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Introduction
Foreign bodies inserted into the anal canal may cause 
complications in the rectum and sigmoid colon which 
require urgent intervention.1 Rectal foreign bodies can be 
encountered in the form of self-administered treatments for 
constipation and anorectal diseases, related to sexual abuse, 
in psychiatric cases, through accidents, and often used for 
sexual purposes.1,2 Diagnosis of pathologies caused by rectal 
foreign body can be delayed due to conflicting statements 
from patients and their relatives and inconsistencies with 
physical examinations.3 Here in, we present a case of sigmoid 
colon perforation detected in a patient undergoing emergency 
surgery for acute abdomen.

Case Report
A 45-year-old male patient presented to the emergency 
department complaining of abdominal pain for the last 2 
days. The patient had a history of chronic constipation and 
chronic hemorrhoids. On physical examination performed 

in the emergency department, there was generalized 
abdominal sensitivity, defense, and rebound. Laboratory 
testing revealed C-reactive protein level was 214 mg/L 
and white blood cell count was 4800. Pneumoperitoneum  
was observed on abdominal X-ray in standing position 
(Figure 1). Computed tomography revealed a extensive 
free air in the abdomen but no perforation site could be 
detected (Figure 2). Based on these findings, the patient 
was admitted for emergency surgery with a preliminary 
diagnosis of hollow organ perforation. During the operation, 
the abdomen was found to be dirty with extremely purulent 
contents and the small bowel was distended. On exploration, 
an area of perforation about 1 cm in diameter was observed 
in the sigmoid colon. The mesothelium was opened and 
evaluated but no signs of diverticulitis were detected. There 
were no other pathological findings distal to the lesion or in 
the rest of the colon. Resection with Hartmann colostomy 
was performed due to the extremely contaminated abdomen. 
While informing the patient postoperatively, it was learned 

Travmatik kolon perforasyonları nadir görülmesine rağmen acil cerrahi gerektiren bir durumdur. Özellikle cinsel istismar olgularında hastaların 
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Although it is a rare condition, traumatic colonic perforation has a significant morbidity and mortality rate. Especially in cases with sexual abuse, 
the patient may not give detailed information and this may cause delays in diagnosis and treatment. Here, we present a patient with acute abdominal 
findings who was diagnosed with traumatic colonic perforation intraoperatively. In cases with gastrointestinal perforation, traumatic colonic 
perforation should be kept in mind and patients must be asked about trauma.
Keywords: Colonic perforation, trauma, acute abdomen

Address for Correspondence/Yazışma Adresi: Nurullah Damburacı MD
Uşak University Faculty of Medicine, Department of General Surgery, Uşak, Turkey
Phone: +90 276 224 46 41 E-mail: nurullahdamburaci@gmail.com ORCID ID: orcid.org/0000-0001-7574-4571
Received/Geliş Tarihi: 30.05.2017 Accepted/Kabul Tarihi: 16.08.2017

Uşak University Faculty of Medicine, Department of General Surgery, Uşak, Turkey 

Nurullah Damburacı, Barış Sevinç, Ömer Karahan

Travmatik Sigmoid Kolon Perforasyonu
Traumatic Perforation of the Sigmoid Colon

DOI: 10.4274/tjcd.19870
Turk J Colorectal Dis 2017;27:158-160



159

that he had self-administered an enema using a garden hose 
inserted into his anal canal in order to relieve constipation. 
The hose was determined to have caused the perforation. 
The patient passed stool the stoma on postoperative day 2 
and was discharged on day 5 after tolerating oral intake. 
The patient provided written informed consent for this case 
report.

Discussion
Injury of the anorectal region or the presence of a foreign 
body in the rectum is often reported as forensic cases 
because they generally occur as a result of trauma, accidents, 
and sexual abuse. Cases of foreign bodies in the rectum 
due to attempted self-treatment have been previously 
reported. There is also a case reported in the literature with 
a psychiatric disorder (Munchausen’s syndrome).4

In 1984, J.A. Berry classified spontaneous colonic 
perforations into “stercoral” and “idiopathic” perforations. 
Stercoral perforations occur at or near the recto-sigmoid 
junction as a result of ischemic necrosis caused by hardened 
feces. Perforations associated with ischemia are round or 
oval in shape, while the perforations seen in idiopathic 
cases are linear.5 About 3.2% of all colonic perforations 
are stercoral.6 Idiopathic perforations are reported less 
frequently than stercoral perforations. In terms of prognosis, 
idiopathic perforations are better because there is less fecal 
contamination.7

Insertion of foreign bodies into the rectum is encountered 
more frequently in young and middle-aged men than in 
women. The purpose for young and middle-aged men is 
usually anal eroticism, while in older individuals it is done 
to alleviate constipation or for prostate massage.1,8 In the 
present case, the patient used a garden hose in an attempt to 
eliminate constipation and rectal prolapse. 

Such patients generally tend to hide the truth when they 
present to the emergency department. They usually report 
abdominal pain, constipation, and complaints of anorectal 
pain and hemorrhoids with intermittent bleeding.1,8,9 In our 
case, the patient presented no findings other than clinical 
signs of acute abdomen syndrome.

There are reports in the literature of various complications 
associated with rectal foreign bodies, including rectal 
bleeding, rectal mucosal abrasion and tears, rectal 
inflammation, pararectal abscess and fistulization to 
neighboring organs, rectal perforation, and peritonitis.10 
Despite detecting no injury to the anal canal or rectal area 
in our patient, we found a sigmoid colon injury causing 
peritonitis.

The clinical presentation of cases with colonic perforation 
differs in terms of the area affected and peritoneal 
irritation. Abdominal pain and distention are the most 
common symptoms. Diagnostic direct X-rays may show 
pneumoperitoneum in less than 10% of these patients. This 
can also be evaluated as normal, especially because the air 
is located within the retroperitoneal space or under the 
skin. Computerized tomography is particularly helpful in 
such cases.11,12 Computed tomography using triple or dual 
contrast media can be used to monitor patients, especially 
those who are being followed without surgery.13

There is a lack of consensus regarding the treatment of 
patients with pneumoperitoneum and suspected colonic 
perforation. Clinician experience and site of perforation are 
important when monitoring treatment in these cases. They 
can be managed both operatively and nonoperatively.14,15 
Although treatment of colonic perforations traditionally 
required open surgery, in recent years there has been a 
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Figure  1. Pronounced pneumoperitoneum is apparent on abdominal 
X-ray

Figure  2. Computed tomography shows pneumoperitoneum; a) Free 
gas is seen above the liver (white arrow), b) Localized free gas is seen 
between the bowel loops surrounding the sigmoid colon (white arrow)
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trend toward nonoperative follow-up in selected cases with 
laparoscopic interventions as necessary.16 
The patient discussed here presented to the emergency 
department with clinical picture of acute abdominal 
syndrome. Because he did not give sufficient information 
about the events leading to his condition, the clinical findings 
were evaluated as upper gastrointestinal system perforation. 
This case illustrates the need to obtain a more detailed 
history in the emergency department, especially in patients 
with psychological problems and clinical presentation of 
acute abdomen.
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