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Rare benign rectal stenosis : A case report
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ABSTRACT

Benign rectal stenosis are mostly caused from colorectal surgery such as low anterior
resection, coloanal anastomosis or surgery that involve anal canal, other etiology such as benign
rectal ulcer is rare. The author report a thirty-two years old Thai female who was admitted at the
HRH Princess Maha Chakri Sirindhorn Medical Center. The patient was presented with chronic
constipation that result from rectal stenosis. In addition to routine history taking and physical
examination, computer tomography, sigmoidoscopy and tissue biopsy were performed. Although
the pre-operative investigations cannot identify the cause of rectal stenosis in this patient, both
clinical course and endoscopic gross appearance are similar to rectal cancer. Low anterior resection
was performed. Pathologic report revealed rectal stenosis which caused by chronic nonspecific
rectal ulcer and no malignancy cell was found. After reviewing, benign rectal ulcer in this patient

may cause from chronic constipation.
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: Temp 37.4 °C, Pulse 80/ min, RR 20/min, BP
130/80 mmHg
General appearance
A Thai female, good consciousness, not pale, no
jaundice, no tachypnea
Cardiovascular and Respiratory system
: within normal limit
Abdomen
Distended, soft, not tender, no guard ing, hyper
active bowel sound

Illed- defined mass diameter ~8 cm,
movable, hard inconsistency, not tender,

irregular surface

PR :  Circumferential thickening ring ~ 7 cm
from anal verge, slightly fixed, normal

sphincter tone, mucous stool

MsnsIvItedamareslfiinms
CBC : Hb 14.6 g/dl, Het 41%, WBC 8,100/ul,
PMN 78%, Lymphocyte 20%,mono-

cyte 2%, platelet count 287,000/uL
Blood sugar 74 mg/dL BUN 10 mg/dL
Cr 0.8 mg/dL. Na 142 mmol/L
K 2.7 mmol/L CI 102 mmol/L
HCO3 21.5 mmol/L
Liver function test : albumin 3.6 g/dL globulin 3.5 g/dl. TB
1.53mg/dL DB 0.72 mg/dL AST 34 U/L
ALT 68 U/L ALP 61 U/L
Free T3=1.51, Free T4=1.00, TSH=11.45, CEA 1.7 ng/ml
Acute abdomen series ‘
. generalizes marked small bowel and

large bowel dilation



CT Whole abdomen (§ 1l# 1-2)
. Circumferentially lobulated thickening wall of

rectum about two cm. in length, with out exten

sion beyond the serosa. Ca rectum is considered.

Rigid sigmoidoscope

. Circumferential mucosal fold thickening 8 cm
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from anal verge , cannot pass scope due to nar-

rowing of lumen.

Pathology report (from two attempted of biopsy)

: pyogenic granuloma and no evidence

of malignancy

gﬂ?'l 1 CT Whole abdomen HeA98NYRIY
Y04 mid rectum Circumferentially
lobulated thickening wall of rectum about
two cm. in length, especially anterior wall
without extension beyond the serosa. Ca

rectum is considered.

gﬂﬁ 2 CT Whole abdomen HaA4anyMe
U939 mid rectum Circumferentially
lobulated thickening wall of rectum about
two cm. in length, especially anterior wall
without extension beyond the serosa. Ca

rectum is considered.
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Operative finding (§ 1/4 3)
: tumor mass at mid- rectum does not extend
beyond serosa and adhere to uterus and bladder.
No intra-abdominal lymphadenopathy.

Liver : no superficial mass detected.

Intra-operative finding tumor mass at mid- rectum

does not extend beyond serosa and adhere to uterus and
bladder. No intra-abdominal lymphadenopathy. Liver : no

superficial mass detected.
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ulcer 1402 patent of anastomosis site (gﬂ‘ﬁ 4-5 gross Loy

microscopic pathology)

g‘lj‘ﬁ 4 UAAIBNHUSWENTNS gross pathological report :
Rectal ulcer 2X2 c¢m with marked acute and chronic
inflammation and granulation tissue formation. The ulcer and
inflammation extend downwardly to the inner muscular layer.

No tumor or organism is found.

o4 o - .
JUN 5 waRsdnEMEWOITNI gross pathological report :

Rectal ulcer 2X2 cm with marked acute and chronic
inflammation and granulation tissue formation. The ulcer and
inflammation extend downwardly to the inner muscular layer.

No tumor or organism is found.
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