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ABSTRACT

BACKGROUND: Rectal foreign bodies (RFBs) are one of the rare clinical presentations in colorectal surgical practice, with an
increasing incidence over the recent years. Due to the lack of standardized treatment options, the management of RFBs can be chal-
lenging. This study aimed to evaluate our diagnostic and therapeutic approach to RFBs and to suggest a management algorithm.

METHODS: All patients with RFBs who hospitalized between January 2010 and December 2020 were retrospectively reviewed.
Patient demographics, RFB insertion mechanism, inserted objects, diagnostic findings, management, complications, and outcomes were
all evaluated. An algorithm for clinical management was developed depending on the center’s experience.

RESULTS: The cohort consisted of 2| patients, |7 (81%) were males. The median age was 33 years (ranging, 19-71). Sexual prefer-
ences were the reason for RFB in |5 (71.4%) patients. In 17 (81%) patients, the RFB size over 10 cm. In 4 (19%) patients, RFBs were
removed transanally without anesthesia in the emergency department; in the remaining 17 (81%), they were removed under anesthe-
sia. Among these, RFBs were removed transanally under general anesthesia in 2 (9.5%) patients; with the assistance of a colonoscope
under anesthesia in 8 (38%) patients; by milking towards the transanal route during laparotomy in 3 (14.2%) patients; and with the
Hartmann procedure without restoration of bowel continuity in 4 (19%) patients. The median hospital stay was 6 days (ranging, |-34
days). The Clavien-Dindo grade Ill-IV complication rate was 9.5%, and no post-operative mortality was observed.

CONCLUSION: RFBs can usually be successfully removed transanally in the operating room with appropriate anesthetic technique
and proper surgical instrument selection.
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and vegetables, bottles, light bulbs, spray cans, and pieces of
wood. The variety in terms of types, shapes, numbers, and
sizes of RFBs encountered creates an even more challenging
situation for clinicians. Despite the assertions made by some

INTRODUCTION

Rectal foreign bodies (RFBs) are one of the rarest clinical
presentations encountered in surgical practice. In most

cases, they are typically associated with sexual preferences.
[12 Since the topic of sexual preferences is considered taboo
in the majority of societies, most patients are initially re-
luctant to seek medical help and instead attempt self-treat-
ment, resulting in delayed and worsened clinical conditions.
B4 |n addition, embarrassment often prevents them from
providing truthful information during medical history col-
lection. RFBs include a wide range of items, such as fruits

authors that the incidence of RFBs has increased in recent
years,] the literature on the management of RFBs lacks sig-
nificant data. The vast majority of available information con-
sists of case reports or case series with small numbers.[3¢-'!]
At present, no standardized protocol for the management of
RFBs is available. This study aimed to assess our diagnostic
and therapeutic approach to RFB and recommend a manage-
ment algorithm.
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MATERIALS AND METHODS

Archival records of patients diagnosed with RFB maintained
at Dokuz Eylul University Hospital between January 2010
and December 2020 were retrospectively reviewed. The fol-
lowing clinicopathologic characteristics were assessed: age,
sex, body mass index, comorbid conditions, psychosocial
disorders, revealed reason for RFB insertion, type and size
of RFB, and laboratory and radiological findings. In addition,
patients were evaluated based on treatment strategies, pre-
and post-extraction endoscopic findings, surgical approach,
post-extraction follow-up, and complications. The study was
approved by the Local Ethics Committee (Approval number:
2022/26—16). All the patients gave their written consent both
for the surgery and for participation in the study.

A complete medical history evaluation and clinical exami-
nation of the patients were performed before administering
treatment. In addition, depending on the patient’s history and
symptoms, an abdominal and chest X-ray or computed to-
mography (CT) was performed to localize the foreign body
and rule out perforation of the colon or rectum. Digital rectal
examination was postponed until after radiological evaluation
to prevent the surgeon from causing accidental injury resulting
from sharp or broken foreign objects. The RFB size was defined
by its largest diameter. Based on digital rectal examination and
radiological findings, RRBs were classified as distal (located in
the distal 2/3 of the rectum) or proximal (located in the proxi-
mal 1/3 of the rectum or colon) localization. Our clinic prefers
that removal of foreign bodies is performed under anesthesia
in the operating room. If the object spontaneously came out
during the rectal examination in the emergency department,
it was removed; otherwise, no additional effort was made to
forcefully remove the object. The transanal pathway was the
primary choice for RFB extraction. Anesthesia was adminis-
tered based on the need for sphincter relaxation, instrument
selection, and exploratris laparotomy. If transanal extraction
failed, or if there was evidence of perforation or peritonitis,
laparotomy was the treatment of choice.

