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ABSTRACT

Rectal foreign body is no longer a medical oddity. The majority of objects are inserted by self introduc-
tion in children, psychiatric patients, in victim of assault and as a result of sexual gratification. It causes lower
abdominal pain and rectal bleeding. The presence of a foreign body in the rectum has always been a
challenge and numerous approaches have been devised for its recovery. Before manipulation of a foreign
body, rectal perforation and peritonitis must be ruled out. Laparotomy is sometimes necessary. We report a
case study of a rare foreign body in the rectum with unusual presentation.
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INTRODUCTION

Rectal foreign body is no longer a medical
oddity, it encounters frequently.’23 The majority of
objects (fruits, vegetables, bottles, vibrators,
candles and dildos) are inserted by self introduc-
tion in children, psychiatric patients, in victims of
assault and as a result of sexual gratification.* It
causes lower abdominal pain, rectal bleeding and
becomes irretrievable. Sometimes the patient will
not volunteer that any object has been inserted or
give outlandish explanations. The presence of such
foreign body has always been a challenge to the
physicians taking care of these patients and nu-
merous approaches have been devised to recover
these objects. Before manipulation of a foreign
body rectal perforation and peritonitis must be
ruled out. If insurmountable difficulty is experienced
for any foreign body in the rectum, a laparotomy
is usually necessary, which allows that object to
be pushed from above into the assistant’s finger
in the rectum .’

We report a case of a foreign body in the
rectum with its rarity and unusual presentation.

CASE REPORT

A 45 year old married male presented to the
Department of Surgery, Nawabshah Medical Col-
lege Nawabshah, Pakistan, as a victim of assault
with three days history of foreign body insertion in
the rectum. He was illiterate and belonged to non-
affluent group. The presenting complaints were
lower abdominal pain and slight bleeding per rec-
tum. He was embarrassed, apprehensive, un-com-
fortable and un-cooperative. The signs and symp-
toms of mechanical intestinal obstruction and
colorectal perforation were absent. He had at-

tempted to retrieve the foreign body himself but
failed, which resulted in its movement of foreign
body high up. Rectal examination revealed peri-
anal bruises, impacted foreign body approximately
11 cm above the anal verge and a blood stained
finger. Abdominal examination was unremarkable.
Abdominal radiograph revealed a glass bottle in
the upper rectum. (Fig-1)

Fig. 1: Plain x-ray abdomen showing glass bottle
in the pelvis
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Before manipulation rectal perforation and
peritonitis were clinically ruled out. In the emer-
gency room a female surgeon inserted her hand
trans-anally to grasp the object with her fingers
but was unable to mobilize it distally. Laparotomy
was performed for transabdominal manipulation
and transanal retrieval under general anaesthesia
with full sphincter relaxation. The patient was
placed in lithotomy position and after exploration
by lower midline laparatomy incision foreign body
(glass bottle) was pushed distally and retrieved
trans-anally. (Fig-2) The size of the glass bottle
was 4x20 cm. (Fig-3)

-

Fig. 2: Trans-anal retrieval of glass bottle after
trans-abdominal manipulation by
laparatomy.

Fig. 3: Showing retrieved glass bottle 4x20 cm.

His post-operative period was uneventful. He
resumed his oral intake after 18 hours and was
discharged after 72 hours with judicious follow up.
Sphincter integrity was assessed and he was found
to be continent.

DISCUSSION

Rectal foreign bodies, once a medical curi-
osity become much more common in certain set-
tings.® They may be high or low lying but the man-
agement is a more challenging problem. Transanal
delivery should only be done under direct vision.”
Entire hand could be inserted under general anes-
thesia to retrieve foreign body as long as it is ly-
ing low in the rectum.® Laparatomy should be con-
sidered as primary method of treatment if the pa-
tient presents with a high lying foreign body im-
pacted for 24 hours or longer.® The possibility of
rectal perforation must be taken into account es-
pecially with long standing foreign bodies that can
erode the bowel wall. It is evident that the clinical
history given for sexually related injuries are often
vague and non specific because of embarrassment
and fear of humiliation. A cautious anorectal ex-
amination not only allowed palpation of the low
lying object but also helps to disclose the pos-
sible complications caused by foreign body. The
presence of tarry mucoid rectal discharge with a
necrotic odor raises the suspicion of gangrene of
rectum. A careful abdominal examination should
also be performed to assess signs of peritonitis or
the ability to palpate the object in the abdomen.
Bipolar roentograms of abdomen and pelvis are
required to determine the presence, number, size,
shape, location and direction of foreign body .This
information is paramount in planning the extrac-
tion maneuver.

Different strategies for safe removal are re-
quired after adequate relaxation of anal sphincter.
Anoscopy or sigmoidoscopy should be utilized
to remove the foreign body under direct vision to
avoid injury. Foreign bodies made of glass require
special attention for that the object should be re-
moved intact with out breaking it. Insertion of
Foleys catheter around the object, inflating its
balloon and applying traction on catheter will help
to remove the object.” For the objects that are
not fragile, obstetric forceps provides consider-
able success rate.

All the patients are referred for psychologi-
cal evaluation to avoid similar problem in future
and to minimize the psychological trauma to pa-
tients in assault cases.

CONCLUSION

Foreign body in rectum presents a manage-
ment problem. Uncomplicated foreign bodies
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can be simply extracted in the operating
room with adequate anesthesia and muscle
relaxation. Open surgery should be reserved
only for those patients with overt peritonitis or
pelvic sepsis.
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