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ABSTRACT
General surgeons not so often encounter rectal foreign body; but its incidence is now increasing. Males are the common victim 
in both child and adult age group. Management can be challenging for the treating surgeon. Diagnosis can be made on clinical 
grounds and confirmed by radiological investigations. Various approaches have been described in literature but owing its wide 
spectrum of presentation and heterogeneity of foreign bodies, no single procedure can be considered as the gold standard. We 
hereby present a case of rectal foreign body in a young male with a history of assault.

CASE REPORT
A 30-year-old male presented to the Emergency department 
complaining of pain in abdomen and bleeding per rectum with 
alleged history of forced insertion of foreign body in his rectum. On 
examination patient’s vitals were stable, on palpation abdomen was 
soft with mild tenderness. On per rectal examination, foreign body 
was palpable.

X-ray of abdomen revealed radio-opaque shadow in pelvic region of 
beverage glass [Table/Fig-1]. USG abdomen showed linear hyper-
echogenic structure of size 11×5 cm (approximately) in the rectum 
with dilatation of rectal lumen.

[Table/Fig-1]: X-ray pelvis showing foreign body.

After informed consent, patient was taken to the operating room 
for retrieval of the foreign body under general anaesthesia. Initially 
manual extraction was attempted per rectally in lithotomy position. 
Since the foreign body was impacted snugly, it could not be 
extracted. Then attempts were made by gliding the foley’s catheter 
past the foreign body and pulling it towards the anal canal after 
inflating the balloon, but it resulted in failure. Then patient was taken 
to supine position for exploratory laparotomy. Transanal extraction 
was attempted by applying mechanical pressure over sigmoid colon 
and rectum but failed [Table/Fig-2]. Then a sigmoid enterostomy 
was made and foreign body (beverage glass) was retrieved along 
with fecolith [Table/Fig-3]. Enterostomy defect was closed in two 
layers (inner layer by vicryl and outer layer by silk). Right pelvic 

[Table/Fig-2]: Foreign body (tumbler) after pushed up in sigmoid colon before 
sigmoid enterostomy.

[Table/Fig-3]: Extracted foreign body (glass tumbler) along with fecoliths.

drain was kept and abdomen was closed. On 3rd postoperative day 
patient’s drain was removed and oral sips were allowed. Patient 
was discharge on 7th postoperative day.

DISCUSSION
Rectal foreign bodies though they are infrequent, are no longer 
considered as clinical queerness in and it appears that their 
incidence is increasing specifically in urban population [1,2].
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Various types of objects have been reported in the literature (ranging 
from fruit and vegetable, cosmetic containers, cans and bottles, 
batteries, light bulb or sex toys) and in some instances cause is not 
ascertained (Munchausen syndrome by proxy) [3,4]. 

Detail clinical history and physical examination are essential for the 
diagnosis and management. Patient may present asymptomatically 
to florid peritonitis which depends upon the type of rectal foreign 
bodies, method of insertion, duration and presence of non-
professional intervention to remove these bodies. Most common 
presentation is complaining of anal/abdominal pain and bleeding 
per anal in 66.7% of cases [5]. Careful abdominal examination 
should perform to elicit signs of peritonitis and to palpate object 
per abdomen.

In the present case major symptom was pain in abdomen which 
was also the chief complain in other cases reported by Nayaka 
T et al., Cheereth RG et al., [6,7]. Bleeding per rectum was also 
reported by Nayaka T et al., which was also present in the case 
[6]. Rectal foreign body are mostly palpable per rectally as was with 
the present case and other cases reported by Cheereth RG et al., 
Kasotakis G et al., [7,8]. 

Eftaiha M et al., classified foreign bodies in rectum as high lying 
or low lying depending on its relation with rectosigmoid junction 
[9]. Kingsley A et al., reported that foreign bodies in low or mid 
rectum upto 10 cm level is often removed trans anally while those 
above 10 cm may require laparotomy for retrieval [10]. Plain X-ray 
abdomen and pelvis erect view is mandatory to determine the 
presence, number, shape, size location direction of foreign bodies 
and associated complication like perforation and obstruction. If 
X-ray cannot reveal the foreign body than newer technique like CT 
with 3D reconstruction can also provide the information regarding 
nature and orientation of foreign body can be used.

An attempt at manual retrieval of the foreign body is always narrated 
as first step. Transanal extraction of foreign body should be done 
under direct vision and after adequate relaxation of anal sphincter 
by general or spinal anaesthesia. Foreign body may be grasped and 
extracted manually following recto-sigmoid axis. Lithotomy is the 
most feasible position. Gliding a Foley’s catheter past the foreign 

body and inflating the balloon above may help to pull the rectal 
foreign body towards anal canal [11,12]. Endoscopy is also being 
used where foreign body is located high in the rectum or even colon. 
Other techniques include vacuum extractor device, using plaster of 
paris and obstetric forceps. Single incision laproscopic surgery can 
also be used to extract rectal foreign body. Laparotomy is the last 
option if all the other methods failed [12].

CONCLUSION
Rectal foreign bodies pose a great challenge for the treating 
doctors as they usually present late, with wide spectrum of 
presentation, diverse complications and with heterogeneity 
of objects. Because of this wide ranging spectrum no single 
procedure is described for retrieval.
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