Perforations and Foreign Bodies of the Rectum:

Report of 28 Cases

JAMES E. BARONE, M.D.,” NORMAN SOHN, M.D., + THOMAS F. NEALON, JR., M.D.t

A series comprised of 28 patients (five with perforations of the
recto-sigmoid colon and 23 with lodged rectal foreign bodies) is
presented. The symptomatology, physical, laboratory and x-ray
findings are described. Methods of management are discussed,
with emphasis on the operative management of perforations
and the conservative approach to retained foreign bodies. It is
felt that these protocols will be useful to physicians who see
this practice less frequently. X-rays of two more unusual
cases are depicted. A thorough review of the literature is also
presented. This is the largest reported series of patients with
retained rectal foreign bodies and/or perforations. The series in-
cludes two female patients, a heretofore unreported occurrence.

N the last five years we have seen an increasing
I incidence of complications of foreign bodies inserted
into the rectum for sexual stimulation. The exact
frequency of this practice is not known, as we see only
those individuals who either find it impossible to re-
move the object or those in whom perforation of the
recto-sigmoid has resulted. It is, therefore, our feeling
that a review of the literature, an analysis of our cases
and suggested methods of management should be pre-
sented.

Material

In the 5 years from January 1, 1970 to December 31,
1974, 23 patients with lodged foreign bodies and 5 pa-

Submitted for publication January 12, 1976.

* Chief Surgical Resident, St. Vincent’s Hospital and Medical Center
of New York and Clinical Instructor of Surgery, New York
University School of Medicine.

T Clinical Assistant Professor of Surgery, New York University
School of Medicine.

t Director of Surgery, St. Vincent’s Hospital and Medical Center;
Professor of Surgery, New York University School of Medicine.

Present address: 170 West 12th Street, New York, New York 10011.

From the Departments of Surgery,
St. Vincent's Hospital and Medical Center of New York
and New York University School of Medicine

tients with recto-sigmoid perforations secondary to self-
administered instrumentation have been treated at St.
Vincent’s Hospital and Medical Center of New York.
They ranged in age from 16 to 56 years. There was a
predominance of males; two females were in the non-
perforated group.

Perforation

The five patients with perforations presented at varying
intervals after the insertion of the object, complaining
of left lower quadrant or generalized abdominal pain
which was sudden in onset. Two patients did not
readily admit to rectal instrumentation, but a high index
of suspicion led to repeated questioning and eventual
discovery of the correct etiology of the pain. The perfora-
tions were caused by a broom handle, a vibrator, a
plantain (banana), a soda bottle, and a long rubber
phallus-like device. Physical findings of acute surgical
abdomen were noted in all. They had absent bowel
sounds, tenderness, guarding, and rebound tenderness
especially in the lower abdomen. Rectal examination
revealed small amounts of gross blood. Free air was
noted under the diaphragm on upright abdominal x-rays
on three occasions. White blood cell counts were ele-
vated over 20,000 cells/cc. Sigmoidoscopy was not per-
formed in any case in which perforation was suspected.

At surgery, all patients were found to have anterior
lacerations of the recto-sigmoid colon. The perforations
ranged from 3 cm to 7 cm in length. In no case
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F16. 1. X-ray of female patient with vibrator in rectum and diaphragm
in vagina.

did the peritoneal cavity contain gross fecal contamina-
tion. This may be explained by the fact that four of the
5 patients had given themselves enemas prior to instru-
mentation. The lacerations were treated by direct suture
and proximal colostomy in 4 cases and by exterioriza-
tion of the perforation in one case. All patients were
discharged from the hospital for closure of colostomy at a
later time. Complications included three wound infec-
tions and one incisional hernia. The average length of
stay after the first procedure was 19 days. Continuity of
the bowel has been restored in all cases.

Retained Foreign Bodies

Of the 23 patients who presented with foreign bodies
lodged in the rectum, 15 patients were successfully
treated in the emergency room. Eight patients required
overnight hospitalization and removal the following day.
Four objects were removed in the endoscopy suite, and
the other four were extracted in the operating room
under general anesthesia. We have not found it necessary
to perform laparotomy and colotomy on any patient.

