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Introduction
 Physical diagnosis is traditionally based on history taking and a 
physical exam. Inaccuracy in the information provided by patients 
can be a significant hindrance to correct diagnosis. Embarrassment 
and fear of public exposure are among the known reasons for this  
behavior. A RSIRFB clearly exemplifies such a situation. The literature 
about RSIRFBs is mostly anecdotal; however, it has been described 
in the medical field for many years [1]. The occurrence of RSIRFBs 
has been reported in patients of all backgrounds and ages; however, 
it is more common in men in their 30s and 40s [2]. The incidence of  
RSIRFBs varies according to region; it is presumed to be uncommon in 
Asia and most common in Eastern Europe [3]. Whereas rectal foreign 
bodies can occur as a result of sexual abuse, drug packing, physical  
assault, and mental illness, RSIRFBs more generally occur in the  
context of sexual activities. Failed self-removal attempts and  
reluctance to state the true nature of the visit are common  
contributors for delays in diagnosis and for the resulting increased 
morbidity. All RSIRFBs should be treated as potentially harmful. 
Overall, the morbidity correlates with the size, shape, nature, and  
texture of the inserted object.

Case Report
 A 43-year-old man with no past medical history presented to our 
Emergency Department (ED) complaining of constipation. His last 
bowel movement had occurred two days before. He also reported 
feeling bloated. He stated he didn’t have nausea, vomiting or pain. 
He denied using tobacco, alcohol, or illicit drugs. His household  
included two children and a wife. He denied prior surgeries or taking 
any medications. His vital signs and his physical exam including his 
rectal exam were within normal limits. In order to visualize his fecal 
content, single view abdominal radiography was requested.

 His medical records revealed that he had visited another ED the 
day before as a result of a syncopal episode while sitting on the toilet.  
He had negative results for all evaluations at the previous ED,  
including computed tomography of the brain, electrocardiography,  
cardiac enzyme levels, chest radiography, and basic laboratory  
values, and was discharged. The patient did not provide this  
information upon presenting to our ED. Once confronted, he  
confirmed it but offered no additional details.

 A final diagnosis became clear based on the Kidney-Ureter-Bladder 
(KUB) radiograph (Figure 1). A self-inserted foreign body had been 
present in his rectum for more than 30 hours. The patient declined to 
comment about it and requested that the diagnosis and treatment not 
be disclosed to his spouse and family. The patient was sedated and an 
8.5-inch silicone phallic-shaped device was removed rectally in the 
ED. The patient was discharged with no further complaints after six 
hours of observation. In retrospect, the final diagnosis should have 
been suspected in both ED visits based on the clinical presentation 
and history gaps, including the nondisclosure of prior visit.

Discussion
 During the medical history-taking process, ED patients can be 
sensitive to their unfamiliarity with the physician and be reticent to  
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Abstract
Background: A patient’s medical history is the most valuable  
diagnostic tool a healthcare provider uses when determining  
treatment. The accuracy of a diagnosis and treatment plan can 
be affected by the patient’s unwillingness to disclose intimate  
information. Numerous clinical scenarios seem to explain this  
behavior. The presence of a Retained Self-Inserted Rectal Foreign  
Body (RSIRFB) is not an unusual finding in the Emergency  
Department (ED) setting. Still, it can present a diagnostic challenge 
even to seasoned clinicians.
Case report: A healthy man presented to our ED complaining of 
“constipation”. The patient had visited another ED the day before, 
after suffering a syncopal episode while sitting on the toilet, and had 
been discharged after a negative workup. He did not disclose that 
information. An abdominal single view radiograph revealed a rectal 
foreign body, which explained the reasons for both ED visits.
Discussion: Patient’s denial or misleading information makes of a 
RSIRFB a challenging diagnosis. It might be suspected in patients  
with vasovagal syncope associated with defecation, rectal or  
abdominal pain, bleeding from the rectum, an inability to have a  
bowel movement, and rectal mucous leakage, all in the  
context of otherwise healthy individuals or in presence of history  
inconsistencies.
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disclose certain types of personal information. The disclosure or 
lack of disclosure, of intimate information affects the accuracy of the  
interview [4]. A 2004 WebMD survey of 1,500 respondents found that 
45% admitted to lying to their physicians. The primary reason given 
was to avoid judgment. Most of them lied about following doctors’  
orders, diet, exercise, smoking, and/or alcohol or illicit drug  
consumption [5]. In addition, matters of legal concern, secondary 
gain, drug seeking, social stigmatization, and embarrassment were 
also commonly perceived justifications for withholding and denying 
medical information.

