants
and toddlers is likely accidental, whereas clitoral tourniquet syn-
dromes in older children, particularly recurrent, may reflect auto-
erotic behavior.51

There are no age barriers for inventive children who entrap
other aspects of their anatomy. No age predilection has been
depicted for entrapment injuries of umbilicus, nipple, earlobe,
nasal septum, scrotum, uvula, or tongue.52-54

Clinical Presentation. Two presentations are seen with
entrapments—a chief complaint rendered by the patient or par-
ent that there is an entrapped body part, or a preverbal child who
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has been irritable for unexplained reasons. Depending upon the
length of entrapment and the body part entrapped, there is usual-
ly a pedunculated, tender, hyperemic mass with an object
wrapped around the base of the constricted organ. The soft tissue
swelling may be severe enough that the constricting band
becomes obscured by edema and becomes difficult to identify.
Tissue distal to the band has a variable appearance depending
upon the length and severity of the tourniquet syndrome.

ED Retrieval. The ED management of entrapment should be
based on four factors. 

Acuteness of Event. The degree of morbidity is somewhat cor-
related with the duration of the entrapment. If the entrapment has
been extremely brief, conservative, potentially time-consuming
ED case management can proceed.

Location of Entrapment. If the physician is capable of manip-
ulating the involved tissue and the patient is accepting of manip-
ulation or is pharmacologically sedated, ED care can be carried
out. If airway compromise is possible, as in uvular entrapment,
management should be deferred to the operating room.54

Type of Band. The entrapping device (band) causes pathophys-
iologic changes. Elastic or collapsible devices placed around a
body part exert uncontrolled, excessive pressure. Within a short
time frame they may injure neurovascular bundles. If neglected,
deeper structures, such as tendon or bone, may be altered. Rigid
bands impart relative protection to the deeper structures. With
non-collapsible bands, erosions are limited to soft tissue struc-
tures. These embedded, non-elastic bands generally do not
require immediate removal, in contrast to the collapsing bands.55

Severity of Injury. Entrapments that are airway-threatening or
appendage-threatening at the time of presentation need rapid
management. Embedded bands involving disruption of integu-
ment can be managed emergently. Injuries with nonviable distal
tissue should be managed in the operating room.52

Management. There are two broad techniques for managing
entrapments. These are referred to as intact and divisional
removal. In intact removal the integrity of the banding object is
maintained. The physician focuses on distal edema reduction and
advances the band over the affected area. Intact methods are
often referred to as conservative. The second, divisional manage-
ment is often considered more aggressive management. In divi-
sional management, the entrapment is displaced by physical dis-
ruption such as bending, cutting, sawing, or crunching.

Successful ED management requires equipment suited for
entrapments of various body parts. There are both general equip-
ment needs and specific equipment needs for intact and division-
al care. (See Table 6.)

Intact Removal. Intact removal is ideal for digital entrap-
ment by non-elastic bands where the affected appendage is not
immediately in danger. Retrieval is facilitated by reducing distal
edema. The procedure is a wrap-slash-hang-cool distal-edema
reducing technique. It is often referred to as a string technique.

String Wrap. After documenting the neurovascular status,
consider a digital block. Using tape or string, tightly wrap the

affected finger from the tip of the finger towards the constricting
band. Elevate the hand above the patient’s shoulder and allow 15
minutes to pass. In the interim, cool the swollen appendage with
ice or cold water. Inflate the patient’s forearm with a blood pres-
sure cuff. Remove the tape and evaluate the edema. If edema is
still significant to prevent removal of the constricting band,
rewrap the finger with the string or tape and re-elevate the hand.
Deflate the blood pressure cuff. Allow 10–15 minutes to pass.
Repeat this process until the compression distal to the constrict-
ing band has redistributed the edema both distally and proximal-
ly to the band. Once this is accomplished, lubricate the digit.
Firmly grasp the constricting band by using gauze or a Kelly
clamp. Advance the band distally over the affected tissue.52,56

Alternate String Pull. An alternate method can be employed
without awaiting redistribution of distal edema fluid. Lubricate
the digit. Wrap a string or string equivalent, such as 0-silk suture,
dental floss, nasal packing, gauze, umbilical tape, or Penrose
drain, around the distal digit. Tightly wind the string proximally
toward the constricting band. With the aid of a forceps or clamp,
pull the thread or thread equivalent under the constricting band.
Relubricate the digit. Use the proximal tail as a lever for distal
advancement over the compressing object as it is unwound from
the finger. If a Penrose drain is slipped under the constricting
band, with the assistance of a clamp, the tube can be folded over
the band. The formed “cuff” of the rubber is pulled distally, dis-
lodging the band.52,56

Divisional Removal. Divisional care of an entrapped body
part involves physical separation of the incarcerating device. In
breaking the band, vascular compression is limited, restoring
perfusion. Depending upon the location of the entrapped area
and the attributes of the offending agent, several methods can be
employed.

