Brunei International
Medical Journal
OFFICIAL PUBLICATION OF
THE MINISTRY OF HEALTH,
BRUNEI DARUSSALAM

Volume 16

5 June 2020 (13 Syawal 1441H )

RECTAL FOREIGN BODIES: SEXUAL GRATIFICATION
TURNED MISERY.
Chiak Yot NG1, Firdaus HAYATI2, Aishath Azna ALI3, Mohd Firdaus CHE ANI4, Andee Dzulkarnaen
ZAKARIA5
1

Department of Medicine, and 2Department of Surgery, Faculty of Medicine and Health Sciences,
Universiti Malaysia Sabah, Kota Kinabalu, Sabah, Malaysia.
3
Department of Surgery, Indira Gandhi Memorial Hospital, Male’, Republic of Maldives
4
Department of Surgery, Faculty of Medicine, Universiti Teknologi MARA, Selangor, Malaysia.
5
Department of Surgery, School of Medical Sciences, Universiti Sains Malaysia, Kelantan, Malaysia.

ABSTRACT
Receiving referrals for a retained foreign body in the lower gastrointestinal tract is not something rare these
days. Foreign body insertion can be classified as voluntary or involuntary which might present to the emergency department for assistance with removal. We describe a 25-year-old lady with abdominal pain and per
-rectal bleeding after a retained foreign body in the rectum. She denied any peculiar activities but confessed after pelvic radiograph suggested a foreign body likely represents a self-inserted material in the rectum. Patients may present with a wide variety of symptoms but typically the history will be misleading fearing of prejudice and discrimination from the mainstream treatment. We highlight our surgical intervention
and its literature review.
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present to the emergency department for assistance with removal. We describe a 25-year-old
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INTRODUCTION

sought once the foreign body fails to be re-

The discovery of a sigmoid or rectal foreign

trieved by the operator or causes harm to the

body (RFB) is not something strange among

body. Complications from the acts include in-

surgical fraternity in the emergency depart-

testinal obstruction when the mass causes

ment. The incidence varies in regions across

total occlusion of the lumen, rectal or sigmoid

the globe, however, it more often tends to

perforation and haemorrhage due to excessive

involve the male gender of a wide range of

trauma.2 Hereby, we describe a 25-year-old

age.1 It has a bimodal age distribution;

lady who inserted a foreign body into her rec-

among the twenties for self-inflicted anal ero-

tum for sexual gratification which led to reten-

tism and the sixties mainly for prostatic mas-

tion of the object resulting in lower abdominal

sage and breaking up faecal impactions. 1 All

pain and per-rectal bleeding.

forms of a foreign body can be found from
either organic (cucumbers, carrots, aubergine) or non-organic (plastic, rubber, wood,
glass)

types.

1,2

Surgical

attention

will

be

CASE REPORT
A 25-year-old female presented to the emergency department at Indira Gandhi Memorial

Correspondence: Dr Fird aus H ayati, General
Surgeon, Department of Surgery, Faculty of Medicine and Health Sciences, Universiti Malaysia Sabah, Kota Kinabalu, Sabah, Malaysia
E-mail: firdaushayati@gmail.com

Hospital in the Republic of Maldives after having left lower colicky abdominal pain and

blood-stained faeces per-rectally for a 1-day
duration. She denied any history of trauma or
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fall. She did not openly confess any transanal

graph suggested a foreign body in the pelvic

foreign body introduction. Upon assessment,

region likely represents a self-inserted foreign

the patient was vitally stable. The abdomen

body in the rectum.

was soft without tenderness or peritonism.
There was no mass palpated per abdomen.

She was consented for manual re-

On the digital rectal examination, there was

trieval under general anaesthesia with a pos-

no active pre rectal bleed, but a hard object

sibility of conversion to midline laparotomy if

was felt at the tip of the finger.

that fails. Initial attempt at manual retrieval

per rectum under general anaesthesia was
An abdominal radiograph revealed a

unsuccessful. We proceeded to a lower mid-

well-defined radiolucent structure in the pel-

line laparotomy. Intraoperatively, there was a

vic region lying anterior to the sacrum (Figure

palpable mobile hard mass impacted in the

1a). The ascending and descending colon

sigmoid colon which was manually manipulat-

were not dilated. There was no air under the

ed and successfully pushed down to be re-

diaphragm which excluded any viscus perfo-

trieved transanally (Figure 1b). There was no

ration. Given the incongruent links between

perforation nor peritoneal contamination not-

history and radiological findings, we had to

ed. In the same setting, a concomitant in-

inquire further for more information from the

traoperative sigmoidoscopy was performed

patient, especially on true but sensitive per-

which showed mild areas of congestion in the

sonal issues. Upon further inquiry, she con-

rectosigmoid

fessed to having inserted a foreign body

fect. Postoperatively, she was well and was

through her anus 2 days back. It was inserted

discharged home after 2 days. She was well

for sexual pleasure but was unable to retrieve

on subsequent follow up in outpatient clinic.

colon

without

mucosal

de-

it after the act. As a radiological conclusion,
correlating with the clinical history, this radio-

Figure 1: (a) Pelvic radiograph revealed a well-defined radiolucent structure in the pelvic region (black arrow),
(b) The smooth penile-shaped plastic cannister which was retrieved from the rectum.

