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Abstract: Rectal injuries due to blunt or penetrating trauma are associated with
significant morbidity and mortality, yet there is a lack of consensus regarding
their optimal management. The management of penetrating rectal trauma
invokes a complex decision tree that has been established based on lessons
learned during war. It involves proximal faecal diversion by a stoma, rectal
washout and placement of pre-sacral drain. Today surgeons worldwide variably
use these techniques. We present a case where a young male accidentally
slipped and fell on a beer bottle which got inserted in his rectum. He presented a
few days later with scrotal and perineal cellulitis.
Keywords: Rectal injury, extraperitoneal rectal injury, penetrating rectal injury,
scrotal cellulitis.

Copyright © 2021 The Author(s): This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International
License (CC BY-NC 4.0) which permits unrestricted use, distribution, and reproduction in any medium for non-commercial use provided the original
author and source are credited.

INTRODUCTION

CASE PRESENTATION

Although intra- and extra peritoneal rectal
injuries are both relatively uncommon, largely due to
the protected position of the rectum within the bony
pelvis, they can be difficult to diagnose and are often
missed at patients’ initial presentation [1]. There are
numerous studies in the literature examining the
management options and outcomes following colonic
trauma, with considerable evidence that most colonic
injuries can be safely managed by primary repair or
resection and anastomosis [2, 3]. Diverting stomas are
only indicated in the sickest of patients following
colonic trauma, i.e., those with high Injury Severity
Scores (ISS) or significant comorbidities, and in the
elderly population [4, 5]. However, the management of
rectal trauma entails complex decision making
regarding the need for faecal diversion (end or loop
colostomy), distal rectal irrigation, and presacral
drainage, as well as the need for suture repair or
resection and anastomosis [6]. There is currently
insufficient information from robust rectal trauma data
to accurately inform this process.

A 41 year old male patient presented in the
emergency complaining pain over his scrotum and
perineum for last two days. He was also experiencing
difficulty in passing stool for last 2 days. Patient gave a
curious history upon detailed questioning. About 5 days
ago, he accidentally slipped and fell over a beer bottle
in his house. The bottle got inserted in this rectum. He
took out the bottle himself which was followed by some
bleeding per rectally. Next morning he passed stool
normally but afterwards a pain started over the perineal
region which gradually intensified over time and scrotal
pain soon followed.

*Corresponding Author: Dr. Parthasarathi Hota

On examination, he was conscious but febrile.
Scrotum was enlarged, tense and tender more in the left
side. There was tenderness in the perineum and perianal
region. Abdomen was soft without any tenderness and
bowel sounds were normal.
On per rectal examination, a full thickness tear
at the rectal wall palpated around 3 O’clock position
which was admitting examining finger. It was painful
and there was blood staining on the finger. Sphincter
integrity was not compromised. Proctoscopy not done.
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Fig 3: Ultrasonography of scrotum & perineum
Our provisional diagnosis was scrotal &
perineal cellulitis secondary to extraperitoneal full
thickness rectal injury. Patient was posted for surgery
on the same day.
Fig 1: Clinical photograph showing enlarged and
inflamed scrotum and perineum
Laboratory investigations were essentially
normal except leucocytosis which is to be expected in
these cases. Abdominal ultrasonography was normal.

EUA [Examination under anaesthesia] was
done and full thickness breach in rectal wall about 4cm
in size at 3 o’ clock position was present in lower
rectum. Finger was going through the left ischiorectal
fossa and there was a large ischiorectal abscess on the
left side.

Ultrasonography scrotum & perineum shows:
1. Minimum amount of fluid collection with internal
air foci in left scrotal sac.
2. Slightly increased vascularity in left testis.
3. Probe tenderness in left half of scrotum &
perineum.

Fig 4: Operative photograph shows full thickness
breach in the rectal wall and communication with
the ischiorectal fossa
We decided in favour of faecal diversion by
doing loop ileostomy. We drained the ischiorectal
abscess after taking sample for culture and repaired
rectal injury by interrupted vicryl sutures. Debridement
of the necrotic tissue done in ischiorectal fossa. Proper
toileting of the abscess cavity done and pack given.
Scrotal sac was found to be oedematous but there was
no abscess in the scrotum. Post-operative recovery of
the patient was uneventful. Antibiotics were given to
the patient according to the culture and sensitivity
report.
Fig 2: Ultrasonography of scrotum & perineum
© East African Scholars Publisher, Kenya
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Repeated dressings were done daily for few
days and patient was discharged after 7 days with
healthy condition with stoma functioning properly and
wound over ischiorectal fossa healthy with red
granulation tissue and no pus. Patient was advised sitz
bath and ileostomy reversal planned after 3 months.

