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Concern for Foreign Body Ingestion History & Physical Checklist 
Ingestion History 
 Presumed object 
 Time of ingestion 
 Witnessed or unwitnessed 
 Time of last meal/drink 
 Personal history of GI pathology or surgeries in the past 
 Choking, vomiting, pain present 

Assessment/Exam 
 Obtain VS 
 Airway patent? 
 Patient with significant drooling? Difficulty breathing? 
 Tripod positioning present? 
 Stridor, wheezing, poor aeration, unequal breath sounds? 
 Diffuse abdominal tenderness? 

Are any of the following present? 

 Choking 
 Chest/throat pain 
 Wheezing 
 Retractions 
 Drooling 
 Altered mental status 
 Impending/presenting 

shock/respiratory failure 

Consider additional 
imaging for potential 
radiolucent foreign 

body 

Esophageal Food 
Impaction (p.6) 

Coin/Blunt Objects (p.5) 

Magnet(s) (p.4) 

Sharp Object (p.3) 

Button Battery (p.2) 

Imaging Order Set / 
Foreign Body Series 

 AP CXR, Lateral CXR, 
Lateral Neck, and KUB 

 CT Chest, Abdomen 
 MRI Chest, Abdomen 
 Ultrasound 
 Esophagram 

Subspecialty Contacts – STAT page 
 Pediatric GI: p9361 
 Pediatric Surgery: p9993 
 Pediatric ENT: p9864 
 Pediatric CT Surgery: p9231 

 
Place PEM Attending/Fellow number on 
page for callback for single line of 
communication between services. 

Ingested item 
identified from 

history or imaging? 

 Stabilize in 
resuscitation 
room 

 STAT AP and 
Lateral CXR 
and KUB 

 AP and Lateral 
CXR and KUB 

YES  NO 

NO  YES
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Button Battery Alert 

Honey** (2 teaspoons every 10 minutes 
up to 6 doses/q hour) / Lemon juice / 

Sucralfate while awaiting OR 

Within esophagus, 
at or below 

cricopharyngeus 

Consult 
Pediatric ENT 
for emergent 

removal 

If hematemesis 
on presentation 
or history, page 

Pediatric CT 
Surgery 

immediately 

 Follow up KUB, AP & 
Lateral CXR in 2-3 
days  

 Repeat KUB, AP & 
Lateral CXR at 10-14 
days if not passed into 
stool 

 Consult Pediatric 
Surgery if no passage 
into stool by 14 days 

Above 
cricopharyngeus 

or in nose 

Within or distal to 
stomach 

<6 years of 
age or BB 
≥20mm in 
diameter 

≥6 years of 
age or BB 
<20mm in 

diameter OR 
>12 hours 

from ingestion/ 
diagnosis 

*Consider antibiotics in 
patients with concern for 
severe esophageal injury, 
esophageal perforation, or 
if concern raised for 
infection 

 First line: Unasyn or 
Augmentin 

 Second line: Clindamycin 

YES

NO  YES

YES 

Esophagram to 
exclude leak prior 

to diet 
advancement / 

disposition 

 Continue NPO and 
consider IV Abx* if not 
already started  

 Assess injury q5-7 
days with MRI until 
receding from aorta 

 If hematemesis or UGI 
bleeding within 3 weeks 
of removal, must assume 
aortoenteric fistula 
present.  

 Prepare OR emergently 
and alert CT surgery 

 Admit 
 NPO, consider IV 

Abx* 
 CT Angio, MRI 

Chest

Chest 
pain/difficulty 
swallowing? 

Esophageal 
Injury? 

Injury to/near 
aorta?

NO 

NO

Disposition and 
diet advancement 
per primary team 
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**Honey is acceptable if 
patient is ≥12 months to 
avoid risk of infant botulism 

Consult 
Pediatric GI, 

consider 
endoscopy 

Urgent 
endoscopic 

removal with 
Pediatric GI 

within 12 hours

Emergent endoscopy 
removal with  

Pediatric Surgery 
followed by 0.25% acetic 

acid 50-150mL 
administered 

intraoperatively 

Stomach Small 
intestine/colon 

Remove 
during 

endoscopy 

Symptomatic  
or magnet  

co-ingestion? 

Consult 
Pediatric 
Surgery 

for 
emergent 
removal  

NOYES 
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If magnet confirmed, obtain AP and 
Lateral CXR and erect KUB 

