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CASE REPORT

Novel use of overtube for rectal foreign body to “clean”
out the colon: Extraction of large Tide-To-Go pen
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ABSTRACT

The rate of colorectal foreign bodies is increasing. Endoscopists must be creative in order to remove the foreign objects safely in
the most minimally invasive manner as these objects could vary greatly in size and shape. We present a case of the novel use of
an esophageal overtube to aid in the removal of a difficult-to-remove Tide-To-Go cap.
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1. INTRODUCTION
The rate of colorectal foreign bodies is rising.[1] This poses
an interesting challenge to endoscopists as there is great vari-
ability in object size, shape, and surface characteristics.[2, 3]

This heterogeneity requires endoscopists to have a diverse
range of techniques at their disposal to safely remove col-
orectal foreign bodies in a minimally invasive manner. We
present a case of the novel use of an esophageal overtube to
aid in the removal of a difficult-to-remove Tide-To-Go cap.

2. CASE REPORT
The patient was a 55-year-old male with no past medical
history who presented to the emergency department 24 hours
after inserting a smooth plastic Tide-To-go pen into his rec-
tum. When he attempted to remove the pen, the cap was left
behind. He denied any pain, hematochezia, fevers or chills.
His vitals were normal. Complete blood count and metabolic
panel were unremarkable. He underwent a CT scan which
showed a well circumscribed air-containing elongated and

cone-like region occupying the rectum and rectosigmoid with
mild thickening of the rectal wall without extraluminal air.
We initially gave him 4 liters of Golytely to flush the object,
but he did not pass the object on his own. We could not visu-
alize the object on the visual exam. Digital rectal exam failed
to palpate the object. Patient therefore underwent flexible
sigmoidoscopy for foreign object extraction. During flexible
sigmoidoscopy, we could appreciate a very strictured and ery-
thematous rectum (see Figure 1) and a smooth, white, plastic
object lodged in the rectosigmoid colon. Multiple attempts at
pulling the object out with rat-tooth forceps, snare, and Roth
net were all futile as we could not pull the object through
the narrowed rectum. We then inserted a heavily lubricated
esophageal overtube through the rectum and pulled the object
into the overtube and removed the cap and overtube together
(see Figures 2-3). The overtube helped dilate and straighten
the rectum while allowing the object to be secured into the
overtube.
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After discussing the stricturing noted in the rectum with the
patient, he revealed that he had previously inserted approx-
imately 20 different objects requiring repeat interventions
for removal. We counseled him extensively on the risk of
perforation and he stated that he understood and that he was
ready to put colorectal foreign bodies behind him.

Figure 1. Friable rectal mucosa with stricturing and
inflammation

Figure 2. Pulling the foreign object into the overtube

Figure 3. Plastic Tide-To-Go cap removed

3. DISCUSSION
The incidence of patients presenting to emergency depart-
ments with rectal foreign bodies is increasing, particularly in
males (Dahlberg). The majority of cases involve purposeful
insertion of household objects, sex paraphernalia, food items
etc. for sexual stimulation and self-gratification.[4–6] A met-
analysis reported that sexual devices (35.7%) were the most
commonly used item, followed by glass bottles (17.5%) for
rectal insertion. The study found a 6:1 ratio (86.1%) of men
to women with an age range of 11 to 80 years.[4] Due to the
nature of these cases, patients may be reluctant to provide an
accurate history, conceal their injuries, delay evaluation, and
make attempts of self-retrieval, which may result in further
complication. Challenges to extraction include the variabil-
ity in size, shape, and flexibility of the foreign body as well
as the local anatomy of the GI tract in which the object is
found. Although a systematic approach is used to manage
these patients, conventional methods are often unsuccessful
and may cause further harm.[7, 8]

Initial evaluation of rectal foreign body includes ruling out
peritonitis as perforation of the rectum or sigmoid colon re-
quires emergent laparotomy.[9] A digital rectal examination
should be performed to determine the distance of the rectal
foreign body from the anal verge and to evaluate sphincter
competency. An abdominal series with X-ray or CT ab-
domen and pelvis can identify the size, shape, and location
of the foreign body and exclude pneumoperitoneum if peri-
tonitis is suspected.[10] Once the preliminary assessment
rules out peritonitis, manual extraction of the rectal foreign
body should follow if the object is palpable on digital rectal
exam. Bedside extraction can be attempted after local anaes-
thesia with or without sedation as the trans-anal approach is
least invasive and has a 60% to 75% success rate.[9, 10] After
dilation of the anal canal, attempts can be made to extract
the object, either by-hand or with the aid of tools.

If bedside extraction through the trans-anal route is unsuc-
cessful or if the object is deemed too high for manual ap-
proach, an endoscopy procedure may be performed to vi-
sualize the object and tools such as polypectomy snare, or
forceps can be used for the extraction.[7, 9] Endoscopic instru-
ments allow for precise contact and removal of the foreign
body while reducing chances of iatrogenic injury. Of interest,
Tenaculum forceps used in obstetrics have demonstrated util-
ity in grasping objects during endoscopy guided procedures
due to its sharp hooks on the end of each jaw.[11] Addi-
tionally, the use of air insufflation during the procedure can
raise intraluminal pressure and allow for loosening of the
foreign body.[5, 8] In cases where the lumen is narrowed, air
insufflation helps distend the bowel wall which aids in both
visualization and extraction.[8]
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Despite standard protocol, disparities in location and physi-
cal properties of the foreign object present unique challenges
during retrieval. The acute angle of the rectosigmoid junction
can often hinder extraction efforts, especially when the object
is inflexible.[12] Furthermore, recurrent episodes of rectal for-
eign body insertion requiring repeat endoscopic and surgical
interventions for extraction can lead to anorectal strictur-
ing, mucosal edema, sphincter spasm, rectal anteflexion, and
atony.[4] The alteration of anatomy may, as in this case, result
in difficulty with foreign body extraction despite endoscopic
access to the object. After several attempts at manual extrac-
tion, including the use of rat-tooth forceps, snares, and Roth
net, we were unable to remove the Tide-to-go pen cap. Stent-
ing of the overlying mucosa and straightening of the rectum
with an esophageal overtube facilitated successful retrieval

by reducing the angle of the rectosigmoid junction. This pro-
duced the dilation and straightening of the rectum necessary
to access and dislodge the cap with its subsequent removal
in the overtube without complication. Therefore, the applica-
tion of an overtube for future management of rectal foreign
bodies in the rectosigmoid colon with stricturing should be
considered. The use of overtube to stent and straighten the
rectum can be an effective, low-cost method in extracting rec-
tal foreign body. To our knowledge, this is the first reported
experience of overtube-guided rectal foreign body extraction
in the United States. Prior reports from Korea and Portugal
also highlighted the utility of this approach.[12, 13]
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