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	 Case series
	 Patients:	 Female, 4-year-old • Male, 3-year-old • Female, 2-year-old
	 Final Diagnosis:	 Oral soft tissue entrapment and laceration caused by a motorized electric nail trimmer
	 Symptoms:	 Lip entrapment; oral bleeding • lip laceration • oral pain • tongue abrasion • inability to close the mouth
	 Clinical Procedure:	 Foreign body removal by device dismantling • wound irrigation • primary wound closure under local 

anesthesia • vermilion border repair
	 Specialty:	 Pediatrics and Neonatology
	 Objective:	 Management of emergency care
	 Background:	 Oral and perioral soft tissue injuries are common in early childhood, when oral exploration and imitation of 

adult grooming coincide with immature motor control. Motorized electric nail trimmers—battery-powered de-
vices with a rotating element behind a small aperture—are commonly available; some reports have described 
entrapment of the tongue, facial skin, and eyelid in children. This report presents 3 pediatric cases of lip en-
trapment, laceration, and tongue injury caused by such devices.

	 Case Reports:	 Case 1: A 4-year-old girl presented with lower lip entrapment after activating a device against her mouth. 
Bedside release was unsuccessful; the fire and safety team isolated the battery and opened the casing, after 
which a deep lower lip laceration was irrigated and managed by primary closure. Case 2: A 3-year-old boy pre-
sented with upper lip entrapment in a similar device. After coordinated dismantling and reversal of the rotating 
mechanism, a laceration crossing the vermilion border was repaired under local anesthesia. Case 3: A 2-year-
old girl sustained a tongue injury after contacting an activated device with her tongue. The device became de-
tached, and a superficial abrasion of the tongue tip was managed conservatively. All 3 children healed without 
complications.

	 Conclusions:	 These cases illustrate that motorized electric nail trimmers can cause oral soft tissue injuries in young children, 
ranging from superficial abrasion to deep lip laceration requiring primary surgical repair. Avoidance of forceful 
traction, controlled release of the device, and subsequent wound repair were feasible management approach-
es. These cases do not establish the incidence or comparative risk of such injuries.
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Introduction

Young children explore objects with their mouths [1], imitate 
adult grooming behavior, and have not yet developed the mo-
tor control or hazard awareness needed to handle household 
devices safely. Oral and maxillofacial soft tissue injuries are 
consequently a recurring reason for emergency department 
(ED) visits in this age group [2]. The clinical spectrum ranges 
from superficial mucosal abrasions to deep lacerations involv-
ing the lips, tongue, teeth, and alveolar structures [3].

The lips and tongue are richly vascularized and functionally 
important for feeding and speech; thus, comparatively small 
wounds may bleed briskly and cause substantial distress [4]. 
Injuries crossing the vermilion border warrant particular care 
because malalignment at the mucocutaneous junction is con-
spicuous after healing [5]. General principles of pediatric wound 
management—including irrigation, assessment of wound depth 
and gaping, and selective primary closure—apply [6].

Entrapment injuries, in which tissue becomes mechanically 
trapped within an object, are a distinct subgroup. Fingertip 
and digit entrapments are well described [7], whereas intra-
oral entrapment has mainly been reported in isolated cases 
involving rigid containers. Classical examples include lingual 
ischemia after tongue entrapment in a glass bottle [8] and 
entrapment in an aluminum juice can [9]; approaches to re-
leasing such entrapments have recently been reviewed [10].

Reports involving motorized electric nail trimmers are more re-
cent and remain limited. Iio and Kishibe described 3 young chil-
dren with cervicofacial skin entanglement caused by these de-
vices, several of whom had been imitating shaving [11]. Fatani 
et al described a child whose tongue became entrapped in such 
a device [12]. AlSaedi et al reported 2 children who were treat-
ed in a Saudi pediatric ED: 1 had entrapment of the tongue tip 
and the other exhibited entrapment of the upper eyelid skin. 
In both cases, the device was released by dismantling it with 
the assistance of a hospital safety team, and neither child re-
quired wound repair [13]. In each of these published reports, 
the entrapped tissue was released without requiring surgical 
closure. Such reports provide comparators for the present cases.

This report describes 3 pediatric cases of accidental lip entrap-
ment, laceration, and tongue injury caused by motorized elec-
tric nail trimmers; it outlines practical considerations involved 
in releasing the device and managing the resulting wounds.