Esophagus Stomach Beyond Stomach Esophagus Stomach Beyond Stomach 

Options: 
 Consult 

Pediatric 
GI for 
removal if 
possible 
and/or recs 
for 
admission 

 Follow 
serial 
KUBs to 
confirm 
passage 

Options: 
 Consult 

Pediatric 
GI for 
removal if 
at 
increased 
risk for 
repeat 
ingestion 

 Follow 
serial 
KUBs in 
outpatient 
setting to 
confirm 
passage 

Consult 
Pediatric 

Surgery for 
urgent 

endoscopic 
removal  

Consult 
Pediatric 

Surgery for 
urgent 

endoscopic 
removal 

 Consult 
Pediatric GI 
for urgent 
endoscopic 
removal 

 Goal: 
removal <12 
hours 

Urgent 
consult to 
Pediatric 

Surgery for 
removal 

Consult 
Pediatric 

Surgery for 
removal  

 Parental education* 
 Close follow up 
 Serial outpatient KUBs 
 Readmit for removal if 

lack of progression or 
symptom onset 

 Admit for serial KUBs 
every 8-12 hours 

 Utilize PEG or laxative 
to prepare for 
endoscopic removal 

Utilize 
PEG or 

laxative to 
aid in 

passage 

*Parental Education: 
 Remove any magnetic objects within environment as to prevent 

additional ingestion or attractive force on already ingested magnets 
 Avoid clothing with metallic buttons, buckles, or belts 

Progression on 
serial XR? 

Delayed 
progression? 

Unsuccessful? 

NOYES

YES NO 

SINGLE  MULTIPLE 

3

Symptomatic and/or 
evidence of free air 

in abdomen?

Options: 
 Consult 

Pediatric GI 
for 
endoscopic 
removal  

 Admit to 
Peds GI for 
serial KUBs 
to monitor 
progression 
every 4-6 
hours 

Location? 

Quantity 
Visualized 

Location?

Magnet(s) Ingestion 
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Sharp Object 

Consider 
advanced imaging: 

CT, MRI, US, 
Esophagram to 
further assess 

Urgent endoscopic 
evaluation and 
removal with 

Pediatric Surgery 

Esophageal 

Symptomatic? 

Airway/above 
cricopharyngeus 

Small bowel 
(distal to 

ligament of 
Treitz) 

Gastric/small 
bowel 

(proximal to 
ligament of 

Treitz) 

Visualized 
on imaging? 

Clinical 
observation, 
close follow 
up, reassess 
if recurrence 
of symptoms 

 Serial KUBs 
 Consider 

endoscopic or 
surgical removal if 
>3 days without 
passage or 
becomes 
symptomatic  

 Discuss urgent 
follow up with 
Peds GI in clinic 

Endoscopic 
removal 

with 
Pediatric 

ENT in OR 
vs at 

bedside with 
scope

Endoscopic or 
surgical 

removal with 
Pediatric 
Surgery 

Endoscopic 
removal with 
Pediatric GI 

Urgent 
endoscopic 

removal with 
Pediatric 
Surgery 

Visualized 
on imaging? Location? 

Symptomatic? 

YES

YES

NO 

NO 

NO 
NO 

YES 

YES
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Coin/Blunt Object 

Location 

Endoscopic 
removal within 
24 hours with 

Pediatric 
Surgery 

Urgent 
endoscopic 

removal with 
Pediatric 
Surgery 

Esophageal 

Consider 
glucagon if 

object in distal 
esophagus or 
if endoscopy 
not available 

 Endoscopic 
removal 

 Obtain repeat 
KUB/Lateral XR 
immediately prior to 
endoscopy to 
ensure foreign body 
is still present 

Symptomatic? 

Gastric 

Still present on 
KUB/Lateral XR? 

YES  NO 

Small bowel 

 Discharge 
home with 
parental 
observation if 
item expected 
to pass based 
on size* 

 Return if 
symptomatic  

Urgent 
removal with 

Pediatric 
Surgery 

Symptomatic? 

YES  NO
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If not already obtained, order Lateral XR 
in addition to KUB to rule out button 

battery ingestion 

 Foreign bodies with 
a diameter >2.5 cm 
are unlikely to pass 
the pylorus, 
especially in 
children <5 years of 
age.  

 Foreign bodies with 
a length >6 cm are 
unlikely to pass the 
duodenal sweep 
and if they do, the 
ileocecal valve.  

Urgent 
endoscopic 

removal 
with 

Pediatric GI

 No endoscopy 
needed if item is 
expected to pass 
based on size* 

 Monitor stools, 
use laxatives 

 Discharge with 
PCP follow up 
and repeat KUB 
and Lateral XR in 
2 weeks

Symptomatic? 

NO YES
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Urgent 
endoscopic 

removal with 
Pediatric GI 

Obtain 
proximal/distal 
biopsies and 
assess for 
strictures 

No 
eosinophilic 
inflammation 
or stricture 

Follow clinical 
status and 
consider PPI 
if nonspecific 
inflammation 
present 

Eosinophilic 
inflammation 

without 
stricture 

Consider 
repeat 
endoscopy 
after 4-8 
weeks of PPI 

Stricture with 
eosinophilic 
inflammation     

    

Consider 
endoscopy 
after 4-8 weeks 
of PPI and/or 
EoE therapy 

Stricture 
without 

eosinophilic 
inflammation 

Consider 
repeat 
endoscopy 
with dilation 

 

Endoscopic 
removal within 
24 hours with 
Pediatric GI 

Management based upon 
endoscopy findings 

Esophageal Food Impaction 

Symptomatic/ 
unable to tolerate 

secretions? 

YES  NO 
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