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Ab s t r Ac t
Background: Foreign body in the nose is a common situation encountered by an otolaryngologist in day-to-day practice. The removal of 
an intranasal open safety pin has remained a difficult situation in otolaryngology practice, especially in the pediatric age-group. There are 
numerous challenges with very few literature guidelines for the removal of such intranasal foreign bodies. We encountered such a case of a 
4-year-old female child presented with an open safety pin in skiagram. There are several kinds of literature described regarding an open safety 
pin in the esophagus but silent about the intranasal open safety pin and its management. We have successfully removed the open safety pin 
under general anesthesia in an uncooperative child. The present manuscript is an attempt to remove the enigma of an intranasal open safety 
pin management with a video presentation of a rare case event. 
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In t r o d u c t I o n
Ingestion of nasal foreign body is a very common condition 
encountered by an ENT surgeon, pediatrician as well a family 
physician in the outpatient department (OPD). There is much 
diversity found in the types of nasal foreign body and hence 
always remains a challenging condition for removal.1 Intranasal 
foreign bodies are most commonly seen in the pediatric age-
group and mentally challenged patients while rarely seen in 
an adult patient. The intranasal foreign bodies reported in 
adults are mostly due to accidental injuries, trauma to the nose, 
and psychiatric condition of patients.2 There are two types of 
intranasal foreign bodies: inanimate foreign bodies and animate 
foreign bodies. The commonly seen inanimate intranasal foreign 
bodies are nuts, piece of paper, beads, coins, eraser, bullets, 
pencils, chalk, sponge, thermocol, springs, and other metallic 
small things, including ornament part, and battery cell (Fig. 1). 
The animate foreign bodies are typically the myiasis caused due 
to fly maggots (Fig. 2). Some of the inert material foreign bodies 
may remain undetected for years and may cause congestion of 
nasal mucosa, ulceration, granulation, rhinolith, and recurrent 
epistaxis. Intranasal foreign bodies may be found unilaterally or 
bilaterally. The common locations are the floor of the nose below 
the inferior turbinate, anterior to the middle turbinate, and rarely 
in posterior choana.3 The open safety pin in the nose is a rare 
condition and inadequate literature is available about the same. 
The aerodigestive tract, tracheobronchial tree, and esophagus 
are the sites for open safety pin reported in the literature. The 
management of removal of open safety pin in nose remains a 
challenging situation in otolaryngology practice.4

In the present manuscript, we are reporting a case of an 
intranasal open safety pin, which is a rare condition. Usually closed 
safety pin can be seen in patients but in the present case, a closed 
safety pin was ingested in the nose by a 4-year-old female child 
and parents attempted to remove it at home and it gets opened 
accidently during the attempt by parents, then they bought the 
patient in an emergency to the clinic.
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cA s e de s c r I p t I o n
A 4-year-old female child was presented to the ENT clinic as an 
emergency with an ingested intranasal foreign body in the left 
nostril while playing with a cousin who witnessed the ingestion 
of a safety pin by the child. The parents were given the history of 
ingestion of a closed safety pin in left nostril 1 day back and the 
father of the child attempted to remove it at home and during 
the attempt accidently it get opened and slipped deep near the 
nasopharynx. The child was hyperactive.

Systemic Examination
The general condition of the child was stable, and there was no 
respiratory distress. The respiratory rate was 16/minute, and pulse 
rate was 82/minute. The cardiovascular system (CVS) and central 
nervous system (CNS) were normal. There was no active epistaxis. 
There was mucous discharge in the nasal cavity, and the oropharynx 
was normal. However, the patient was having enlarged adenoids 
seen in lateral view of X-ray. 