The severity of the rectal injury was determined using the
Rectal Organ Injury Scale (ROIS) as follows: Grade | — contu-
sion or hematoma without devascularization and/or partial-
thickness laceration; Grade Il — laceration involving 50% of
the rectal wall circumference; Grade Ill — laceration involving
>50% of the rectal wall circumference; Grade IV — full-thick-
ness laceration extending into the perineum; Grade V — devas-
cularized segment.!'? Post-operative complications were clas-
sified according to the Clavien-Dindo (C-D) system.'’]

Statistical Analysis

Statistical analysis was performed using SPSS® v.25.0 for Win-
dows (SPSS Inc., Chicago, lllinois, USA). Continuous variables
were expressed as the mean standard deviation. Categorical
variables were expressed as absolute and relative frequencies.
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A detailed statistical analysis was not performed due to the
small number of patients.

RESULTS

Patient Characteristics

A total of 21 patients with RFBs were included in the study,
17 (81%) of whom were men. The median age was 33 years
(range: 19-71 years). The majority of the patients received
an ASA | score (76.1%). None of the patients, except one,
suffer from any psychiatric disorder; the said patient pre-
sented with mental retardation. The most common reason
for RFB insertion was found to be sexual preferences, as
cited by I5 (71.4%) patients. Other causes included re-
lieving constipation (4 patients, 19%), treatment for hem-
orrhoids (I patient, 4.8%), and criminal assault (I patient,
4.8%). The clinical characteristics of the patients are shown
in Table |.

Table I. Clinical characteristics of patients with rectal
foreign body (RFB)
Total patients %
(n=21)
Age (years), median (range) 33 (19-71)
Gender
Male 17 8l
Female 4 19
ASA
I 16 76.1
I 5 249
Reason for RFBs insertion
Sexual preferences I5 714
Constipation 4 19
Hemorrhoids | 4.8
Assault | 48
Rectal injury
No injury 6 28.5
ROIS grade I-lI I 523
ROIS grade IlI-IV 4 19
Extraction mechanisms of RFBs
Transanally in ER 4 19
Tansanally in OR with anesthesia
Manual with instruments 2 9.5
With colonoscopy 8 38
Laparotomy
Milking 3 14.2
Hartmann procedure 4 19

ASA: American Society of Anesthesiologists Classification; ROIS: Rectal Organ

Injury Scale; ER: Emergency room; OR: Operating room.
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Initial Presentation and Diagnosis

All the patients had arrived at the emergency room because
they were unable to remove the objects on their own. The
median time interval between the insertion of the foreign
body and presentation for treatment was 16 h (range: 1-60
h). In only one patient, this period was 5 years, and this find-
ing was excluded when performing statistics. This patient
was mentally retarded and stated that someone had sexually
abused him by penetrating a glass bottle into his rectum. He
presented with pelvic sepsis and osteomyelitis with the is-
chium bone erosion of the broken bottle 5 years after the
incident. The patient was treated by performing rectal re-
section and permanent ostomy due to existing anal sphinc-
ter damage.l'] Eleven patients (52.3%) presented with lower
abdominal pain, 3 (14.2%) with abdominal pain accompanied
by rectal bleeding, and 2 (9.5%) with abdominal pain and con-
stipation; 5 (23.8%) patients presented with no symptoms.
RFBs involved in the reviewed cases included a wide variety
of items, such as vegetables, bottles, and wood pieces. The
characteristics, size, localization, and extraction method of
the RFBs found are summarized in Table 2. Fifteen (71.4%) pa-
tients underwent abdominal and chest X-rays, and 12 (57.1%)
patients underwent CT to demonstrate the localization of
RFBs and rule out the presence of perforation or peritonitis.
Digital rectal examination and radiological findings revealed
that the RFBs were localized distally in 14 patients and prox-
imally in seven patients.

