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Clinico-patholo gical Conference

A man with diarrhoea, weight loss and a rectal mass

ALL INDIA INSTITUTE OF MEDICAL SCIENCES
NEW DELHI

THECASE
This 50-year-old male patient presented with a one year
history of altered bowel habit and weight loss. Earlier he
had increasing frequency of stools and at the time of
admission they occurred 20 to 25 times a day. The stools
were small in amount, pasty in consistency, contained a
large amount of mucus and were occasionally blood stained.
He also had occasional faecal incontinence, perianal pain
and tenesmus. His appetite was preserved and he had no
abdominal pain, distension or obstipation. Three weeks
prior to admission there had been low grade fever. He had
been treated elsewhere for irritable bowel syndrome
and malabsorption and had received many courses of
amoebicides.

In 1981 he had massive lower gastrointestinal (GI)
bleeding and was admitted for the first time to the All
India Institute of Medical Sciences (AIIMS). At that time
laparotomy revealed bleeding from multiple ulcers in a
segment of the ileum. The involved ileum was resected
and an end-to-end anastomosis done. The ulcers were
reported to be 'non-specific' on histological examination.

General physical examination this time was normal
except for a mild pallor. Abdominal examination revealed
an ill-defined, mildly tender, indentable lump in the left
iliac fossa. The liver was not felt and there was no ascites.
On rectal examination there was a hard.modular, friable,
annular growth 5 cm from the anal verge. The rectal
lumen was markedly narrowed and the upper margin of
the growth could not be reached.

Investigations revealed a haemoglobin of 11.1 g% , and
a total leucocyte count of 5000/cmm with 70% neutrophils,
22% lymphocytes and 1% eosinophils. The urine con-
tained traces of albumin, no sugar and on microscopic
examination there were 5-10 white blood cells and 4-8 red
blood cells per high power field along with mucin threads.
Urine culture was sterile. The blood urea was 15 mg/dl,
fasting blood sugar 94 mg/dl, serum sodium 134 and
potassium 3.2 mEq/L. The serum bilirubin was 0.4 g/dl,
SGOT 55 IU, SGPT 69 IU and serum alkaline phosphatase
92 IU (N<117). The chest X-ray was normal and a barium
enema done outside was reported to show carcinoma of
the rectum.

Cystoscopy revealed bullous oedema of the base of the
bladder. The ureteric orifices could not be identified
because of the oedematous trigone. The rest of the bladder
and the urethra, verumontanum and prostate were normal.
No growth was seen and multiple biopsies were taken. The

patient then underwent an operation and was discharged
a week later.

CLINICAL DIAGNOSIS

Carcinoma of the rectum, infiltrating the urinary bladder.

DIFFERENTIAL DIAGNOSIS
DR S. K. NAIR:This patient had a lower GI bleed and
multiple ileal lesions in 1981, and this time was reported
to be having 20 to 25 stools a day containing large amounts
of mucus. He also had weight loss, low grade fever, perianal
pain and tenesmus. There were no features of intestinal
obstruction and the rectal bleeding had been mild.

The first question one has to consider is whether we are
dealing with a single illness which manifested in 1981, was
quiescent for 9 years, and then came back, or did he have
two different diseases. The key to diagnosis is this long
narrow segment on barium enema, involving the sigmoid
colon and rectum (Fig. 1).

The plain X-ray shows a lot of gas in the descending
colon up to the left iliac fossa; so there may be some luminal
obstruction or narrowing beyond that point. The sigmoid
colon is narrowed, shortened, and does not open up the
way a normal sigmoid does. There is also a little blob of
barium which may be extra-intestinal (Fig. 2). There is
asymmetrical narrowing in the ascending colon, and there
may be a fistulous communication with the sigmoid colon.
This seems to have an irregular outline, giving the impres-
sion of ragged ulcers in the wall which may have burrowed
extraluminally. The post-evacuation film (Fig. 3) also
shows a dilated loop of ileum in which the wall is ulcerated,
has irregular margins, and also a suggestion of extravasation
of dye. All evidence points to the presence of a diffuse
perirectal and pelvic disease. The bladder lesion is most
likely to be secondary to inflammation in the pelvis. The
question now is whether the lesion was inflammatory or
neoplastic?

Could it be a carcinoma of the sigmoid or rectosigmoid
junction? The lesion is very extensive. It extends from
within 5 em of the anal verge and involves the rectum and
the entire sigmoid colon. In such a large carcinoma, one
should have been able to palpate a hard mass in the left
iliac fossa and rectal bleeding should have been more
prominent. The frequency of stools was also unusual for
carcinoma though the tenesmus with mucus and blood
staining was consistent with the diagnosis. There was an
annular, nodular stricture 5 em from the anal verge. The
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FIG 1. Barium enema showing a long
narrow segment in the sigmoid colon

FIG 2. Barium enema showing
narrowing of the sigmoid colon with
extraintestinal leak of barium

FIG 3. Post-evacuation film showing
dilated ileal loops

patient was able to leave the hospital within one week of
surgery. If this was a carcinoma the procedure should
have been a proximal colostomy, prior to taking a second
look after a few weeks. Lastly, let us not forget that he had
a disease in 1981 and if there is any connection between
the two illnesses, we will have to think of something other
than carcinoma, because we know that he had ileal stric-
tures and bleeding from ileal ulcers, which is not consistent
with a malignancy.

