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Background. Children with nasal foreign bodies are commonly seen in everyday practice. The aim of this study was to
document the pattern of foreign bodies in the nose, their treatment and outcome.
Methods. This was a prospective audit of all children seen in the ear, nose and throat clinic, accident and emergency unit and
emergency paediatric unit at the University of Ilorin Teaching Hospital, Nigeria, from August 2005 to July 2006.
Results. Of a total of 173 patients with ear, nose and throat foreign bodies seen during the study period, 71 patients had foreign
bodies in the nose. The male/female ratio was 1.5:1 and the mean age was 2.5 years (range 1 - 15 years), under-5s comprising
72% of the patients. The most common foreign bodies were grains and seeds (35%). Presentation was within 24 hours in 45%
of cases, between 1 and 5 days in 27%, and longer in the rest. Of the patients 51% had inserted the foreign body into the nose
themselves, and in 39% of cases this had happened at school. In most cases (68%) the foreign body had been inserted into the
right nostril. Most children had an offensive nasal discharge (45%) or were asymptomatic (27%). Parents were the first to make
the diagnosis in 63% of cases, and in 32% of cases removal had been attempted before presentation.
Most of the foreign bodies (89%) were mechanically extracted with a Jobson-Horne probe. In 61% of cases removal was done
by a senior registrar. General anaesthesia was needed in a minority of cases. Minimal epistaxis after removal occurred in 50.7%,
and only 1 patient had septal perforation.
Conclusion. Nasal foreign bodies are still a challenge among under-5s. Public health education is needed to make parents and
caregivers aware that it is hazardous for a child to insert a foreign body into the nose. Consistent with published guidelines,
the majority of cases can be managed safely with direct extraction in the office setting. With adequate training, primary health
care practitioners can manage most cases successfully and will know when to refer complicated ones.
Nasal foreign bodies are common problems in children,1,2
especially those aged between 2 and 3 years.3 They may enter
the nose through various routes, the commonest being the
anterior nares or the posterior choanae, but have also been
inserted through penetrating wounds and nasal surgery.4
Foreign bodies may be organic or inorganic.3 They may end up
in any part of the nasal fossa, but are most commonly found in
the vestibule and on or near the floor of the nasal fossa.4

to apply positive pressure into the patient’s mouth while
simultaneously occluding the unaffected nostril.1,7-10 A similar
technique involves the use of an Ambu bag instead of the
‘kiss’ to blow air into the mouth.11 Positive pressure can also
be created by blowing air into the contralateral nostril while
blocking the mouth.12,13 Normal saline inserted with a bulb
syringe has also been found effective in creating positive
pressure.14

Some foreign bodies are inert and may remain in the nose
for months to years without mucosal reactions, while others
cause inflammation, rhinolith formation and infection, with
or without fetid mucopurulent nasal discharge,3,5 which
usually result in early presentation. Prolonged unilateral nasal
discharge almost always indicates a nasal foreign body.4,6,7

Other documented methods of removal include using surgical
forceps15 for foreign bodies such as paper, cotton or foam, or
a spherical hook for hard, irregularly shaped objects.7 Hooks
made out of paper clips or hair pins have been described,16
and Hanson and Stephens17 used cyanoacrylate applied to the
end of a plastic swab stick. Others have used catheters such as
Foley catheters, Fogarty vascular catheters or Fogarty biliary
balloons.18 The success of these tools led to the development
of a disposable catheter called the Katz extractor, specifically
made for removing foreign bodies from the nose and ear.19

Nasal foreign bodies vary widely in type, shape and size, and
all these factors determine the degree of nasal obstruction,
discomfort, time of presentation and management. Various
methods of foreign body removal, employed by both
otolaryngologists and non-otolaryngologists, have been
reported.6 Positive-pressure methods with forceful expulsion
of air through the nostril have been described.6,7 The ‘parent’s
kiss’ is a technique in which a parent uses his or her mouth
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The aim of this audit was to document the pattern of foreign
bodies in the nose in children seen in our department, their
treatment and outcome.
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Materials and methods
This was a prospective audit of all patients with foreign bodies
in the nose seen in the ear, nose and throat clinic, accident
and emergency unit and emergency paediatric unit of the
University of Ilorin Teaching Hospital, Ilorin, from August
2005 to July 2006. Demographic data, clinical diagnosis, site of
foreign body, category of doctor who treated the patient, type Fig.
of treatment and complications either before or after removal
were recorded for all patients with nasal foreign bodies seen
during the study period.

