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Abstract

Case Report

In recent years, foreign bodies (FBs) in the rectum area are increasingly seen and complications that arise from this make up one of
the most important issues in emergency surgery. Anorectal FB may
result either from an orally ingested object that becomes impacted
or more commonly due to insertion of objects through the anal canal. Unless there is a sign of peritonitis, the use of less invasive
techniques is preferred for FB retrieval. Here, we present a case of
a 54-year-old male patient with two FBs in rectum (stones), introduced as sexual perversion.

We present here the case of a 54-year-old man admitted to
the emergency department with rectal pain and constipation.
The patient reported that 12 h prior to admission, he had
used stones to clean his anus after defecation, and that these
stones had become impacted in the anal canal. On digital rectal examination, FB was found to be palpated at 8 cm from
the anal verge. There were two FBs seen on plain X-ray of
abdomen around rectosigmoid region (Fig. 1). In lithotomy
position forceps were used successfully to retrieve the FB
after the anal dilatation under mask anesthesia. Stones measured 11 cm and 13 cm in length (Fig. 2). The patient was
discharged after 24 h observation.
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Introduction
In recent years, the incidence of patients presenting with
rectal foreign bodies (FBs) has been increasing. Anorectal
FB may result either from an orally ingested object that becomes impacted or more commonly due to insertion of objects through the anal canal. While mouth reception types
are mostly encountered in children with mental disabilities,
rectal insertive types are mostly used in middle-aged men for
sexual stimulation [1, 2]. As a rectal FB is often associated
with anal sexual behavior disorders, seeking treatment for its
retrieval is often unpleasant and embarrassing for patients.
FB may cause serious surgical issues due to its complications.

Discussion
Recently cases of rectal FBs have been encountered more
frequently in clinical practice. Various objects have been described as retained rectal FBs, such as bottle, eggplant, vibrator used for sexual or erotic purposes, thermometer while
applying medical treatment (as accident), irrigation catheter
and enema container. Mouth reception types include dental
prosthesis, needle and wood stick. Rectal pain and bleeding
are the two main symptoms associated with rectal FB. It may
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Figure 1. Two FBs seen on plain X-ray of abdomen.
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colostomy, sigmoid end-colostomy and the Hartmann procedure, in combination with administration of wide-spectrum
antibiotics according to the severity of peritoneal contamination, can be performed for the treatment of perforation. The
mortality and morbidity rates of patients presenting with perforation above the peritoneal reflection have been reported
to range from 2.5 to 20.0% and 20.0 to 40.0%, respectively
[8, 9].
Conclusion

Figure 2. Two stones retrieved from the rectum.

cause perforation and acute abdominal pain [3]. Sometimes,
it can also be related with rectal and vulvar abscess. Migration of FB to urinary and genital tract has been reported. Ooi
et al reported that atypical gender behavior, lax anal sphincters and bloody or mucoid rectal discharge are the factors
which raise the suspicion for FB [4].
The majority of FBs can be palpated at the middle rectum. If it is not possible to palpate, endoscopic and radiologic investigation should be performed. Plain abdominal
X-rays are indicated in almost all cases; CT scans should be
reserved for those with potential sepsis or equivocal peritoneal signs [5]. Unless there is a sign of peritonitis, it may be
appropriate to wait several hours for spontaneous removal.
In all cases, an appropriate tetanus prophylaxis and a prophylactic antibiotic are indicated. The genitourinary tract
should also be examined for trauma and, if indicated, treatment. If possible, retrieval of FBs below the rectosigmoid
region should be conducted transanally under sedation in the
lithotomy position, using forceps and anal ecartors if necessary. If the patient cannot tolerate the pain, spinal or general
anesthesia may be administered.
Often, use of the hand is the most convenient and easiest
means of retrieving FBs from the rectum. In some cases, use
of a Foley catheter, colonoscope, or Sengstaken-Blakemore
tube may be necessary for retrieval. The main principle is to
retrieve the FB transanally; if fails, it is better to retrieve it
transanally after laparotomy with the assistance of the milking maneuver [6]. Bak et al described a novel approach to retrieval and removal of a rectal FB utilizing a single-incision
laparoscopic surgery port [7]. Colotomy is the last option in
the retrieval of FBs. If blood is detected during rectal examination, a sign of mucosal injury, the grade of injury must be
evaluated after retrieval by performance of rectosigmoidoscopy or contrast studies.
It has been reported that primary repair, proximal loop
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It is important to consider that FBs in the rectosigmoid region may cause perforation, peritonitis, pararectal abscess,
fistulisation and genitourinary system injuries. It is also important to remember that complications may occur during
FB retrieval. Thus, unless there is a sign of peritonitis, the
use of less invasive techniques is preferred for FB retrieval.
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