Nasal Examination and Radiography
The patient was uncooperative for nasal endoscopic examination 
due to multiple foreign body removal attempts by parents. On 
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anterior rhinoscopic examination, only mucous secretions are seen 
in both nostrils and the foreign body was not visualized. So an 
emergency radiological examination was done by taking the X-ray 
skull anteroposterior (AP) view and lateral view. The radiographs 
revealed an open safety pin in the left nasal cavity (Figs 3 and 4) with 
hypertrophied adenoids. The spear was directed toward the roof of 
the nasal cavity. The keeper part of the safety pin was facing toward 
anterior to the nostril while the spring part toward the nasopharynx.

pr o c e d u r e
The patient was kept nil by mouth for 4  hours and taken to 
operation theater for endoscopic foreign body removal. The 
procedure of removal was planned under short general anesthesia 
with oral intubation. After oral intubation, a pharyngeal pack 
of wet gauze tape was kept to avoid accidental trickle down of 
foreign body in laryngopharynx. As a safety precaution, a pediatric 
feeding tube was inserted from the right nostril and the tip was 
brought out from the oral cavity for palatal elevation. The reason 
behind this is if a foreign body does not come out anteriorly then 
it can be pushed back and removed by holding the end part 
through oral cavity. 

Nasal endoscopy was done with a 4-mm 0° rigid endoscope 
(Hopkins, Germany). The head of the open safety pin was partially 

visualized at the floor of the nasal cavity while the end and sharp 
tip of the spear of pin were not visible. Decongestant nasal drops 
of xylometazoline 0.05% were instilled in the nose. After the 
decongestion effect, the head of the safety pin was visualized. An 
angled House micro-cup forceps (Santosh Surgical, Mumbai, India) 
(generally used for microscopic ear surgery) was used and the head 
of safety pin was held in forceps (Fig. 5). The safety pin was pulled 
anteriorly as possible as a surgeon can manage, but due to the open 
safety pin and its sharp tip of spear, it was not possible to come out of 
nasal cavity. Then the head of the pin was held by hemostatic forceps 
(Santosh Surgical, Mumbai, India) by the assistant. Again with the 
help of a straight House micro-cup forceps, spear part of the pin was 
held and both the head and spear part of the pin were pushed slightly 
posterior to dislodge the sharp end of the spear and then the pin was 
pulled out by the surgeon and assistant slowly and simultaneously 
and the safety pin was removed uneventfully (Video 1). There was 
no mucosal tear or epistaxis seen after the procedure. Review 
endoscopy was done, and mild oozing was noted near the adenoid 
region. A small nasal pack was kept in the left nostril, which was 
removed on the second day. The patient was reviewed on the 5th 
day; on examination, there was a healthy nasal cavity. 
Video 1: Management of open safety pin in nose

Above mentioned video is available online on the website of  
www.aijoc.com

Fig. 2: Animate foreign bodies (myiasis)

Fig. 1: Inanimate foreign bodies

Fig. 3: Skull AP view showing metallic pin in left nostril

Fig. 4: Lateral view of skull demonstrating the open safety pin in nostril. 
The keeper shaft rest on floor while point shaft is directed upward
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dI s c u s s I o n
Foreign bodies in ENT practice is a common condition and can 
be found often in the nose and ear. The majority of patients are 
reported in between the age-group of 2–4  years of age.5 The 
most common foreign bodies reported are seeds followed by 
plastic beads.1 The most common location in the nose is the floor 
of the nose below the inferior turbinate or anteriorly to the middle 
turbinate.6 The signs and symptoms need to assess very carefully 
in the case of nasal foreign body. These include unilateral nasal 
obstruction, epistaxis, discharge, foul smelling, pain, and tenderness 
at the nasal pyramid region. These signs and symptoms may vary 
as per the nature of foreign body and duration it remained in the 
nostrils. Many times a round foreign body like a bead or battery 
cell may dislodge posteriorly and can cause airway obstruction. 
The misdiagnosis may lead to fatal complications. The prevalence 
of foreign bodies in the right nostril is more because most of the 
people are right handed.7 However, the case we are presenting 
was right handed but having a foreign body in the left nostril. The 
present case was a hyperactive child who had inserted the safety 
pin in the nose. There is an association between the self-insertion 
of nasal foreign body in the nose and hyperactive disorders in 
children, which we have taken into consideration before attempting 
the removal of open safety pin.8

The diagnostic procedure includes torchlight/headlamp 
examination primarily. If the foreign body is not visualized then 
nasal endoscopy can be done in cooperative children and adult 
patients. But in uncooperative children and adult patients if a 
nasal foreign body is not visualized in a primary examination 
then the clinician can proceed for plain radiograph or computed 
tomography (CT) scan with sinus view.9 An utmost care should be 
taken before advising MRI in cases where a magnetic foreign body 
is suspected or witnessed by relatives of the patient. Such cases 
may lead to tissue necrosis.10