Case Reports

Three children presented to our pediatric ED over a 6-month 
period with oral soft tissue injuries caused by motorized electric 

nail trimmers. In Cases 1 and 2, the device remained attached 
to the lip on arrival. In Case 3, the device had become detached 
before presentation; this child was included in the present re-
port because the mechanism and device were identical, and 
the case illustrates the milder end of the spectrum observed. 
None of the children had a relevant medical history or a history 
of exposure to tobacco, alcohol, or other substances. Tetanus 
immunization was up to date in all 3 children.

Case 1

A previously healthy 4-year-old girl presented to our ED with 
her lower lip entrapped in a motorized electric nail trimmer. The 
incident had occurred 1 hour earlier, when she was playing un-
supervised with the device, placed it against her lip, and unin-
tentionally activated it. The rotating mechanism pulled muco-
sal tissue into the device, where it became firmly lodged. Her 
parents reported that the initial bleeding stopped after 5 min-
utes of direct pressure. She was initially evaluated at a near-
by facility and referred to our center for definitive manage-
ment. On arrival, the child was alert but distressed, unable to 
close her mouth, and crying because of pain. She was triaged 
as level 2 using the Canadian Triage and Acuity Scale (CTAS) 
and placed in a monitored bed. Vital sign assessment showed 
mild tachycardia attributed to pain; all other parameters were 
normal. The primary survey revealed no airway compromise. 
Careful examination revealed clinically significant edema and 
entrapment of the lower lip within the device. An initial remov-
al attempt by the ED consultant was unsuccessful and was dis-
continued given the risk of further tissue trauma.

A coordinated plan was established involving the hospital 
fire and safety team for safe device removal and the pediatric 
plastic surgery team for wound management. The patient was 
kept calm through parental presence and gentle body wrap-
ping. The battery was first isolated to prevent the rotating ele-
ment from restarting during the procedure. Because the casing 
could not be manually opened while the device remained at-
tached to the lip, the fire and safety team used a small hand-
held rotary cutting tool to divide the outer casing (Figure 1A). 
The lip and surrounding face were protected with moistened 
gauze; the patient’s eyes were shielded throughout the pro-
cedure. The cut was made away from entrapped tissue, and 
the tool was applied in short bursts to limit heat transfer. Once 
the casing had been opened, the internal wheels were manu-
ally rotated to release the lip (Figure 1B). After successful re-
moval, a deep, jagged, full-thickness laceration with tissue loss 
was observed (Figure 1C). The plastic surgery team irrigated 
the wound, controlled the bleeding, and performed primary 
closure under local infiltration with 1 mL of 1% lidocaine plus 
epinephrine using 5-0 Vicryl Rapide sutures (Figure 1D). The 
wound was inspected for retained device fragments, and none 
were found. Oral amoxicillin-clavulanate (45 mg/kg/day in 2 
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divided doses) was prescribed for 5 days. The patient was dis-
charged with analgesia (oral acetaminophen, 15 mg/kg every 
6 hours as needed), instructions to follow a soft diet, and an 
outpatient follow-up appointment. The family was counseled 
at discharge to store motorized electric nail trimmers and sim-
ilar devices out of the reach of children. At the 2-week follow-
up, the wound showed excellent early healing without func-
tional impairment.

Case 2

A previously healthy 3-year-old boy was brought to our ED by 
his parents after his upper lip had become entrapped in a mo-
torized electric nail trimmer. The incident occurred approximate-
ly 2 hours before presentation, when the child, who was play-
ing unsupervised with the device, placed it against his mouth 
and switched on the motor. The rotating mechanism pulled 
the central portion of the upper lip into the device, where it 

became tightly lodged. His parents reported immediate bleed-
ing that stopped after a few minutes of compression. The fam-
ily attempted to release the device at home without success, 
prompting them to seek medical care.

On arrival at the ED, the child appeared anxious, had moder-
ate pain, was unable to approximate his lips, and was crying 
intermittently. He was triaged as CTAS level 2. Vital signs were 
within age-appropriate limits, except for mild tachycardia at-
tributed to pain. Clinical examination revealed entrapment of 
the upper lip mucosa and skin between the rotating mechanism 
and the device’s plastic guard, along with substantial swelling 
and bruising (Figure 2A). Manual attempts at disengagement 
by the ED staff were deferred given the risk of tissue injury.

