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Abstract

A 58-year-old male with a history of hypertension
presented with alternating episodes of loose stools and
constipation over 3-4 months, accompanied by indigestion
and frequent rectal bleeding. Initial laboratory investigations
were unremarkable, but progressive obstructive symptoms
documented via Contrast-Enhanced CT (CECT) and
colonoscopy in May 2025 necessitated a shift to a liquid diet.
Earlier CECT in February 2025 revealed diffuse thickening
of the large bowel, rectum, mesorectum, and anal canal,
suggestive of an inflammatory process, confirmed by
colonoscopy biopsy. Despite aggressive medical therapy
and multiple admissions, symptoms persisted, and digital
rectal examination revealed narrowing within 5-7 cm of the
anal verge, consistent with a progressive rectal stricture.
Following multidisciplinary evaluation and concern over
the patient’s declining nutritional status, Abdominoperineal
Resection (APR) was performed. Intraoperative findings
included dense inflammatory adhesions involving the
prostate, seminal vesicles, and vas deferens, requiring
division of the iliococcygeal ligament. Histopathological
examination confirmed chronic proctitis. The patient
recovered uneventfully and was discharged on postoperative
day 15 with satisfactory oral intake, and regular follow-up
every three months was advised.

Introduction

Rectal strictures secondary to Inflammatory Bowel Disease
(IBD) are rare and typically respond to medical and endoscopic
management. Surgical resection is reserved for cases with re-
fractory symptoms, failed conservative treatment, or suspect-
ed malignancy. This report presents a complex case of chronic
proctitis evolving into a low-lying rectal stricture with obstruc-
tive symptoms and nutritional compromise that ultimately re-
quired definitive surgical management via Abdominoperineal
Resection.

Case presentation
Patient profile
e Age/Sex: 58-year-old male

e Medical history: Hypertension and prior hemorrhoidal dis-
ease.
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Clinical presentation

The patient reported a 3-to 4-month history of alternat-
ing loose stools, constipation, indigestion, and frequent rectal
bleeding. The initial laboratory test results were within the nor-
mal limits.

Initial diagnostic workup (February 2025)

e Contrast-enhanced computed tomography imaging - Dif-
fuse thickening of the large bowel, rectum, mesorectum,
and anal canal suggestive of inflammation.

e Endoscopy: Colonoscopy with biopsy confirmed an inflam-
matory aetiology consistent with IBD.

Subsequent clinical course (May 2025)

Despite medical management and repeated hospitalizations,
the symptoms persisted. A second CECT and colonoscopy re-
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vealed features of early bowel obstruction. The patient was
switched to a liquid diet under dietician guidance to mitigate
complications.

Stricture evolution

Digital rectal examination became increasingly limited, with
palpable assessment restricted to 4 cm from the anal verge, in-
dicating progressive stricture. Repeat imaging and biopsies con-
tinued to support an inflammatory origin, without malignancy.

Surgical management

Given the refractory nature of symptoms and the develop-
ment of a low-lying stricture, multidisciplinary consensus has
favoured surgical intervention. Serial dilatation was considered
but deemed unsuitable because of the patient’s nutritional
anaemia and obstructive signs.

Intraoperative findings

Dense adhesions were noted between the rectum and adja-
cent structures, including the prostate and the anterior rectal
wall. The iliococcygeal ligament was divided to facilitate mobi-
lization. However, a sphincter-preserving procedure is not fea-
sible, necessitating the use of APR.

Figure 1: Surgical specimen of sigmoid, rectum anal canal with
premium.

-

Figure 2: Histopathology findings as proctitis.

Resected specimen

Included the sigmoid colon, rectum, anal canal, perineal tis-
sue, and the skin. Histopathology confirmed chronic proctitis
with dense lymphoplasmacytic infiltrates, crypt distortion, and
focal neutrophilic activity. No dysplasia or malignancy was ob-
served in any patient.

Postoperative course

Recovery was uneventful. Minor postoperative complica-
tions were managed conservatively. The patient resumed oral

intake and was discharged on day 15. Follow-up every three
months was recommended.

Discussion

This case underscores the potential for chronic inflamma-
tory colitis to progress to a clinically significant rectal stricture
with obstructive symptoms. Despite appropriate medical treat-
ment, the disease has evolved, necessitating surgical interven-
tion. APR, typically reserved for malignancy, is essential in this
refractory inflammatory scenario. Dense adhesions and altered
anatomy preclude sphincter preservation. Early recognition and
timely surgical management are critical in such cases, especially
when the nutritional status deteriorates.

Conclusion

In patients with refractory proctitis and progressive rectal
strictures, APR may be warranted when conservative measures
fail. Comprehensive preoperative evaluation and multidisci-
plinary planning are vital. Regular postoperative monitoring
ensures optimal recovery and early detection of complications.
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