The foreign bodies consisted of 11 plastic battery-
powered vibrators of varying dimensions (Fig. 1),
five hard rubber phallus-like devices, two bananas, two
bottles, one plastic toothbrush package (Fig. 2), one
apple and one onion.
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There were no serious sequellae of either the presence
or removal of the foreign bodies. Seventeen patients
were sigmoidoscoped after removal and abrasions and
small lacerations limited to mucosa were noted in all.

Management Protocol

The patient who presents in our Emergency Room
with lower abdominal or rectal pain is always questioned
regarding a history of rectal instrumentation. If a history
of recent insertion of foreign body into the rectum
accompanied by sudden onset of sharp unremitting lower
abdominal pain is obtained, the patient is examined for
signs of acute surgical abdomen. CBC, supine and erect
abdominal x-rays are performed and intravenous fluids
started.

If perforation of the colon has occurred, antibiotics
are begun and immediate laparotomy is done. The per-
foration is either exteriorized or repaired with comple-
mentary transverse colostomy. Closure of colostomy is

. done during a later admission after barium enema

shows healing at the perforation site. Interestingly, in
all of our 5 cases of perforation the patient was able
to remove the foreign body prior to coming to the
hospital.
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FiG. 2. X-ray appearance of a rectangular toothbrush package.
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If the problem is one of inability of the patient to
remove the lodged foreign body and physical examina-
tion does not demonstrate signs of peritonitis, rectal
or bimanual exam usually reveals the presence of the
object. A moderate amount of rectal or lower abdominal
discomfort may be present. X-rays are taken to assess the
size and position of the device. Plastic vibrators will be
depicted as only batteries and wires. Bottles and other
air-containing objects will be obvious. Rubber devices
may not be visible.

Once the above diagnostic manuevers are accom-
plished, the patient is given mild sedation and placed in
the lithotomy position. The prone or the Sims positions
may also be used. Local anesthetic agents may be
infiltrated to relax the anal sphincters but was not neces-
sary in our cases as these patients tend to have patulous
sphincters. Digital rectal examination reconfirms the posi-
tion of the object. Then through an anoscope or sigmoido-
scope, attempts are made to grasp the device with biopsy
forceps, a snare, or other suitable instrument being
careful not to advance the foreign body further cephalad.
Alternatively, the ano-rectal area can be dilated with
suitable retractors.

If this fails, a gloved hand may be inserted to
grasp the object and ‘‘deliver’’ it. Gentle bimanual pal-
pation may be helpful. Unusual foreign bodies (glass
tumblers, light bulbs, fruits, vegetables) may have to be
dealt with in other ways. Rarely, Plaster of Paris,!*
obstetrical forceps,!® packing with cotton,® and section-
ing have been employed.

Occasionally, the object may be too high in the recto-
sigmoid to be grasped by any means. Our policy is to
admit the patient, sedate him, and place him at bed rest.
We have found in every case that within 12 hours the
foreign body will descend into the rectum within easy
reach. General or spinal anesthesia may be used to
obtain further relaxation of the sphincters. After removal,
sigmoidoscopy must be performed to assess mucosal
injuries.

Discussion

There are several means of access to the rectum by
foreign bodies. They are listed as follows: 1) Diagnostic
or therapeutic instrumentation; 2) Ingestion; 3) Erosion or
entrance from adjacent tissues; 4) Assault or injury;
5) Auto—erotic instrumentation.

The first four listed are mentioned for the sake of
completeness.

Foreign bodies become lodged in the rectum for
several reasons. First, the objects inserted tend to be
tapered at one end and flat at the other. Secondly, the
sphincters and valves may prevent extraction mechani-
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cally. Thirdly, in an effort to achieve greater stimula-
tion the device may be inserted farther than intended.
Finally, long straight objects may be unable to negotiate
the curves of the sigmoid and sacrum.

