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Delayed Presentation of Rectal Trauma - Is Colostomy Necessary?
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Abstract

Background: Presentation of rectal injuries in the civilian setting is often delayed due
to patient denial or assault and requires a high index of suspicion for diagnosis. The
standard of care in dealing with such injuries has evolved from mandatory fecal diversion
to emphasis on avoidance of colostomy whenever possible. Case Report: A 17 year old
male presented to the emergency department with complaints of severe lower abdominal
pain, high grade fever and bloody stool following a fall at swimming facility. CT scan
abdomen and pelvis confirmed presence of a well organized hematoma in right side of
vesicorectal pouch with no active leak. Proctoscopy under anesthesia confirmed rectal
perforation on the anterior wall on the right side and a small ulcer after blood clots were
evacuated. This was sutured in the same setting and patient was kept on oral liquids
and responded well to treatment with follow up ultrasound scans confirming reduction
in hematoma size. He was discharged on 7th day and remained healthy on immediate
follow up. Conclusion: Primary repair of low rectal perforation during proctoscopy
under anesthesia can be safely carried out without colostomy as an alternative in patients
presenting with hemodynamic stability and limited sepsis. The optimum approach
should be individualized and fecal diversion should be avoided where possible to reduce
morbidity.
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Introduction

anal sphincter involvement, associated injuries and
type of trauma [3]. We discuss here a case of blunt
rectal trauma which presented to us with a delay
of 72 hours and was dealt with transanal primary
repair without diversion colostomy.

Rectal injuries are infrequent events in clinical
practice due to the protection provided by its
relative position in the bony pelvis. While rectal
injury can occur by itself or in association with
a colon injury, it is reported to occur in 1.1% of
trauma patients out of which 80% are due to
penetrating trauma [1]. Presentation with such
injuries in the civilian setting is often delayed due
to patient denial or assault and requires a high
index of suspicion for diagnosis. The standard
of care in dealing with such injuries has evolved
from mandatory fecal diversion during wartime
to emphasis on avoidance of colostomy whenever
possible [2]. Factors influencing management
strategy include injury grade, fecal contamination,

Case Report
A 17 year old male presented to the emergency
department with complaints of severe lower
abdominal pain, high grade fever and bloody
stool. He described a history of fall at a swimming
pool with loss of consciousness 3 days earlier and
was taken to a nearby hospital. He complained
of hematuria and underwent CT scan head as
well as CT abdomen and pelvis with intravenous
(IV) contrast. The results came back normal for
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CT head but showed an ill-defined hematoma in
the vesicorectal pouch in the pelvic images. He
was observed overnight there and discharged on
request the next day once the hematuria cleared
up. He remained well at home initially but
subsequently developed high grade fever with
chills and bloody stools and attended our hospital
for further management. Hence, the presentation to
our facility was delayed by an interval of 72 hours.
Examination at the time of admission
revealed marked tenderness and guarding in the
suprapubic region along with high inflammatory
markers (TLC = 15.73x109/L, CRP = 285.65
mg/L). An immediate CT scan abdomen and
pelvis was ordered with IV and rectal contrast that
confirmed presence of a well organized hematoma
6.2×3.6×3.4 cm in right side of vesicorectal pouch
with no active leak along with a thin hyperdense
streak in right side of sigmoid colon with a
suspicion of sealed off rectal perforation; clear fat
planes were observed with rectal wall and bladder
wall [Fig.1-3].

Fig.1: Axial CT scan abdomen depicting hematoma.

Patient was admitted and kept nil per oral
and intravenous antibiotics started. Fever and
bleeding per rectum persisted and he underwent
proctoscopy under anesthesia which confirmed
low rectal perforation on the anterior wall on the
right side and a small ulcer after blood clots were
evacuated. This was sutured through transanal
approach in the same setting and patient was
kept on oral liquids with gradual addition of a
low residue diet over the next few days which
he tolerated well. Follow up ultrasound scans
done during hospitalization confirmed decrease
in hematoma size upto 4×1.2 cm and blood tests
normalized to TLC = 6.31x109/L and CRP came
down to 29.53 mg/L. Another proctoscopy was
done before discharge which confirmed sufficient
healing of the defect and he was discharged on 7th
day and remained healthy on outpatient follow up
till 6 months with complete uneventful resolution
of the pelvic hematoma.

Fig.2: Sagittal CT scan abdomen without contrast.

Fig.3: Sagittal CT scan abdomen with contrast.
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Discussion

Conclusion

The approach to management of rectal trauma has
largely been influenced by experience amassed
from war-time high energy penetrating injuries,
the fundamental principles of which included fecal
diversion, presacral drainage, distal rectal washout
and primary repair if possible [4]. However,
presentation in the civilian setting is distinct due
to prevalence of low-energy injuries and is quite
often delayed as well due to patient denial and
embarrassment or assault which may require a high
index of suspicion to clinch the diagnosis. Blunt
abdominal trauma is more common in civilian
cases as well and may lead to extra-peritoneal rectal
injuries which have high complication rates of 2070% due to association with fractures involving the
bony pelvis [2].

Primary repair of low rectal perforation during
proctoscopy under anesthesia can be safely
carried out without colostomy as an alternative in
patients presenting with hemodynamic stability
and limited sepsis. The optimum approach should
be individualized and fecal diversion should be
avoided where possible to reduce morbidity.
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Intra-peritoneal rectal perforations usually
require a diverting colostomy in addition to
primary repair of injury [5]. On the contrary,
treatment of extra-peritoneal rectal injuries do not
have a standardized approach and the decision to
perform a repair with or without fecal diversion
depends on various factors like site of injury, cause
and grade of injury, physiological condition of the
patient and antibiotic use [6,7]. Selected patients
can be repaired obviating the need for stoma [8],
and can be attempted transanally if possible as
described in a series carried out by Levine et al.
[9] who repaired 5 cases of extra-peritoneal rectal
injuries transanally without fecal diversion with
no subsequent morbidity. Transanal repairs can
be done with full thickness suturing if accessible
as in our presented case, or endoscopic hemoclips
can be used to close the defect satisfactorily [10].
Our report lends credence to the fact that stoma can
be avoided in selected patients showing no signs
of hemodynamic instability or sepsis and broad
spectrum antibiotics should be instituted early on
in the management of such a case.

256
© 2019 Journal of Case Reports

Volume 9, No.4, October-December 2019