NG et al. Brunei Int Med J. 2020;16:75

DISCUSSION

tend to present with peritonitis and septicae-

RFB may not be uncommon around the world

mia shock. Besides, the local impaction of for-

with varying incidences in which the true

eign body in the sigmoid and rectum can lead

number of reported cases may be lower than

to intestinal obstruction. The acts of frequent

This could be due to

excessive insertion and removal of the RFB

patients’ embarrassment towards the inci-

during anal erotism might cause mucosal

dences thus they tend not to disclose the ac-

abrasion and laceration wound, in which it will

tual history of how it happened.2 They only

be manifested as per rectal bleeding. In our

the expected events.

1

seek medical attention later when the foreign

case, we suspect that there were components

body causes complications after the failure of

of colicky abdominal pain due to local impac-

retrieval.

tion from the RFB and mucosal injury leading
to per rectal bleeding.

An academic way of classifying RFB
based on Ali Coskun et al., is by categorising

Routine laboratory investigations are

them into voluntary versus involuntary and

trivial, unless as per the requirement of pre-

sexual versus non-sexual type.3 The most

operative assessment. However, in cases of

commonly found cases of RFB are the objects

bowel perforation, septic markers are impera-

that are inserted voluntarily for sexual stimu-

tive. Abdominal imaging would be useful to

lation and erotism. The foreign bodies used

assess the shape, nature, and location of the

usually mimic the male genitalia in which they

inserted object. The appearance of foreign

can be rubber adult sex toys, plastic or glass

bodies based on radiographs is either radio-

bottles, carrots, aubergine, and cucumbers. It

paque or non-opaque in appearance. Exam-

is quite uncommon for females to be involved

ples of opaque foreign bodies include glass

in rectal foreign bodies as mostly it occurs

materials, most metallic materials except alu-

1

among males. However, in our case, it in-

minium, most animal and some fish bones.

volved female gender. Occasionally, there are

Examples of non-opaque foreign bodies are

cases of involuntary sexual foreign bodies

most plastics, most aluminium objects, most

that happen in rape, sexual assault or drunk-

wooden objects.6 Abdominal radiograph in a

en state. These incidences are liable to a

supine position is essential for initial diagno-

medicolegal aspect as a detailed sequence of

sis. In cases where the perforation is suspect-

events is required during the initial visit to

ed, an abdominal radiograph in an erect posi-

the hospital. Local authorities need to be noti-

tion is mandatory to evaluate for pneumoperi-

fied in the case of assault. The most common

toneum. Failure to prove via abdominal radio-

voluntarily non-sexual foreign body is best

graph, computed tomography of the abdomen

known as body packing and consists of illegal

with water-soluble contrast is a sensitive tool

drug trafficking.4 Meanwhile, involuntarily non

in foreign body detection in cases where the

-sexual foreign bodies are generally found in
children, the elderly and the mentally ill.

4

Due to the distensibility of the sigmoid colon and rectum, complications such as

foreign body is failed to visualise on radiographs and helps localise the site of the perforation.7,8 However, in peritonitis case, urgent

laparotomy after resuscitation and stabilization is warranted.

perforation are quite rare. Unless the nature

Management of RFB depends on the

of the object inserted may predispose to bowel injury.3 Certain sharp instruments that are

clinical

voluntarily or accidentally inserted into the

according to the American Association for the

sigmoid and rectum could cause bowel perfo-

Surgery of Trauma, and intraoperative find-

ration.6 As a consequence, these patients

presentation,

assessment,

severity

ings.9 Several techniques have been described
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for the extraction of RFB.10 In low lying RFB,

CONSENT

transanal extraction can be rendered with or

We have acquired consent from patient for all

without examination under anaesthesia, but

images used in publication purpose.

9

the success rate is low. The retrieval can be
undertaken by hand or forceps. In proximal
RFB, endoscopic retrieval with flexible or rigid
sigmoidoscopy is helpful. However, failure for
minimally invasive surgery requires a step-up
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