Table 2. The characteristics, size, localization, and
extraction method of RFBs
Total Transanal  Hartmann
patients  extraction procedure
(n=21) (n=17) (n=4)
Foreign body
Wooden piece 6 4 2
Bottle 5 3 2
Vegetable 2 2 0
Spray can 3 3 0
Tooth brush | | 0
Pen | | 0
Metal stick | | 0
Shower head | | 0
Vibrator | | 0
Localization in rectum
Distal 14 14 0
Proximal
Size
<10 cm 4 4 0
>[0 cm 17 13

RFB: Rectal foreign body.
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Management of RFBs

The trans-anal pathway was the first choice for extraction,
and it was performed successfully in |7 (81%) patients. In
four of them (19%), RFBs were spontaneously removed with-
out additional effort, during rectal digital examination in the
emergency department. In the remaining patients, the proce-
dure was carried out in the operating room. Regional anes-
thesia was administered to 10 (47.6%) patients, while general
anesthesia was administered to 7 (33.3%). On rectal exami-
nation and colonoscopy, 6 (28.5%) patients showed no signs
of injury, Il (52.4%) had ROIS Grade |-l injuries, and 4 (19%)
had ROIS Grade -V injuries.

Various surgical techniques were used, such as manual extrac-
tion with surgical instruments (surgical forceps / Kelly clamp)
in two (9.5%) patients and with the assistance of colonoscopy
in eight (38%) patients. Laparotomy was performed in 3
(14.2%) patients whose RFBs could not be removed through
the transanal route and had no signs of perforation or peri-
tonitis; the RFBs were removed trans-anally by milking down-
wards. Due to the presence of peritonitis and perforation in
4 (19%) patients with ROIS Grade Ill-IV injuries, the Hart-
mann procedure was performed with an end ostomy.

Follow-up and Complications

The median hospital stay was 6 days (range: 1-31). Six pa-
tients were checked for psychiatric disorders during the
post-operative period, but no pathology was found. Pa-
tients who underwent transanal extraction did not develop
any complications. Surgical site infection was observed in |
(4.7%) patient, which was resolved uneventfully with local
treatments. In 2 (9.5%) patients, C-D Grade Ill complica-
tions were observed. One of them was treated with a per-
cutaneous drainage catheter and antibiotics due to an intra-
abdominal abscess. In another patient, upper gastrointestinal
bleeding caused by a gastric ulcer occurred in the post-op-
erative period; the bleeding was treated successfully by en-
doscopy. In the late post-operative period, a patient who
initially underwent the Hartmann procedure was treated
with low anterior resection and colorectal anastomosis due
to rectal stricture.

DISCUSSION

In the study in which we documented our findings pertaining
to RFB insertion, the proportion of males to females was
4.2—1, and sexual preference was the most commonly cited
reason (71.4%). Removing RFBs transanally under regional or
general anesthesia was our most preferred treatment option
(81%). A laparotomy was required for 28.5% of the patients,
and of those patients, 66.6% underwent the Hartmann pro-
cedure with an end ostomy. Despite prompt and proper man-
agement, post-operative complications were not uncommon
in these patients (C-D Grade IlI-1V, 9.5%). Therefore, close
post-operative monitoring is required, particularly for pa-
tients who have undergone laparotomy.
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Although RFBs are regarded as uncommon conditions in
surgical practice, their incidence has increased over the past
decade.! Remarkably, 57.1% of the cases in our series have
been observed within the past 5 years. In a review conducted
by Kurer et al.,l'! it was stated that the overwhelming major-
ity of patients were male patients, with the male-to-female
ratio being 37:1. Male dominance was also observed in our
study, although at a slightly lower rate (4,2/1). A wide variety
of reasons for RFB insertion have been reported, from consti-
pation or hemorrhoid treatment to sexual assault. However,
the most common reason is sexual preference. The majority
of patients are men between the ages of 20 and 40 and are
sexually active.l"'%!51¢] The median age of our patients was 33
years, but a 7|-year-old male patient in our study presented
with RFB due to sexual preference.

