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Abstract

Throughout the history, the variety of objects removed from the rectum almost defies imagination.
We report a case of an unusual foreign body inserted in the rectum as a result of erotic activity in a 23-years-old single male.

INTRODUCTION

Rectal foreign bodies are large foreign items found in the
rectum that can be assumed to have been inserted through
the anus, rather than reaching the rectum via the mouth and
gastrointestinal tract. We report a case of an unusual foreign
body removed bimanually in a 23-year-old single male
patient.

CASE PRESENTATION

A 23-year-old single male presented with a self-inserted
Deodorant Aerosol canister in his rectum. After many
attempt of self removal he was presented to the ER
department at Riyadh Care Hospital complaining of lower
abdominal pain. On examination he looked well both
physically and psychologically. Vital signs were normal and
abdominal examination showed no signs of localized or
generalized peritonitis. A pelvic x-ray film (Fig. 1) showed
the object (Deodorant Aerosol canister) (Fig 2) in the rectum
above the sacral curve. It was removed bimanually under
general anesthesia. The patient was discharged on the second
day.

Figure 1

Figure 1: Pelvic x-ray film showing the object (Deodorant
Aerosol canister) in the rectum.
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Figure 2

Figure 2 showing the object (Deodorant Aerosol canister)
after removal.

DISCUSSION

Foreign bodies in the rectum are known for potential
complications and present as a challenge to clinical
management. The variety of objects removed from the
rectum almost defies imagination (1).

The incidence varies according to region, said to be
uncommon in Asia and most common in Eastern Europe (2).

Although retained rectal foreign bodies have been reported
in patients of all ages, genders, and ethnicities, more than
two-thirds of patients with rectal foreign bodies are men in
their 30s and 40s, and patients as old as 90 years were also
reported (3-5).

Rectal foreign bodies usually are inserted, with the vast
majority of cases, as a result of erotic activity. In these cases,
the objects are typically dildoes or vibrators, although almost
any object can be seen, including light bulbs, candles, shot
glasses, and odd or unusually large objects such as soda
bottles, beer bottles, or others. Other causes for insertion
include diagnostic or therapeutic purposes, self-treatment of
anorectal disease, criminal assault and accident (6). Few
cases in the literature described foreign bodies in the rectum
in association with Munchausen's syndrome (7, 8).
Munchausen's syndrome is a term for psychiatric disorders
known as factitious disorders wherein those affected feign
disease, illness, or psychological trauma in order to draw
attention or sympathy to themselves. It is also sometimes
known as hospital addiction syndrome or hospital hopper
syndrome (8). Assumptions of erotic activity as the cause for

insertion of foreign bodies into the rectum may lead to the
diagnosis of Munchausen's syndrome being missed.

Some rectal foreign bodies are initially swallowed and then
transit through the GI tract. Examples of the latter include
toothpicks, popcorn, bones, and sunflower seeds (9). In older
men, the objects may be introduced to aid in manual dis-
impaction for constipation or to massage the prostate.

Rectal foreign bodies present a difficult diagnostic and
management dilemma because of delayed presentation, a
variety of objects, and a wide spectrum of injuries so that no
single procedure for their removal can be recommended. An
orderly approach to the diagnosis, management, and post-
extraction evaluation of the patient with a rectal foreign
body is essential (10).

Most patients with rectal foreign bodies present to the
emergency room usually after efforts to remove the object at
home.

A detailed clinical history and physical examination are
essential for the diagnosis and management of these lesions,
in addition to any other diagnostic techniques that might be
necessary(11).

The first step in the evaluation is that one should always be
aware of the possibility of a large bowel perforation and
perform radiological investigations. Plain abdominal
radiography or water soluble contrast enemas may be
helpful. An abdominal X-ray will also provide information
on the localization of the foreign body, whether it is below
or above the rectosigmoid junction. If perforation of the
bowel has occurred, immediate laparotomy is warranted. If
there are no signs of perforation, several management
approaches can be tried (6).

Rectal foreign bodies can be classified as high-lying or low-
lying, depending on their location relative to the
rectosigmoid junction. This distinction is important. Objects
that are above the sacral curve and rectosigmoid junction are
difficult to visualize and remove, and they are often
unreachable by rigid proctosigmoidoscope. Soft or low-lying
objects having an edge could be grasped and removed safely
in the emergency department, but grasping hard objects was
potentially traumatic and occasionally resulted in upward
migration toward the sigmoid (12).

Frequently, delay in presentation as many patients may be
embarrassed and reluctant to seek medical care together with
multiple attempts at self-removal lead to mucosal edema and
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muscular spasms, further hindering removal. Rectal
lacerations and perforations may occur but are less common
than other complications.

A large number of surgical and non-surgical techniques have
been described to remove rectal foreign bodies (13).

The approach to remove a foreign object in the rectum
depends on the type of object as well as the location within
the rectum.

The majority of retained foreign bodies can be removed on
an outpatient basis. If removal is not immediately possible,
the patient should be admitted for observation and removal
of the foreign body transanally under anesthesia (14).

Most objects can be removed either manually or by using
different instruments. Historically, various instrument were
used to assist transanal removal including use of flexible and
rigid sigmoidoscopy (15), colonoscopy (16), obstetric
forceps (17,18,19) and obstetric vacuum (20,21,17).
Laparoscopic-assisted removal is also described by some
authors (22, 23, and 24).

Laparotomy is only required in impacted foreign bodies and
or with perforation peritonitis. Even with laparotomy, the
aim is transanal removal and closure of perforation with
diversion colostomy. Postretrieval colonoscopy is mandatory
to rule out colorectal injury (8).

The complications of insertion of these materials include
rectal bleeding, mucosal lacerations, anorectal pain, bowel
perforations, abscesses and rarely death (25).

CONCLUSION

Rectal foreign bodies present a difficult diagnostic and
management dilemma because of delayed presentation, a
variety of objects, and a wide spectrum of injuries so that no
single procedure for their removal can be recommended.
Frequently, delay in presentation together with multiple
attempts at self-removal lead to mucosal edema and
muscular spasms, further hindering removal. Most objects
can be removed either manually or by using different
instruments. Laparotomy is only required when there is
failure of transanal removal as in high or impacted foreign
bodies and in presence of evidence of perforation peritonitis.
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