Unwrap. With the aid of a magnifying device, utilize a blunt
probe to manipulate a constricting hair. If a loose end of the con-
stricting hair can be located, grasp it with a fine forceps or a
hemostat and unwind the constricting hair. 
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INTACT

Ice, ice water
Depilatory cream
Lubricants 
Penrose drain
Soap
1/8-inch umbilical tape
Surgilube
Nasal packing
K-Y jelly
0-silk suture
Mineral oil
Ribbon gauze
WD-40™
Dental floss

DIVISIONAL

Steinman ring cutter
Bolt cutter
Motorized ring cutter
Wire snip
Mooney GEM®
Mini hack saw
Dremel® MultiPro® Plus
Dykes metal cutter
Aluminum shield
Flathead screwdriver
Bone cutter
Vise-grip pliers

Table 6. Tools of Utility for Entrapment



Manual Incision. In hair tourniquets of the penis, clitoris, or
digits and in bathing suit mesh entrapment, where the hair
tourniquet is visible and not penetrated deep into the tissue, man-
ually incise the offending strand(s).50,51,57 Isolate the strand with a
blunt probe and cut the thread with fine-tipped scissors, curved
suture removal blade, or blunt-tipped scissors. Alternately, a
scalpel blade may be used to dissect the hair onto a blunt probe,
which serves to protect the underlying structure.

Despite exploration, when the hair thread is not visualized
due to the depth of penetration, manual incision is performed to
spare the entrapped body part. Surgical consultation is an option.
For the digit, perform a nerve block. With a #11 blade, incise
longitudinally along the digit with the blade perpendicular to the
strand and skin surface. Incise deeply to ensure incision of the
fiber. An alternate is a longitudinal incision on the dorsal surface
at the 12 o’clock position. For the entrapped penis, perform a
penile nerve block. Incise at the lateral, inferior surface at the 4
o’clock or 8 o’clock position. Make successive strokes through a
superficial incision, with the goal of releasing the band without
penetrating the fascial layer into the lumen of the corpora.58

Non-powered Cutters. Thin, impacted metallic bands can be
removed with a cutting device that requires manual application
of force. Wire or bolt cutters are poorly suited for cutting metal-
lic bands. Misdirected force can be injurious to the entrapped
body part. A hand-powered ring cutter is suited for smaller
bands. For digital entrapment, lubricate the area liberally. Rotate
the ring until the thinnest section is on the palmar surface. Place
the cutter guard under the ring. Place the wheel on the ring and
apply pressure while turning the wheel. A single cut may permit
the ring edges to be pulled apart with a hemostat or clamp. If
necessary, make a second cut to facilitate removal.

Powered Cutters. Battery-powered or motorized ring cutters
are preferred for broad-shaped or large-girth constricting bands.
These powered devices saw bands that are not amenable to divi-
sion by hand-powered cutting. The Mooney GEM® Ring Cutting
System has a diamond-impregnated disk that is useful for plat-
inum, steel, iron, or brass. A carbide cutting device is used for
gold, silver, and copper. Rotate the constricting band, maneuver-
ing the thinnest portion of the band to the area of the appendage
with the loosest skin. Pass the shield below the constricting band.
Apply cooling gel (provided by the cutter manufacturer). Limit
sawing to 30-second intervals to facilitate heat dissipation. Create
two divisions to remove bands of a large girth.

A Dremel® MultiPro® Rotary Tool is effective in cutting
metallic and plastic bands.59 Sawing is achieved by an AC-pow-
ered toothless, tungsten carbide-cutting wheel. Cut for less than
30 seconds and/or irrigate with an ice bath to allow the metal to
cool. Two divisions are typically necessary.