Patients with RFBs are reluctant to seek medical assistance
since they fear embarrassment. They frequently attempt to
resolve issues on their own or with their partner. Society’s
perception of it as a taboo is also a factor contributing to late
admission for treatment. Following the insertion of a foreign
object into the rectum, treatment applications are typically
submitted the same day or within 2-7 days.l'! In our series,
this interval was 16 h long. Health professionals have impor-
tant responsibilities on initial application. They should refrain
from being judgmental and instead reassure patients that they
are in a safe environment where their reputation and privacy
will be protected.l'! Attention to these processes increases
the treatment’s success rate.

Transanal extraction is often successful when performed us-
ing proper instruments and an appropriate anesthesia tech-
nique to relax the anal sphincter."'>'¢!89] However, this is
also closely related to the RFB’s shape, size, nature, and loca-
tion. Lake et al.?® found no statistically significant difference
between cases of RFB requiring operative versus non-oper-
ative removal with regard to time to presentation (2 days
versus >2 days) or size of the RFB (<10 cm <). They argued
that RFBs located proximal to the rectum are more likely to
necessitate surgical intervention. In our series, four patients
had RFBs <10 cm in size, and all were successfully removed
transanally. In only one of the patients who underwent la-
parotomy, the object was located in the distal rectum (ex-
tracted trans-anally by milking), while in all the others, it was
located proximally.

Our clinic prefers to perform RFB removal procedures in the
operating room using a variety of anesthesia techniques. Only
four RFBs were removed trans-anally in the emergency room.
Various reports advocate attempting RFB removal in the
emergency room or at the bedside.?>?2l The success rate of
bedside or emergency room interventions has been reported
to range between 16 and 75%.P! Repeated and forceful at-
tempts to remove RFB cause anxiety, pain, and involuntary
anorectal spasms; this is the primary cause of decreased suc-
cess rate. Similar to previous research, the success rate of
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trans-anal treatment was 81% in our study.['*) We believe that
this high success rate of the transanal route is related to the
advantages of the operating room, preferred use of anesthesia,
appropriate tool selection (colonoscope, Kelly clamp, ovarian
clamp, etc.), and the short admission time of our patients.

Laparotomy should be performed if there are signs of acute
abdominal infections suggesting perforation or peritonitis on
admission, or if transanal removal fails.["!>'8!"] Depending on
the situation encountered during laparotomy, various surgical
techniques may be utilized. If the patient does not have peri-
tonitis and perforation but the RFB could not be removed by
the transanal route, laparotomy can be performed and ex-
traction can be attempted with milking into the anal canal.
This intervention was successful in the treatment of 14.2%
of our patients. If the milking method fails, the primary repair
is possible after a colotomy and removal of the object. How-
ever, if there is perforation or peritonitis, resection of the
perforated rectum or colon segment and colostomy should
be performed without delay.l'*!5 The use of minimally inva-
sive methods such as laparoscopy instead of laparotomy has
increased in recent years.[*®

Even after successful extraction, RFBs can cause rectal or
sigmoid perforation or bleeding.™'") In the presence of a pos-
sible or suspected intestinal wall injury, patients should be
hospitalized and closely monitored. Endoscopic evaluation of

Patient with rectal foreign body

!

Using Xrays and DRE to localize
the RFB in the rectum

!

No additional effort should be made
during DRE to remove RFB

!

Operating room
Under anesthesia

!

RFB removal with the appropriate surgical
instrument in the colonoscopy assistant
(Kelly clamp, ovarian clamp, etc.)

!

Failed

!