There are numerous reports in the literature concern-
ing interesting an unusual foreign bodies. Wagner™
mentions some of the earlier reported cases. Morand,
addressing the Academy of Paris, related the instance of a
bottle inserted by a monk which had to be retrieved
by a boy with a small hand. Some students inserted a
frozen pig’s tail into the rectum of a prostitute, and
when it thawed, the bristles prevented its removal.
It was finally extracted by ingeniously inserting a hollow
reed over the bristles and tail, allowing removal of every-
thing at once. Wagner also noted a 900 gm, 17 cm
stone and a 6 by 5 inch, 22 ounce tool box which a
convict inserted unknown to his doctors. These ob-
jects were found after intestinal obstruction led to death.
Wagner reported the first use of Plaster of Paris molded
into the hollow of a glass to facilitate its removal.

Others describe bottles,?:8:10:12:13 3 broom handle,'! an
umbrella handle,” a light bulb,® a plantain encased in a
condom,® two gauze packs from prior anal surgery,
toothpicks, bones, seeds, dental fillings, a teacup, an oil
can, two carrots, two vaseline jars, thermometers, a test
tube,!® a whiskey bottle with attached cord,® and a lemon
inside a cold cream jar.!® Butters! reported a most
unusual incident. A man inserted a 6 inch tube of a
cartridge paper into his rectum and then dropped in a
lighted firecracker which blew a large hole in the anterior
wall of the rectum.

Lesh?® reported perforation of the rectum caused by
the foot of a breech baby with the anus remaining
intact. A similar case reported by Gustafson et al.3 is
that of an entire fetus which presumably eroded into the
rectum.

The psychology of the act of rectal instrumentation
for sexual stimulation is reviewed by Haft and Benjamin.*
They state that there are no reported cases of rectal
auto-eroticism with resulting rectal entrapment in fe-
males. Herein, we have reported two cases.

References

1. Butters, A. G.: An Unusual Rectal Injury. Br. Med. J., 2:602,
1955.

2. Carry, E. J.: Removal of a Foreign Body in the Rectosigmoid
Using a Tonsil Snare. Arch. Surg., 76:465, 1958.

3. Gustafson, G. W., Meredith, M. D., and Hord, L. J., Ectopic
Pregnancy Terminating by Skeletonization of Fetus and Extru-
sion into Rectum. JAMA, 98:141, 1932.

4. Haft, J. S. and Benjamin, H. B.: Foreign Bodies on the Rectum:
Some Psychosexual Aspects. Med. Aspects Human Sexuality,
8:74, 1973.

5. Hunter, R. D., Jr.: Foreign Body (Light Bulb) in Recto-sigmoid.
U.S. Armed Forces Med. J., 5:1058, 1954.



604

0.
7.
8.

11.

Kaufman, L. R. and Honig, C.: Unusual Foreign Body in
Rectum. Am. J. Surg., 71:91, 1946.

Kleitsch, W. P.: Foreign Bodies in Rectum. Mil. Surg., 105:215,
1949.

Kraker, D. A.: Foreign Body in Rectum and Sigmoid. Am. J.
Surg., 291:449, 1935.

. Lesh, R. E.: Presentation of Foot Through Intact Anus During

Breech Delivery. Am. J. Obstet. Gynecol. 64:688, 1952.

. Lowicki, E. M.: Accidental Introduction of a Giant Foreign

Body into the Rectum. Ann. Surg., 163:395, 1966.
Lucas, M. A. and Ryan, J. E.: Unusual Case Report of Foreign

BARONE, SOHN AND NEALON Ann. Surg. e November 1976
Body in Rectum and Sigmoid. Kentucky Med. J.. 45:289.
1947.
12. Macht, S. H.: Foreign Body (Bottles) in Rectum. Radiology.
42:500, 1944.

13. ReBell, F. G.: The Problem of Foreign Bodies in the Colon
and Rectum. Am. J. Surg., 76:678, 1948.

14. Wagner, J.: Foreign Bodies in Rectum. Am. J. Surg., 36:266,
1937.

15. Wyker, A. W.: Foreign Body in Rectum. Am. J. Surg.. 29, 451.
1935.