Crushing. Finger rings made of tungsten carbide or ceramic
can be removed by cracking them into pieces. Place vise grip-
style locking pliers over the ring. Adjust the claws to clamp
lightly. Release and adjust the tightener 1–3 turns and clamp
again. Repeat until cracks are heard. Continue clamping in dif-

ferent positions until the material breaks away.60

Zip Fastener Disruption. The penile foreskin grasped by a zip-
per may be managed by disrupting the fastener of the zipper. The
median bar between the faceplates of the zipper can be disrupted
with a bone cutter, wire snip,61 or mini hacksaw.49 If the median
bar is not amenable to cutting, a flat-head screwdriver can be used
to disrupt the faceplate of the zipper. The screwdriver head is
inserted between the outer and inner faceplates of the zipper, and
a twisting movement is made toward the median bar. This widens
the gap between the faceplates and disengages the prepuce.62

Conclusion
In delivering pediatric minor trauma care, emergency physi-

cians typically apply a simple solution to a simple endeavor.
Most encounters require neither complex clinical reasoning nor
equipment. In certain circumstances, however, retained foreign
bodies and entrapments pose treatment uncertainties. For specif-
ic circumstances, there is little in the literature to provide guid-
ance. However, this article reviews much of the literature regard-
ing specific management of retained foreign bodies and entrap-
ments and presents each technique, necessary equipment, and
helpful tips to facilitate performance of each procedure.
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In Future Issues: Hand Injuries

CME Instructions

Physicians participate in this continuing medical education pro-
gram by reading the article, using the provided references for fur-
ther research, and studying the questions at the end of the article.
Participants should select what they believe to be the correct
answers, then refer to the list of correct answers to test their knowl-
edge. 

To clarify confusion surrounding any questions answered incor-
rectly, please consult the source material. After completing this
activity, you must complete the evaluation form that will be provid-
ed at the end of the semester and return it in the reply envelope pro-
vided to receive a credit letter. When your evaluation is received, a
credit letter will be mailed to you.

CME Objectives
The CME objectives for Pediatric Emergency Medicine Reports

are to help physicians:
a.) Quickly recognize or increase index of suspicion for specific

conditions;
b.) Describe the epidemiology, etiology, pathophysiology, histor-

ical and physical examination findings associated with the entity
discussed;

c.) Correctly formulate a differential diagnosis and perform nec-
essary diagnostic tests;

d.) Apply state-of-the-art therapeutic techniques (including the
implications of pharmacologic therapy discussed) to patients with
the particular medical problems discussed;

e.) Provide patients with any necessary discharge instructions.
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CME Questions

71. Prior to removal of an intranasal button battery, a discussion with the

parent/caretaker should include which of the following?

A. Anticipated outcome if there is no attempt at ED retrieval

B. The success rate of sterile saline wash technique

C. The complications of the string-pull technique

D. Parental presence increases the likelihood of failed retrieval

72. Prior to removal of a small, plastic bead from the ear, a discussion

with an anxious 6-year-old should include which of the following

statements?

A. We can attempt this removal now with a forceps and it will hurt

for only a short time.

B. 2-year-olds are frightened; you should act your age and be still.

C. We can try to once wash it out, and it shouldn’t hurt.

D. Placing beads in the ear shows that you are imaginative.

73. ED care is requested most commonly for which of the following

encounters?

A. Inanimate, vegetative nasal foreign bodies

B. Inanimate, non-vegetative aural foreign bodies 

C. Retained single-barb fish hook

D. Entrapment injury of the penis

74. The tool of greatest utility for divisional removal of a non-elastic ring

entrapment of a digit is which of the following?

A. Splinter tweezers

B. Dremel® MultiPro®

C. Schuknecht retriever

D. Katz Extractor®

75. Which of the following methods achieves the best results in removal

of impacted Styrofoam?
A. Irrigation alone
B. Grasp-and-pull 
C. Application of acetone followed by irrigation
D. Application of mineral oil

76. Which of the following techniques should NOT be utilized for a fish

hook embedded near the orbit?

A. Retrograde

B. Needle cover

C. String-pull

D. Advance and cut

77. Which is the best method for removal of retained, fine cactus spines?

A. Traction with tweezers

B. Traction with forceps

C. Scalpel 

D. Adherence 

78. Which of the following substances has been shown to facilitate

removal of a live insect retained in the external auditory canal?