Laparatomy
Milking
Colotomy
Colon/rectum resection with ostomy

Acute abdomen
Perforation
Peritonitis

Figure 1. Surgical management algorithm of rectal foreign bodies
(RFB, rectal foreign body, DRE, and digital rectal examination).
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the rectal and distal colonic mucosa helps identify mucosal in-
juries and bleeding, particularly after a difficult trans-anal ex-
traction.["'¥l In our series of patients undergoing colonoscopy
after transanal extraction, the most frequent rectal injuries
were Grades | and Il. During the post-operative period, pa-
tients who undergo laparotomy in particular require close
monitoring. Two patients in our series who were treated
with laparotomy encountered C-D IlI-IV complications.

Our study was limited by a number of factors, including its
retrospective design and the fact that it includes only a single
institution. Due to the study’s small sample size, the statisti-
cal significance of some variables may have been diminished.
However, we offered a treatment scheme based on our clin-
ical experience (Fig. |). Following this algorithm, we demon-
strated that 80.1% of the patients were successfully treated
with trans-anal extraction.

Conclusion

The incidence of patients presenting with RFBs is increasing,
with sexual activities being a frequent cause. To ensure accu-
rate diagnosis and treatment, patients should be examined
radiologically (X-ray and/or CT). Further, forced attempts to
remove RFB in the emergency room or at the bedside should
be avoided. Performing the extraction procedure in the op-
erating room and under anesthesia increases patient comfort
and the success of transanal removal, as well as eliminates
the need for unnecessary laparotomy. However, laparotomy
should be performed without delay if perforation and peri-
tonitis are present.
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ORIJINAL CALISMA - 0Z

Rektal yabanci cisimlerin cerrahi tedavisi: Tek merkez deneyimi
Dr. Tayfun Bisgin, Dr. Seckin Sogucak, Dr. Berke Manoglu, Dr. Zekai Serhan Derici, Dr. Koray Atila, Dr. Selman Sokmen

Dokuz Eyliil Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Izmir

AMAC: Rektal yabanci cisimler (RYC) son yillarda artan insidansi ile kolorektal cerrahi pratiginde nadir gorilen klinik prezentasyonlardan biridir.
Standart tedavi seceneklerinin olmamasi nedeniyle, RFB’lerin yonetimi zor olabilir. Bu galisma, RFB’lere tanisal ve terapétik yaklasimimizi degerlen-
dirmeyi ve bir yonetim algoritmasi Snermeyi amagladi

GEREC VE YONTEM: Ocak 2010 ile Aralik 2020 arasinda hastanede yatan tiim RYC'li hastalar geriye doniik olarak incelendi. Hasta demografisi,
RYC yerlestirme mekanizmasi, yerlestirilen nesneler, tani bulgulari, y6netim, komplikasyonlar ve sonuglarin tiimi degerlendirildi. Merkezin deneyi-
mine bagli olarak klinik yénetim igin bir algoritma gelistirildi.

BULGULAR: Kohort 2| hastadan olusuyordu, |7’si (%81) erkekti. Ortanca yas 33 idi (19-71 arasinda degisiyor). On bes (%71.4) hastada cinsel
tercihler RYC nedeniydi. On yedi (%81) hastada RYC boyutu |0 cm’nin lizerindeydi. Dort (%19) hastada acil serviste RYC’ler anestezi olmadan
transanal yolla gikarildi; kalan |7’sinde (%81) anestezi altinda gikarildi. Bunlarin arasinda iki (%9.5) hastada genel anestezi altinda RYC transanal yolla
gikarildi; sekiz (%38) hastada anestezi altinda kolonoskop yardimiyla; ti¢ (% 14.2) hastada laparotomi sirasinda transanal yola sagim yaparak; ve dort
(%19) hastada bagirsak devamliligi saglanmadan Hartmann prosediirii ile RYC gikarilmasi yapildi. Medyan hastanede kalis siiresi alti gindi (1-34 gtin
arasinda degisiyordu). Clavien-Dindo (C-D) derece IlI-IV komplikasyon orani %9.5 idi ve ameliyat sonrasi mortalite gdzlenmedi.

TARTISMA: RYC’ler genellikle ameliyathanede uygun anestezi teknigi ve uygun cerrahi alet segimi ile transanal yolla basarili bir sekilde gikarilabilir.
Anahtar sozclikler: Cinsel tercihler; ekstraksiyon; rektal yabanci cisim.
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