A multidisciplinary plan was established in coordination with 
the hospital fire and safety team and pediatric plastic surgery 
service. The patient was gently immobilized with parental 

Figure 1. �Case 1—Lower lip entrapment in a motorized electric nail trimmer in a 4-year-old girl and subsequent repair. (A) The 
device attached to the lower lip in the emergency department, with the lip drawn into the aperture on the underside of the 
device. The battery had already been disconnected, and a handheld rotary cutting tool (left) was applied to the outer casing 
away from the entrapped tissue; the surrounding face was protected by gauze. (B) The same device after the casing had 
been opened, showing the exposed battery and circuit board; the internal wheels were then manually rotated to release the 
lip. (C) The lower lip immediately after release, showing a deep, jagged, full-thickness laceration with tissue loss. (D) The 
same lip after irrigation and primary closure with 5-0 absorbable sutures under local infiltration anesthesia. All images were 
obtained during the index emergency department visit.
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assistance and comforted by his parents; comfort was also 
achieved through distraction, and no topical anesthetic was 
required before device release. After initial isolation of the bat-
tery, the fire and safety team carefully disassembled the trim-
mer housing and released the entrapped mucosa by reversing 
the wheel mechanism. Following device removal, a small up-
per lip laceration extending across the vermilion border was 
identified, with associated tissue contusion but no full-thick-
ness defect (Figure 2B shows the device after removal, with 
blood staining at the aperture). The wound was copiously ir-
rigated and repaired by the plastic surgery team under local 
anesthesia with 1 mL of 1% lidocaine plus epinephrine, using 
6-0 Vicryl Rapide sutures with accurate realignment of the ver-
milion border. No retained device fragments were identified. 
Oral amoxicillin-clavulanate (45 mg/kg/day in 2 divided dos-
es) was prescribed for 5 days.

The child tolerated the procedure well and was discharged 
with analgesia (oral acetaminophen, 15 mg/kg every 6 hours 
as needed), instructions to follow a soft diet, and close outpa-
tient follow-up to monitor wound healing and cosmetic out-
comes. The family was counseled at discharge to store mo-
torized electric nail trimmers and similar devices out of the 
reach of children.

At the 1-week follow-up, the wound showed excellent early 
healing, with intact sutures, no signs of infection, and accu-
rate alignment of the vermilion border. The family did not at-
tend the subsequent scheduled appointment; therefore, no fur-
ther data regarding the final scar appearance were available.

Case 3

A previously healthy 2-year-old girl was brought to our ED by 
her mother for evaluation of tongue bleeding. The mother re-
ported that the child had been playing unsupervised with a 
motorized electric nail trimmer and accidentally inserted her 
tongue into the device while it was switched on. In contrast 
to the first 2 cases, the device did not remain attached to the 
child’s tongue; however, the incident resulted in sudden pain 
and active bleeding from the tongue tip, which was controlled 
at home with direct pressure. The family presented to the ED 
within 30 minutes of the incident.

On arrival, the child was crying mildly but was consolable, 
hemodynamically stable, and maintained normal oxygen 

Figure 2. �Case 2—Upper lip entrapment in a motorized electric 
nail trimmer in a 3-year-old boy. (A) The device 
attached to the upper lip on arrival at the emergency 
department, with the lip held between the rotating 
mechanism and the plastic guard of the device; 
manufacturer markings on the casing have been 
obscured. (B) The same device after removal, viewed 
from the underside, showing the oval aperture and 
rotating element within the aperture; blood staining 
is visible at the aperture margin. Both images were 
obtained during the index emergency department visit.

A

B

Figure 3. �Case 3—Superficial tongue abrasion from a motorized 
electric nail trimmer in a 2-year-old girl. A superficial 
linear abrasion at the anterior tip of the tongue, 
without extension into the underlying muscle or 
involvement of the lips, teeth, or buccal mucosa. The 
device had become detached before arrival. The image 
was obtained during the index emergency department 
visit; the wound was managed conservatively without 
suturing.
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saturation on room air. Vital signs were within normal limits 
for age. No drooling, stridor, or signs of airway compromise 
were observed. Oral examination revealed a small, superficial 
linear abrasion at the anterior tip of the tongue, without ex-
tension into the muscle or involvement of the lips, teeth, or 
buccal mucosa (Figure 3). No active bleeding was observed at 
the time of assessment. The wound was irrigated with nor-
mal saline, and oral acetaminophen (15 mg/kg) was admin-
istered for analgesia. The oral and maxillofacial surgery ser-
vice was consulted; no suturing or surgical intervention was 
deemed necessary. The tongue was inspected for retained de-
vice fragments, and none were found.