 Regarding RSIRFBs, in addition to sexually related, they are a  
common result of intentional concealment (body smuggling and body 
packing) of cocaine and other illegal substances [6,7]. When unable 
to expel the rectal foreign body, patients attempt different maneuvers 
before seeking medical help. Self-directed removal strategies include  
digital removal, straining and bowel movement induction with  
laxatives and suppositories. As patients can be initially asymptomatic, 
they may develop rectal or abdominal pain, bleeding from the rectum, 
an inability to pass stool, and rectal mucous leakage. These symptoms 
are of more clinical significance in the context of otherwise healthy 
individuals or history inconsistencies [8,9]. More surprising, even in 
advanced cases of bowel perforation with peritonitis, some patients 
are still reluctant to release such personal information.

 Regarding vasovagal syncope, it is considered to be a reflex  
characterized by a transient loss of neural control of circulation. The 
exact anatomic and physiologic nature of this reflex remains uncertain 
[10]. The most common triggers are central (in response to emotional 
stimuli), postural (associated with an upright position and external 
maneuvers), and situational (in response to specific stimuli) [11].  
Postural vasovagal syncope is by far the most common type.  
Paradoxical impulses from thoracic hypovolemia, splanchnic blood 
pooling, and increased ventilation are conducted by vagal afferents  
to the brain stem. The response is transient vagal stimulation of 
the heart and widespread sympathetic withdrawal [12]. Postural  
vasovagal syncope is extremely rare in otherwise healthy and  
asymptomatic individuals. Similarly, a vasovagal episode during  
defecation in a healthy individual is such an unusual event that an 
RSIRFB should be considered in the differential diagnosis.

 Constipation, although commonly seen in the ED, is diagnosed on 
the basis of symptoms. A more precise and accurate characterization  
of the underlying mechanism(s) requires physiological tests of  
colorectal function [13]. The Rome III Criteria for diagnosing  
functional constipation include symptoms of straining in at least 25% 
of the defecations and fewer than three defecations per week during 
the last 3 months, with symptom onset at least 6 months before the  
diagnosis [14]. A radiograph of the abdomen is commonly used to 
complement the clinical history. However, due to inter-observer  
variability in radiological assessment, it is considered to have poor 
correlation with colonic transit [15].

Conclusion
 Abdominal radiographs may not be a reliable method to assess 
for fecal loading in constipation. Therefore, the clinical usefulness 
of abdominal radiographs in the ED prevails in ruling out other  
pathologies. In the clinical practice of emergency medicine, abdominal  
radiographs have been an invaluable diagnostic tool, able to  
demonstrate acute fecal retention and incidental findings such as 
RSIRFB in patients complaining of constipation. Patients might 
be suspected of providing intentional inaccuracies in the presence 
of inconsistencies in their history and lack of clinical correlation.  
Vasovagal syncope associated with defecation, rectal or abdominal  
pain, bleeding from the rectum, an inability to have a bowel  
movement, and rectal mucous leakage, all in the context of otherwise  
healthy individuals or history inconsistencies, should raise the  
suspicion for retained RSIRFBs.
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Figure 1: Upright abdominal radiograph.

A phallic-shaped foreign body is visualized in the central pelvis. No free air or 
abnormal findings suggestive of bowel obstruction
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