DISCUSSION
Although rectal injuries are relatively rare,
they are associated with a significant mortality rate and
most commonly occur in young, male patients
following penetrating trauma. We identified the
substantial morbidity associated with such injuries,
including high rates of SSI, pneumonia, and AKI, in
addition to a prolonged length of ICU and overall
hospital stay. Over the last century, mortality rates
following rectal injuries have fallen but much
controversy still remains regarding the optimal
management of such injuries. The introduction of
primary suture repair with occasional use of diverting
colostomy during World War I reduced mortality from
90 to 67% [7]. Subsequently, during World War II with
standard fecal diversion and presacral drainage,
mortality was reduced to 30%. With improved
resuscitation techniques and antibiotic prophylaxis,
primary repair and distal rectal washout further reduced
mortality during the Vietnam War to 15% [7-9].
Current treatment of rectal injuries includes
various combinations of what we refer to as the four
D’s of rectal trauma: (1) distal rectal washout, (2)
damage repair, (3) diversion of the faecal stream, and
(4) drainage of the presacral space. The use of all these
therapeutic manoeuvres is accepted in high-velocity
wartime injuries. However, the treatment of civilian
rectal injuries is a subject of great debate. Diversion of
the faecal stream proximal to the site of rectal injury
remains the gold standard for the treatment of civilian
rectal trauma.[10-12] Recently, the first prospective
randomized study in the field of civilian rectal trauma
was performed to evaluate the role of presacral
drainage.[11] These authors concluded that placement
of a presacral drain had no effect on infectious
complications in penetrating rectal injuries.
Our patient had extraperitoneal rectal injury
without compromising sphincter integrity. He had a full
thickness rectal wall breach and associated with large
ischiorectal abscess in the left side. We performed
proximal faecal diversion in the form of loop ileostomy.
Though most of the literature suggests faecal diversion
in the form of colostomy, we decided in favour of loop
ileostomy as it is technically easier to perform with
comparable results. Ischiorectal abscess drained and
rectal injury repaired with interrupted absorbable
sutures.
Gash et al., in their study found that, for
isolated extraperitoneal injuries, primary suture repair
alone (without stoma) was associated with a
© East African Scholars Publisher, Kenya

comparable overall complication rate and mortality, to
the suture repair of intraperitoneal injuries. For
extraperitoneal rectal injuries, patients managed with
resection/ repair + stoma had a significantly longer
hospital stay and higher postoperative morbidity
compared to resection/repair without stoma despite no
significant difference in ISS. Thus, suture repair or
resection without ostomy may offer sufficient surgical
management for isolated extraperitoneal injuries [13].
Gonzalez et al., prospectively analysed
outcomes for 14 patients with penetrating, nondestructive extraperitoneal rectal injuries, managed
without stoma formation, demonstrating good results
and advocating avoidance of faecal diversion [14].
Similarly, Levine et al., investigated whether primary
repair without diversion was adequate management for
extraperitoneal rectal injuries [15]. Of the 30 patients
included, six were managed with primary suture repair
and no stoma [repair + stoma (n = 11) and
defunctioning stoma alone (n = 13)]. There was no
significant difference in morbidity or mortality for the
no stoma group. They concluded that it was feasible to
avoid a stoma, in stable patients with minimal
contamination, without major associated injuries, but
advise faecal diversion where the laceration cannot be
safely visualized and repaired without extensive rectal
mobilization. Weinberg et al. in their study study
outlined the implementation of a clinical pathway to
standardize care of patients with rectal trauma,
according to the characterization of the injury relative to
retroperitoneal involvement [16]. Stomas were avoided
in selected patients with extraperitoneal injury— where
the defect could be safely repaired, although
inaccessible injuries were diverted. Infective
complications were significantly lower (13 vs. 31%, p <
0.05) when compared with a prepathway matched
cohort.
Our patient came to us five days after the
trauma when he already developed unilateral
ischiorectal abscess along with scrotal & perineal
cellulitis. At surgery we found that the abscess cavity
was large with considerable pus and necrotic tissue. It
was communicating with the rectal wall through the full
thickness breach. Therefore we decided to perform
faecal diversion. Furthermore, the rectal wall injury was
clearly palpable but not adequately visible. Sutures
were placed mostly under the guidance of surgeon’s
finger.
We
believe
faecal
diversion
by
ileostomy/colostomy should be done in all such cases.
For intraperitoneal injuries, or for extensive
low rectal injuries that cannot be satisfactorily sutured
transanally, laparotomy and primary repair are currently
advocated, with or without distal rectal washout,
presacral drainage, and/ or stoma formation. While the
posterior rectal wall should ideally be examined in
anterior wall injuries, whether the extraperitoneal
rectum should be mobilised remains a matter of debate
[17].
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Diversion is usually advocated in patients in
whom an anastomosis may not heal, i.e., those with
delayed diagnosis or haemorrhagic/septic shock with
potential compromise of gut perfusion. If primary repair
is not feasible or the patient is compromised, forming a
defunctioning loop colostomy, which diverts faeces
away from the defect and can be easily closed at a later
date, has been advocated [17]. With extensive
extraperitoneal injury, a Hartmann’s procedure may be
indicated, or if a rectal defect could be repaired
transanally, but the patient also has significant pelvic or
perineal injuries, it is considered appropriate to perform
faecal diversion [18]. In such patients, stomas reduce
the rates of necrotizing fasciitis in pararectal fat from
contamination [19].
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CONCLUSION
Trauma or unintentional injury is a leading
cause of morbidity and mortality throughout the world.
Prompt trauma assessment and immediate attention to
life-threatening injuries as per advanced trauma life
support (ATLS) protocol is crucial. Afterwards, the
management of rectal injuries is multifactorial and
requires considerable judgment to tailor treatment to
specific patients to optimise outcomes. Rectal injury
should be suspected in all blunt or penetrating injuries
involving the pelvic and perineal region and managed
accordingly. Isolated extra peritoneal rectal injury in
stable patients without complication can be managed by
repair alone but other patients with considerable injury,
abscess formation, difficult location, delayed
presentation or with complication and in cases of
intraperitoneal injury, faecal diversion by a stoma
should be considered.
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