The patient was observed in the ED for several hours, during 
which she tolerated oral fluids without difficulty and remained 
clinically stable. She was subsequently discharged with care-
giver instructions regarding oral hygiene, a soft diet, analgesic 
use as needed, and signs of infection or delayed bleeding. The 
family was counseled about preventive measures, including 
secure storage of motorized electric nail trimmers and similar 
devices, to prevent recurrence. At telephone follow-up 3 days 
later, the abrasion had healed by secondary intention, with-
out bleeding, infection, or feeding difficulties.

Discussion

The practical lesson from these 3 cases is that once oral soft 
tissue has been drawn into an activated motorized electric nail 
trimmer, continued traction on the device risks extending the 
injury. A safer approach is to render the device inert, disman-
tle it in a controlled manner, and then assess and repair the 
wound. The present cases add to the limited existing literature 
regarding soft tissue injuries caused by such devices [11-13] via 
descriptions of lip entrapment requiring primary surgical repair 
after release; previously reported cases of tongue, facial skin, 
and eyelid entrapment were resolved without wound closure. 
Three cases cannot establish that such injuries are becoming 
more frequent, and no such claim is made here.

In each of our cases, soft tissue had been drawn into the ap-
erture of an activated device and caught by the rotating ele-
ment. In published reports available to us, the devices were 
being used by children in ways for which they were not in-
tended, rather than failing mechanically [11-13]. We did not 
examine the present devices for mechanical faults and thus 
cannot determine whether malfunction contributed to the in-
juries. In all 3 cases, the child was handling the device with-
out direct adult supervision at the time of injury.

Our cases resemble published reports in terms of the mecha-
nism and age of the affected children but differ regarding the 
tissues involved and management required after release. Iio 

and Kishibe described cervicofacial skin entanglement in 3 chil-
dren; the tissue was released after sedation and lubrication 
without a need for surgical repair [11]. Fatani et al described 
tongue entrapment in an electronic nail device [12]. AlSaedi 
et al described tongue-tip and upper eyelid entrapment in 2 
children; both devices were released by dismantling with the 
assistance of a hospital safety team, and the resulting minor 
injuries were allowed to heal without repair [13]. In the pres-
ent Cases 1 and 2, the entrapped tissue involved the lip itself 
rather than the skin of the neck, face, or eyelid; both injuries 
required irrigation and primary closure after release. The re-
sulting laceration was full-thickness with tissue loss in Case 
1; in Case 2, the laceration was partial-thickness but crossed 
the vermilion border and required accurate realignment, a step 
with no counterpart in previously published cases. Case 3, in 
which the device spontaneously detached and caused only a 
superficial abrasion, more closely resembles the milder end of 
the published spectrum; its conservative management is con-
sistent with evidence that small tongue lacerations in young 
children heal well without suturing [14]. Taken together, these 
observations suggest that the tissue involved can determine 
whether device release alone is sufficient or subsequent sur-
gical repair is required; however, they do not establish the fre-
quency of each injury pattern.

As illustrated by our case series, management of these inju-
ries requires a coordinated multidisciplinary approach. Initial 
assessment in the ED is essential to determine injury severity 
and any need for specialized intervention. In Case 1, the ED, 
fire and safety team, and pediatric plastic surgery team collab-
orated to manage the treatment of a 4-year-old girl with lower 
lip entrapment who was triaged as CTAS level 2. The fire and 
safety team isolated the battery to prevent accidental reacti-
vation, then divided the casing with a handheld rotary cutting 
tool while protecting the lip and eyes. After successful remov-
al of the device, the plastic surgery team irrigated the wound 
and performed primary closure. This step warrants emphasis 
because the use of a powered cutting tool near a child’s face 
carries risks of thermal injury, fragment scatter, and inadver-
tent laceration. In our case, these risks were mitigated by first 
disconnecting the power source, shielding the eyes and adja-
cent tissues, cutting away from the entrapped lip, and work-
ing in short intervals.