The removal attempt of the nasal foreign body by laypersons 
like relatives and unskilled/untrained healthcare professionals may 
lead to complications.11 We have observed in the present case that 
the father of the child attempted to remove the closed safety pin 
ingested by the child at home and it gets open accidently, which 
made the ENT surgeon difficult to remove it. There are various 

approaches of nasal foreign body removal explored in the literature 
as positive pressure technique, suctioning, Foley’s catheter, removal 
with instruments, and by using magnets and medical adhesive 
glue.12 Since the present case is of open safety pin, we preferred 
to go for removal with instruments. Open safety pin in the nose is 
a rare presentation among nasal foreign bodies.13 The safety pin 
has the parts as a keeper/head, spring, spear/point, keeper shaft, 
and a pointed shaft (Fig. 6). 

There are various options for the removal of open safety pin 
described in the literature. Dislodgement of the shaft of the pin to 
the posterior side and attempt to close it for removal, cutting the 
shaft of the pin in two pieces and removal or controlled pushing 
of the pin toward the nasopharynx and then removal with curved 
forceps are some of the methods described.14–16

The management of removal of open safety pin in the nose 
has remained an enigma in otolaryngology practice. The closing 
of the pin during the removal attempt may not be a useful option 
always as it may lead to slipping of the pin to airway. The easily 
visualized open safety pin can be removed with this method but 
when the keeper shaft is not visualized then otolaryngologists 
can be considered other options. The cutting of the keeper shaft 
near the spring of an open safety pin intranasal and remove it into 
two pieces is a skillful procedure. But during the removal, the cut 
ends may lacerate the nasal mucosa or pharyngeal mucosa. The 
deep-seated open safety pin after cutting the soft may perforate 
the soft palate. The presence of adenoids is also an additional 
concern in children during removal of the cut end part of open 
safety pin from the mouth. The controlled pushing of the pin 
toward the nasopharynx and then removal with curved forceps are 
the methods we have attempted in the present case. The additional 
precaution taken in this case was keeping the wet gauze in the 
throat near the tube inserted so that even if it gets slipped deep 
it can be caught into a gauze piece inserted and can be removed 
from the mouth. 

In this way, a successful attempt was made to remove the open 
safety pin in the nose uneventfully under short general anesthesia.

pA r e n t’s  pe r s p e c t I v e
Initially, the parents of child were very upset due to safety pin 
ingestion by the child in her nose. The child was also uncooperative 
and hyperactive. But after the counseling and removal of the open 

Fig. 5: Instruments used for procedure—(A) Lacks tongue depressor; (B) 
Ball probe; (C) House micro-cup forceps—angled; (D) Blakesley straight 
nasal forceps; (E) House micro-cup forceps—straight; (F) Nasal suction 
cannula; (G) 0° rigid endoscope

Fig. 6: Parts of an open safety pin
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safety pin under short general anesthesia made, the parents relaxed as 
they attempted to remove it at home initially before bringing the child 
to OPD. Parents’ perspective was in their own words in local language 
(~marathi). The same is uploaded as a supplementary material.

Informed Consent
As the patient was a minor, informed consent was obtained from 
her father in a structured format. The same was explained to him 
and he has willingly given consent for the removal of open safety 
pin in the nose. Signed consent form was uploaded. 

co n c lu s I o n
The nasal foreign bodies are of great concern to deal with as an 
emergency during otolaryngology practice. These can be removed 
successfully without any complications. However, when a case like 
open safety pin in the nose ingested by a child came to an emergency 
department, then the various techniques of removal should be taken 
into consideration as per the site of the lodged open safety pin. 
The expert anesthetist services and availability of all instruments 
and equipment while practicing in rural area and dealing with such 
nasal foreign bodies are very important factors for success. The most 
serious possibility of slipping of the foreign body into airway should 
also be taken care while dealing with open safety pin in the nose. The 
use of proper diagnostic tools and quick decisions along with skills 
are necessary to deal with open safety pin in the nose.
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