A. Isopropyl alcohol

B. Mineral oil

C. Lidocaine solution

D. Microscopic immersion oil

79. A moderate-size, inanimate, non-vegetative spherical, aural foreign

body is best removed by which of the following techniques?

A. Bayonet forceps

B. Fine tissue forceps

C. Irrigation

D. Balloon-tip catheter

80. Finger and toe entrapments most commonly affect infants,
regardless of cultural, economic, and gender factors.
A. True
B. False

Answers: 71. A, 72. C, 73. B, 74. B, 75. C, 76. C, 77. D,
78. D, 79. C, 80. A
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Tools for Foreign Body
Entrapment and

Retained Penetration

RAPID ACCESS MANAGEMENT GUIDELINESExclusive to our subscribers

General Equipment Needs 
for Pediatric Minor Trauma Care

Aural Foreign Body — Suggested 
Criteria for Otolaryngologist Referral 

Oxygen
Injectable anesthetics
Suture kit
Airway adjuncts
Topical anesthetics
Curved stitch cutter
Bag-valve mask equipment
Topical vasoconstrictors
Medic shears
Intubation equipment
Universal precaution 

equipment
Metzenbaum scissors
Monitoring devices
Suction catheter
Tissue retractors
Parenteral pharmacologic

agents

Irrigating solution
Kelly clamp blunt probe
Topical analgesics
Betadine solution
Nasal speculum
Sedatives
Sterile pads, gauze
Otoscope with operating head
ACLS drugs
Drapes
Magnifying glass
Lighting
Hemostats
Fine forceps
Intravenous access 
Scalpel blades
Papoose board

• Absence of necessary equipment or assistance
• Inadequate cooperation of the child
• Inability to sedate or restrain, if necessary
• Significant structural injury in advance of attempted retrieval
• Impaction adjacent to tympanic membrane 
• Any object deemed to predispose to traumatic removal
• Iatrogenic trauma to regional anatomy
• Failure of emergency department retrieval

Tools of Utility for Removing a Foreign  
Body from the External Auditory Canal

IRRIGATION

• Commercial devices
Elephant Ear 

Washer™
OtoClear™
WaterPik™

• Improvised
Syringe, catheter
Syringe, butterfly

TRACTION

• Suction
#7 Frazier suction 

tube
Dental suction tip
Schuknecht retriever

• Adhesion
Dental impression

media
Magnets
Cyanoacrylate glue
Cotton swab

INSTRUMENTATION

• Forceps
Bayonet
Alligator
Adson 
Fine tissue

• Hooks
Right angle
Skin

• Wire loop curette 
• Katz Extractor®
• Balloon-tip catheter

INSECTICIDAL/
DISILLUSION

• Immersion oil
• Alcohol
• 2% lidocaine
• Viscous Xylocaine
• Acetone

Tools of Utility for Removing a Foreign 
Body from the Nose

POSITIVE PRESSURE

• Ambu Bag™
• Various mask sizes

INSTRUMENTATION

• Forceps
Bayonet
Alligator
Mosquito

• 90-degree hooks
Paper clip
Wire loop
Calgiswab

• Balloon catheter

NASAL WASH

• Bulb syringe
• Sterile saline

TRACTION

• Suction
#7 Frazier suction

tube
Schuknecht   

retriever
• Adhesion
• Cyanoacrylate glue
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Tools of Utility for Retained 
Penetrations

Tools of Utility for Entrapment

Fish hooks
• 18-gauge needle
• 0-silk suture
• Needle driver
• Bolt cutter

Non-vegetative
• Needle-nose pliers

Vegetative
• Forceps
• Splinter tweezers

Cactus
• Rubber cement
• Facial mask gel
• Household glue
• Depilatory wax

INTACT

Ice, ice water
Depilatory cream
Lubricants 
Penrose drain
Soap
1/8-inch umbilical tape
Surgilube
Nasal packing
K-Y jelly
0-silk suture
Mineral oil
Ribbon gauze
WD-40™
Dental floss

DIVISIONAL

Steinman ring cutter
Bolt cutter
Motorized ring cutter
Wire snip
Mooney GEM®
Mini hack saw
Dremel® MultiPro® Plus
Dykes metal cutter
Aluminum shield
Flathead screwdriver
Bone cutter
Vise-grip pliers




