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Case Report

Rectal Foreign Body Causing Perforation: A Case Report

ABSTRACT

The rectal foreign body is a rare presentation with rising incidence. We present a case of a 26-year-
old heterosexual male with an alleged history of sexual assault with insertion of a large foreign 
body through the anus two days prior with peritonitis. After investigations, the patient underwent 
an exploratory laparotomy, foreign body removal, primary repair of perforation with a diverting 
colostomy. Diversion must be considered in cases where the extent of anal sphincter mechanism 
injury is in question. The patient had a good outcome. Assessment of the shape, size, nature, 
and location of the object through appropriate imaging is necessary. Exploratory laparotomy is 
inevitable in cases of perforation. 
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INTRODUCTION

Rectal foreign body is a rare presentation and often 
presents a difficult diagnostic and management 
dilemma. Most cases are underreported; 
therefore the accurate epidemiological data is 
not available.1  Most common etiology of rectal 
foreign body is following sexual stimulation, 
followed by assault, accidental or iatrogenic 
events, ingestion of animal bones and foreign 
bodies, psychiatric diseases, drug trafficking, 
and self-treatment of fecal impaction in elderly 
people or prostate massage.2–4 We present a case 
of rectal foreign body following assault which 
caused perforation.

CASE REPORT

A 26-year-old married male (heterosexual) 
presented to the emergency department with an 
alleged history of sexual assault with glass bottle 
which was inserted through the anus two days 

prior. He was intoxicated with some unknown 
drug in his drink by his assailant following 
which the bottle was inserted. He complained 
of generalized abdominal pain with abdominal 
distension and had not passed stool or flatus for 
two days. There were no medical comorbidities 
and past psychiatric illnesses. On physical 
examination, patient was anxious. He was 
tachycardic with blood pressure within normal 
limits. Abdominal exam had signs of generalized 
peritonitis with a palpable lump at right upper 
quadrant.  Abdominal X-ray was suggestive of a 
foreign body resembling a bottle and erect chest 
X-ray was suggestive of pneumoperitoneum. 
On digital rectal examination, there were no 
external signs of anal injury or bleeding with 
lax anal tone, the foreign body could not be 
palpated. Therefore, exploratory laparotomy 
was performed under general anesthesia. 
A midline incision was given and a vodka 
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bottle was seen intraperitoneally protruding 
through perforated sigmoid colon. There was 
a 3x3cm perforation in sigmoid colon through 
which a 375 ml vodka bottle was protruding 
half way through with frank peritoneal fecal 
contamination. The foreign body was extracted 
and primary repair of sigmoid colon was done. 
A diverting loop sigmoid colostomy was created 
and a pelvic drain was kept.

Figure 1. Erect Chest X-ray suggestive of pneumoperitoneum.

Figure 2. Abdominal X-ray suggestive of bottle 
inside the abdomen.

Figure 3. Laparotomy finding: sigmoid colon perforation.

Figure 4. Laparotomy finding: vodka bottle inside 
peritoneal cavity.
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Figure 4. Retrieved foreign body.

Post-operatively patient developed superficial 
incisional surgical site infection and pneumonia 
which was managed accordingly. Drain was 
removed on post-operative day 7. Patient was 
discharged on post-operative day 22.

The patient is doing well on follow-up and 
there is good anal tone on digital rectal exam. 
A colostomy reversal has been planned 6 weeks 
after the index operation following a flexible 
sigmoidoscopy. 

DISCUSSION 

Placement of foreign bodies are categorized as 
voluntary versus involuntary (eg rape, assault) 

and sexual versus nonsexual. Most foreign 
bodies are introduced through the anal canal 
voluntarily during sexual practices.5 Involuntary 
nonsexual foreign bodies involve patients with 
psychiatric illness and children.6 Voluntary non 
sexual placement includes concealment of drugs 
in condoms or plastic bags by drug traffickers 
called “body-packers”.7 Our patient was sexually 
assaulted and a bottle was introduced per anus 
under intoxication.

Patients usually present with anorectal 
pain, abdominal pain, per rectal bleeding. 
Most of them usually admit about the rectal 
foreign body when directly asked about it.1,8 
Presentation varies from hours or days after 
placement, and in rare instances after years.9 In 
case of perforation, patients present with severe 
abdominal pain, fever, vomiting along with signs 
of sepsis. Physical examination should ascertain 
presence of peritonitis first along with signs of 
tachycardia, hypotension and fever. This should 
be followed by acquisition of an abdominal 
X-ray. Digital rectal examination should be 
deferred initially to prevent accidental injury to 
surgeon by sharp objects. A digital rectal exam 
can provide clues regarding the extant of local 
injury and position of the object.5,10  In our case 
the patient presented with symptoms and signs 
of generalized peritonitis and abdominal X-ray 
was suggestive of a blunt object i.e. a bottle. 
Hence, we performed a digital rectal exam. 

A biplanar plain X-ray of abdomen can identify 
majority of foreign body. It gives clues of 
number, size, shape, location and orientation of 
retained object. A plain chest X-ray detects the 
possible presence of pneumoperitoneum.11–13 It is 
imperative to remember that foreign bodies have 
different radiopacity which affect their visibility. 
Therefore, non-visualization of object does not 
rule out its presence.(10) A plain X-ray can also 
predict the possibility of a transanal extraction 
in low-lying retained objects.1,14  

The surgical treatment options vary depending 
on patient’s status, peritoneal contamination, 
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duration and bowel wall status. Primary repair 
can be performed in cases of small perforation 
with minimal peritoneal contamination.15 The 
WSES-AAST guidelines of anorectal emergencies 
suggest a resection with primary anastomosis, 
with or without a diverting stoma in healthy 
patients, with good tissue quality and without 
risk factors for anastomotic leakage where a 
primary suture is not feasible. A Hartmann’s 
procedure is suggested for the management of 
peritonitis in critically ill patients and in selected 
patients with multiple comorbidities and risk 
factors for anastomotic leakage (i.e., requirement 
of vasoactive drugs, hemodynamic instability, 
corticosteroid therapy). In case of unstable 

patients, an emergent laparotomy is mandatory 
guided by damage control surgery principles.15 

Since our patient presented late with signs 
of peritonitis, sepsis with frank peritoneal 
contamination, we performed a laparotomy with 
primary repair of perforation with diverting 
colostomy. Also the status of anal sphincter 
was in question as a very large object was 
inserted through the anal canal, so a diverting 
colostomy was mandated. Early diagnosis 
and timely intervention are important to 
prevent complications in rectal foreign bodies. 
Exploratory laparotomy is inevitable in cases of 
perforation. 
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