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Unusual Rectal Foreign Body: A Golf Ball
Young Joo Park, Dong Hoon Baek, Eun Young Park, Gwang Ha Kim and Geun Am Song
Department of Internal Medicine, Pusan National University School of Medicine and Biomedical Research Institute, Pusan National
University Hospital, Busan, Korea

An 18-year-old man presented to the emergency department with a lower abdominal pain. He reported that his girlfriend had inserted a golf ball partially into his anus and lost
it 6 hours earlier. The physical examination findings were unremarkable. The anus and surrounding area showed no signs
of trauma. Plain pelvic/abdominal radiography revealed a 4.5cm round, opaque foreign body in the pelvic cavity (Fig. 1A).
Contrast-enhanced abdominopelvic computed tomography
revealed a 4.5-cm spherical foreign body at the junction of
the rectum and sigmoid colon; no perforation was found (Fig.
1B). The patient underwent proctosigmoidoscopy without
sedation, which revealed a golf ball of 4 cm in diameter, approximately 15 cm from the anus. We initially used a Roth Net
retriever (US Endoscopy, Mentor, OH, USA); however, the
maximum width was only 3 cm; therefore, we could not grasp
the ball completely (Fig. 2A). The ball was finally extracted
using a 30-mm stone extraction basket (The Web extraction
basket; Cook Inc., Winston-Salem, NC, USA) and retrieved
through the anus with the patient’s cooperation (Fig. 2B, C).
We found no mucosal defect or perforation after the removal
of the ball through proctosigmoidoscopy. Two hours later, he
was discharged after the absence of perforation was confirmed
on chest and abdominal radiographs.
The incidence of rectal foreign bodies (RFBs) is not known
precisely, but RFBs are encountered regularly in most large
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hospitals. RFBs are reported in all age groups, sexes, and races;
however, more than two-thirds of patients are men aged 20
to 30 years.1 As the use of objects for sexual arousal increases,
the number of hospital visits for removal of retained RFBs has
increased.2 Most RFBs have been inserted deliberately by the
patient or a sexual partner. Such foreign bodies are likely to be
rounded/cylindrical shaped and smooth. The most frequently
reported RFBs include bottles, followed by sexual devices,
vegetables, fruits, and other household objects. RFB causes
difficulties in extraction because several attempts have been
made to extract it at home. A basic principle of management
for a patient with a foreign body in the rectum is to avoid general anesthesia and laparotomy. Whether the object can be removed via the anus is determined by the shape, size, location,
duration, and presence of perforation. RFBs may require a surgical approach if the following risk factors are present: hard or
sharp objects, impaction of an object of 10 cm in length, migration of the object upward into the sigmoid colon, impaction
of the object for >2 days, and presence of perforation.3 After
several attempts to grasp the foreign body, endoscopists must
consider more innovative options for the extraction of the
RFB without iatrogenic injury. In this case, we initially used a
Roth Net retriever to remove the golf ball. The size of the Roth
Net retriever was smaller than that of the golf ball; furthermore, the golf ball was slippery, and the retriever was unable
to grasp the ball completely. Subsequently, a stone extraction
basket used for endoscopic retrograde cholangiopancreatography was used for the retrieval. The 30 mm stone extraction
basket was pushed toward the rectal wall to increase the space
between the wires, and the golf ball was inserted in the wire to
hold it completely and tightly. Sometimes, placing the patient
in a different position may be helpful to facilitate removal. As
demonstrated in this case, using a stone extraction basket for
removing RFBs is a safe and useful method.
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Fig. 1. (A) A plain pelvic/abdominal
radiograph and (B) enhanced abdominopelvic computed tomography scan
showing a 4.5-cm round, opaque foreign body retained at the junction of the
rectum and sigmoid, with no signs of
perforation.
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Fig. 2. (A) The use of a Roth Net retriever (US Endoscopy, Mentor, OH, USA) and (B) 30-mm stone extraction basket to remove the foreign body. (C) The extracted
golf ball.
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