Results

Age (yrs)

N

%

51
16
4
71

72
22
6
100

Foreign body types

day-care centre in 21%, and at home in 17%; 23% of children
could
40 not remember where it had occurred.
35
Of 30the patients 45% presented with an offensive nasal
discharge,
13% with epistaxis, 10% with pain in the nose,
25
and
20 5.6% with combinations of symptoms; 27% were
Percentage
asymptomatic.
15
10
The 5majority of the nasal foreign bodies were removed by
registrars
(Fig. 2). Most (89%) of the removal were done using
0
a Jobson-Horne probe with the patient immobilised, and only
a minority (11%) under general anaesthesia. Epistaxis was the
commonest complication after removal (Table III). Of the foreign
bodies removed under general anaesthesia 75% were removed
through the nose, while only 25% were pushed backward into
the postnasal space and removed through the mouth.

To

Table I. Age of patients with a nasal
foreign body
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Of a total of 173 patients with ear, nose and throat foreign
bodies, 71 (41%) had foreign bodies in the nose. There were 42
males (59%) and 29 females (41%), giving a male/female ratio
of 1.5:1. The mean age was 2.5 years (range 1 - 15 years), the
majority of children being under 5 years of age (Table I). Most
of the children (79%) were of school age or attending a daycare centre, while the rest (21%) did not yet attend school.

Table II. Time elapsed before
presentation with a nasal foreign body

No deaths or prolonged morbidity were recorded during the
study period.
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Discussion

Nasal foreign bodies requiring removal are common in
Of the children 58% lived with their parents, 26% with their
children.1-3,7 As has been found in other studies, most of our
2. Categories
of doctors who removed the foreign bodies.
grandparents, and the remaining 16% with caregivers such Fig.patients
were under 5 years of age.3,5,20 This is the age at which
as Qu’ranic teachers and distant relatives at the time of the
children tend to explore their body cavities, especially the nose,
foreign body insertion.
ears and mouth. Insertion of nasal foreign bodies in adults is
foreignwith
body
removal
by cadre
usually associated
mental
retardation.
Fig. common
1. Typesforeign
of foreign
The most
bodiesbody.
were grains or seeds (35%),
but toys/plastics, cotton wool/foam, stones, etc. were also
seen (Fig. 1). Of the patients 20% were seen within 5 hours of
the incident and 45% within
24 hoursbody
(Table types
II).
Foreign
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Fig. 2. Categories of doctors who removed the foreign bodies.
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Fig. 1. Types of foreign body.

[Setter: Please delete the fig. heading inside the box]

Please

delete

the

fig.

Table III. Complications after foreign
body removal

Complication
Fifty-one per cent of the children had inserted the foreign body
into the nostril themselves and in 49% of cases it had been
Epistaxis
inserted by playmates. In 68% of cases the foreign body was
Septal perforation
None
in the right nostril, in 31% in the left nostril, and in 1% in both
Total
nostrils.
had occurred
at school
in 39%
of cases,
a
Fig.Insertion
2. Categories
of doctors
who
removed
theatforeign
bodies.

N

%

36
1
34
71

51
1
48
100

foreign body removal by cadre
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their discomfort for fear

