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Case Report

A rare case of presence of unusual foreign body in rectum in homosexual male
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The presence of foreign body in the rectum is rare yet 
potentially life-threating condition and its incidence has 
been on the rise in the past decade. Studies predict that 

such incidence may continue to increase with the use of the varied 
object for sexual fantasy or criminal intent [1]. Around three-
quarter of the cases of impacted foreign bodies presenting to the 
hospital are due to object used for sexual adventures [2]. Fear 
of social embracement may cause the patient to delay medical 
consultation and treatment causing diagnostic and management 
challenge [3]. Incidences of patient misguiding the treating doctor 
with fabricated history are not uncommon. The patient may even 
replace imaging films with films of other patients to hide the truth 
which leads to incorrect diagnosis and eventually delay in the 
treatment. Thus, in this case report, we highlight the importance 
of a high degree of suspicion and proper and detailed evaluation 
followed by tailored approach for the patient.

We present a case report of a retained foreign body in the 
rectum, inserted as a part of the sexual adventure, where patient 
made deliberate attempt to conceal the history and replaced his 
X-ray films to avoid the humiliation of correct diagnosis.

CASE REPORT

A 30-year-old male came to the department with a chief complaint 
of pain in the lower abdomen for past 2 weeks. The patient had 
occasional colicky abdominal pain, mainly confined to the left 
lower abdomen, with no aggravating or relieving factors or diurnal 
variation. The patient had no history prior medical consultation or 
medication. The patient did not have any other features such as 
vomiting, diarrhea, fever, or any bladder or bowel complaints.

On clinical examination, vital signs were within the normal 
range. On per abdomen examination, the abdomen was soft and 
non-distended. He had mild tenderness in the left iliac fossa with 
no features of peritonitis. Rest of the systemic examination was 
normal.

The patient was advised to undergo a routine blood test, 
ultrasonography (USG) abdomen, and X-ray chest on the erect 
abdomen. The patient was diagnosed with hepatitis B positive in 
blood serology while rest of the routine blood tests were within 
the normal limits. 

During USG, there was mild probe tenderness in the left iliac 
fossa and X-ray abdomen was found to be normal, but later on, it 
was found that the patient had exchanged the X-ray with another 
patient to hide his disease and to avoid embarrassment.

As clinician was unable to reach the final diagnosis and due 
to suspicious behavior of the patient, clinician ordered for a 
contrast-enhanced computed tomography (CECT) abdomen and 
pelvis and to everyone surprise, CECT was suggestive of 20 cm 
long rod-shaped metallic foreign body in rectosigmond junction 
with lower end around 15 cm above anal verge (Fig. 1).

On strict questioning, after the CT report, the patient admitted 
inserting a metallic rod 2 weeks back per rectally as part of 
“sexual experiment” which later he was unable to extract out. 

To avoid the social humiliation, he was hiding these facts and 
even exchanged his X-ray abdomen film with another patient. 
Later on, he returned the original X-ray abdomen, which showed 
a 20 cm long metallic foreign body in the rectum (Fig. 2).

The patient was posted for sigmoidoscopy for evaluation and 
extraction of the rectal foreign body. Sigmoidoscopy revealed 
evidence of large metallic foreign body in rectum, but despite best 
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efforts removal was not possible. After pre-operative intravenous 
antibiotics, the patient was brought to the operating room, where 
he was given general anesthesia and intubated, and placed in the 
supine position. Laparotomy was done and peritoneal cavity was 
reached. Hard metallic object could be palpated in rectum and 
sigmoid colon with no features of perforation. An enterotomy was 
made on anterolateral wall of sigmoid colon and a 20 cm metallic 
rod was removed (Figs. 3 and 4). Enterotomy was primary closed 
in double layer after extraction of foreign body. Abdominal drain 
was placed and laparotomy was closed. Post-operative period was 
uneventful. Drain was removed on postoperatively day 2, and the 
patient was referred to psychiatrist after being discharged.

DISCUSSION

Cases of insertion of the foreign body either as a part of sexual 
misadventure or drug trafficking are on rise and many incidences 
of per rectal insertion of various materials ranging from fruits, 
batteries, sex toys, and deodorant bottle [4] have come to light 
from various parts of world [5,6]. If done as a part of the sexual 
adventure, most of the patient will have a history of serial insertion 

of the foreign body which will lead to the lax rectal sphincter. 
According to Danielson and Holmes [7], 8% of adolescent youths 
suffer from sexual abuse.

Medical treatment is generally sought by the patient if the 
inserted foreign material could not be successfully removed or 
if it caused discomfort, severe pain, and bleeding per rectum. 
According to previous literature, men have the higher incidence 
compared to women of insertion of the foreign body in the 
rectum. Rectum and sigmoid colon are the most common sites for 
the lower gastrointestinal tract foreign bodies [8].

Most of the patients will try to conceal the history of insertion 
of foreign body and will present with a history of anal pain, lower 
abdominal pain, and bleeding [9]. As a clinician, is it very important 
to have a high degree of suspicion when confronted with suspicious 
history and clinical finding. A through per abdomen examination and 
per rectal examination should be done to rule out peritonitis, evaluate 
the tone of rectal sphincter. X-rays of abdomen and pelvis are the 
initial investigation for diagnosis of the presence, number, shape, 
size, and location of the inserted material, if the inserted object is not 
metallic or not picked up in X-ray, CT scan must be done.

Care should be taken that X-ray and CT scan film are marked 
with the correct name and age of the patient. As in the above case, 

Figure 1: Metallic foreign body seen in contrast-enhanced computed 
tomography pelvis

Figure 2: X-ray pelvis with metallic foreign body

Figure 3: Operative removal of metallic pestle after enterotomy

Figure 4: Metallic pestle postoperatively
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the patient may try to exchange X-ray films with that of other 
patients for avoiding the embracement of clinical diagnosis of a 
foreign body in the rectum.

According to Eftaiha et al. classification [10], objects 
lying above the rectosigmoid junction are considered as high 
lying and are difficult to remove per-rectally even with the 
proctosigmoidoscope, as in the above-described case. Gentle 
attempt to remove the object should be made during sigmoidoscopy 
but the use of force or repeated attempt should be avoided as it 
might cause further injury. If transanal and endoscopic approaches 
fail to retrieve the foreign object or peritoneal signs are present, 
the patient needs to be taken for surgery.

Lake et al. suggested predictors for surgical intervention 
which respectively included foreign bodies which are larger than 
10 cm, hard or sharp, or located in the proximal rectum or distal 
sigmoid [11].

During laparotomy for the removal of the object, a gentle 
attempt of milking out of the foreign body through natural anal 
opening can be tried as it would avoid enterotomy. The patient 
with perforation, peritonitis, or major injury of the rectum, a 
diverting colostomy should be made after removal of the foreign 
body [10]. The use of minimally invasive techniques for the 
removal of smooth foreign bodies has been described [12]. It 
avoids the need for laparotomy and decreases hospital stay for 
the patient. All patients should also undergo the psychological 
evaluation to avoid similar episodes in the future.

CONCLUSION

High index of suspicion with prompt diagnostic workup including 
marking of the X-ray films with proper name and age of patient 
should be mandatory in cases of suspicious history and clinical 
examination. The treatment protocol should be individualized 
depending on size, shape, presence or absence of peritonitis, or 

rectal injury. Treatment option of manual extraction of foreign 
body, sigmoidoscopic removal, or laparotomy removal should 
be considered. Proper psychiatric evolution should be done after 
surgical treatment.
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