Similarly, the ED, fire and safety team, and pediatric plastic sur-
gery service collaborated in Case 2, which involved a 3-year-old 
boy with upper lip entrapment. The fire and safety team disas-
sembled the trimmer housing and released the entrapped mu-
cosa by reversing the wheel mechanism. After device removal, 
the laceration was irrigated and sutured under local infiltra-
tion anesthesia. In both Cases 1 and 2, release was facilitat-
ed by the availability of appropriate tools, personnel familiar 
with the device casing, non-pharmacological comfort measures, 
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and sufficient time to proceed without haste. Neither child re-
ceived systemic analgesia or anesthesia before device release. 
Comfort was maintained by parental presence, gentle immobi-
lization, and distraction; local infiltration anesthesia was only 
used for wound repair after the device had been removed. The 
decision to involve a specialized team was based on entrap-
ment complexity and the anticipated risk of additional tissue 
injury during removal.

Established guidelines for pediatric lacerations are consistent 
with the principles of wound management for entrapment-re-
lated injuries. The decision to suture a laceration depends on 
its depth, location, and degree of gaping [15]. In Case 1, the 
pediatric plastic surgery team performed primary closure of the 
deep lip laceration to promote healing and optimize the cos-
metic outcome. This approach is consistent with recommen-
dations from the Royal Children’s Hospital regarding surgical 
referral and suturing of large or full-thickness injuries [15]. In 
lip injuries involving the vermilion border, accurate approxi-
mation is crucial to achieve an optimal cosmetic outcome [5].

In all 3 cases, the child was handling the device without direct 
supervision, and each family was counseled at discharge to 
store such devices out of the reach of children. This approach 
is consistent with advice provided in published reports [11-13] 
and general guidance to prevent household injuries in young 
children [16]. AlSaedi et al similarly advised against attempts 
to remove the device at the scene because countertraction may 
worsen the laceration and increase bleeding [13], which aligns 
with our experience in Cases 1 and 2. Whether supervision or 
storage practices reduce the frequency of this particular injury 
cannot be determined from a series of 3 cases, and we make 
no claim regarding the relative effectiveness of any preventive 
measure. Moreover, although design features such as recessed 
apertures or contact-sensing cutoffs might intuitively reduce the 
risk, our cases provide no evidence to support this possibility, 
and we do not propose these features as validated solutions.

The present observations are limited to 3 preschool-aged chil-
dren who sustained oral soft tissue injuries from motorized 
electric nail trimmers and were treated at a single center. Our 
report describes the injuries and corresponding management 
but does not establish how often such injuries occur, how 
the risk posed by these devices compares with that of other 
household items, or whether any particular release or repair 
approach is superior to another. Whether the same consider-
ations apply to entrapment at other body sites, other rotat-
ing household devices, or population-level prevention strate-
gies is beyond the scope of this report.

This report has some limitations. First, it describes 3 children 
treated at a single center; therefore, no inference regard-
ing injury frequency or risk can be drawn. Second, follow-up 

was short, and in Case 2, the family did not attend appoint-
ments beyond the 1-week follow-up; therefore, the final scar 
appearance after vermilion border repair is unknown. Third, 
wound dimensions were not recorded in the medical record 
at the time of presentation; thus, injuries are described qual-
itatively rather than in terms of measured length or surface 
area. Fourth, the devices were not examined for mechanical 
faults, and no formal device identification or model compari-
son was performed. Finally, the release techniques described 
were determined by the equipment and personnel available at 
our center at the time. They were not compared with alterna-
tive techniques, and their generalizability remains unknown.

Conclusions

In these 3 preschool-aged children, motorized electric nail trim-
mers caused oral soft tissue injuries ranging from a superficial 
tongue abrasion managed conservatively to a deep lower lip 
laceration that required device dismantling and primary surgi-
cal repair. The practical lesson is that once tissue becomes en-
trapped within the device, further traction risks extending the 
injury. A safer approach is to render the device inert by isolating 
the battery, dismantle it in a controlled manner with technical 
assistance when available, and assess and repair the wound only 
after release. Coordinated management involving emergency, 
technical, and surgical personnel was feasible; it was followed 
by uncomplicated healing. Unlike previously reported cases of 
tongue, facial skin, and eyelid entrapment, 2 of our 3 cases re-
quired primary wound closure after release, indicating that cli-
nicians should anticipate that lip entrapment may require sur-
gical repair in addition to device removal. Caregivers should 
be aware that these devices can cause injury when handled by 
children without supervision. Our observations are limited to 
3 cases from a single center and do not establish the frequen-
cy of such injuries or evaluate potential device modifications.
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