Ibadan study) has also been reported by others.3,5 Who the
child resides with did not seem to affect foreign body insertion,
as the majority of our patients lived with their parents. We
found that most episodes had occurred at school, which may
be related to peer group influence; interestingly, however, one
study reported that the majority of insertions of foreign bodies
into the ear took place at home.21

a lt h

Less than a quarter of our patients presented within 6 hours
of Chofil the foreign body and just under half presented
of
alinsertion
d
nwithin
24 hours. This contrasts with studies elsewhere, in
which the majority presented within 24 hours.3 Because the
patient is able to breathe through the other nostril there may
be minimal interference with function, especially if the object
inserted into the nasal cavity is inert. Older children may
conceal their discomfort for fear of being reprimanded by
parents and caregivers. About 3% of our patients presented
months after insertion, with a foul-smelling odour and
unilateral mucopurulent nasal discharge. Concretion (rhinolith
formation)3-5,15,22 was noted in one patient, who had plastic toy
material in the nose.
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The commonest foreign bodies in our series were grains/
seeds, as also reported by Ogunleye and Sogebi20 in Ibadan.
Bean, maize and orange seeds are commonly found in African
homes, in contrast to studies elsewhere.15 Beads (5.6%) were
rarely found in our study, though they are available in most
homes either as religious symbols (Catholic rosaries) or for
cultural use.
The commonest site of insertion was the right nostril (twothirds of cases), which is similar to findings elsewhere3,20 and
consistent with the right hand being dominant in the majority
of people. In only one patient were both nasal cavities involved.
Others have also found this to be rare.15,23
The majority of our patients were either asymptomatic or
presented with an offensive nasal discharge; only a few had
epistaxis or pain. The latter were generally due to attempts at
removal at home or at a primary health care facility.24,25
Most of the foreign bodies were removed through the
anterior nasal cavity with instruments at presentation in our
department, in line with published guidelines.3,7 The child
is seated on the mother’s lap in the examination chair. The
arm and trunk are held securely, with the right arm and head
immobilised by the left arm. In the few cases where the child
needs to be in a supine position, he or she is wrapped in a
bed sheet to immobilise the upper extremity and trunk. An
assistant firmly stabilises the head and another assistant holds
the feet. Under good visualisation a Jobson-Horne probe is
introduced beyond the foreign body, which is retrieved with
gentle traction. Most removals were done by experienced
senior registrars and consultants. In only 2 cases was the
foreign body dislodged into the nasopharynx under general
anaesthesia, with a hypopharyngeal pack in place to prevent

66

SAJCH JULY 2009 VOL. 3 NO. 2

aspiration, and removed via the mouth. In our centre removal
of a foreign body under general anaesthesia costs about 10
times more than removal in an office setting.21
The complications of nasal foreign body relate to the length
of time it is lodged in the nose, unskilled attempts at removal,
and its size and shape.7,15 The commonest complications
are epistaxis, septal or nasal mucosa ulceration, and septal
abscess. Septal perforation is uncommon, as observed in our
study. Other complications are nasal or choanal stenosis. We
had no case of nasal foreign body aspiration; however, this can
result from incorrect technique, inexperience, or inadvertent
inhalation instead of exhalation when using the positivepressure method.6-10
Published guidelines3,7 on the removal of nasal foreign bodies
include:
1. C
 onfirmation of the presence of the foreign body from
the history and examination of the anterior nares with a
head mirror or electric head lamp. NB: The first attempt at
removing the foreign body will be the best, and will often
be the only attempt the child will allow.
2. R
 emoval is best accomplished with a wax hook, eustachian
tube catheter or cupped forceps for thin objects such as
buttons or soft organic objects such as sponge. In our study
a Jobson-Horne probe was used.
3. T
 he nasal cavity must always be examined afterwards, as
there may be a second foreign body further up the nose.
4. R
 emoval is usually an outpatient procedure, and antibiotics
can be used at the physician’s discretion.
There is a need for public health education to alert parents
and caregivers to the hazards of nasal foreign body insertion,
and for continued education of primary care physicians to
enable them to manage cases safely or refer them promptly,
especially when the foreign body is not well visualised or
there are complications. In 32% of cases in our study removal
had been attempted by a non-specialist and had failed. It is not
possible to estimate from our data whether the management
and referral of these patients was appropriate. The 24-hour
availability of an otorhinolaryngologist at our centre may have
contributed to the direct referral of many of our patients.26
Nasal foreign bodies are still a challenge among under-5s.
However, with adequate training and skill a high proportion
of cases can be managed safely in the office setting.
Otolaryngologists are not easily accessible in most developing
countries, and primary health care management of foreign
bodies needs to be assessed regularly in order to identify gaps
and improve clinical outcome.
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