Other malignant lesions of the colon should also be con-
sidered. Is this a lymphoma affecting the colon and
rectum? Lymphoma of the large gut is rare compared with
lymphoma of the small gut. In a series of about 1500cases
of colorectal cancer Goligher! recorded only 2 cases of
lymphoma and both were in the rectum. In another series
from the Memorial Sloane-Kettering Hospital- consisting
of 4234 cases of adult non-Hodgkin's lymphoma of the
gastrointestinal tract only 104 (2.5%) were present in the
colorectal region. Of these, only 13 were in the large
bowel, of which 7 were in the rectosigmoid region. So
lymphoma, though not totally excluded, is unlikely.
Features of lymphoma are clinically similar to those of
adenocarcinoma in the rectum, except that lymphomas
tend to be more nodular, present as more bulky tumours,
and have a greater tendency to very severe rectal bleed-
ing, often needing blood transfusion.

Is this a granulomatous condition? The evidence in
favour of an amoebic granuloma is very slender, yet no
case discussion in our country is complete without con-
sidering this very common entity, The points against it are
the long history of one year, the ileal involvement, and the
lack of response to anti-amoebic drugs. Therefore, I
would not entertain a diagnosis of amoebiasis.

The next group of conditions that one has to consider
are inflammatory bowel diseases. In this one can group
together several conditions, such as Crohn's disease,
tuberculosis, ulcerative colitis and fungal granulomas.
Could this be ischaemic colitis? Ischaemic colitis tends to
occur in a patient who is in his late sixties and has had
hypertension for many years. The left side of the colon is
commonly involved. The other salient feature is profuse
rectal bleeding, invariably requiring transfusion, with

severe diarrhoea. This recovers to leave behind scarring
of a variable extent, and a barium enema shows thumb
printing of the colonic margin. There is no such evidence
in our patient.

Fungal granulomas are very hard to diagnose. They
produce large bulky masses in the pelvis, and although the
symptoms may be similar to those of our patient the rarity
of this condition makes a preoperative clinical diagnosis
impossible unless rectal scrapings have demonstrated a
fungus.

Chronic ulcerative colitis is another possibility. How-
ever, ulcerative colitis affecting the rectosigmoid and
leaving the descending colon completely free is unusual.
The absence of pseudopolyps and the presence of an
annular stricture in the rectum are against a diagnosis of
ulcerative colitis. Bloody diarrhoea should then have
been a much more prominent symptom.

We are now left with two diagnoses, i.e. tuberculosis of
the rectosigmoid region and Crohn's disease. The classical
feature in Crohn's disease of the colon is the occurrence
of skip lesions but our patient has only one continuous
segment of bowel involved which includes the sigmoid
colon and the rectum-unless we consider the colorectal
nodules and the previous ileal ulcer to be skip lesions.
There is asymmetrical involvement of the bowel wall and
mesenteric and antimesenteric borders may be involved
unequally. The resulting fibrosis shows outpouchings on
either side which the barium enema in our patient also
shows. The inflammation in Crohn's disease, unlike that
in ulcerative colitis, is transluminal, and can even extend
outside the wall, to produce internal and perianal fistulae,
pelvic cellulitis, and tenesmus. Many of these features are
also present. .

What about tuberculosis? Of late, there has been much
interest in tuberculosis of the colon and rectum, although
it is much rarer than tuberculosis of the small gut. Till
1980, the number of reported cases worldwide of tuber.
culosis of the left side of the colon and rectum was about
100. In the last ten years another 20 cases have been
added.v' The disease has some classical features. It
affects short segments of bowel, usually 5 to 7 em in
length, but may involve segments as long as 10 em. As
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FIG 4. Photomicrograph of the
involved segment showing a mucosal
cleft (H&E, x 120)

in Crohn's disease, skip lesions may be present.> Four
types of lesions are described; ulcerative" annular,
polypoidal and verrucous; which may be mistaken for
carcinoma of the anal canal. The history of disease in 1981
and the present recurrence may also be explained by
tuberculosis.

One more condition which might be considered is
colorectal involvement by lymphogranuloma venereum
(LGV). The extent and type of colorectal, pelvic and
bladder involvement in this patient is that seen in LGV
infection. However, there is no history to suggest such a
diagnosis, and there is also no history of his having
developed inguinal swellings a few years previously,
which is the hallmark of such an infection.

DR S. K. NAIR'S DIAGNOSIS

-Crohn's disease
- Tuberculosis of the rectum and sigmoid colon
-Ulcerative colitis
-Lymphogranuloma venereum

CLINICAL DISCUSSION
DR ARVINDKUMAR:This patient was referred to us

from the Gastroenterology department and, because he
had a history of altered bowel habit, weight loss, and
a growth in the sigmoid region, we felt he had a rectal
carcinoma. The X-rays done outside were also reported
to show malignancy and this diagnosis was confirmed by
our Radiology department in our combined meetings.
The possibility of inflammatory bowel disease was never
considered at that time.

After bowel preparation, the patient was taken for
operation. On opening the abomen we found a normal

. liver and no ascites or lymphadenopathy. There were
extensive adhesions in the pelvis, and a big abscess near
the rectum, with a lot of foul smelling pus. In the middle
of the rectum we thought we felt a growth and we assumed
that a small perforation must have occurred leading to the
abscess. We carefully shaved the lesion off the bladder
and did an abdomino-perineal resection. He did well after
the operation and was discharged on the seventh post-
operative day.
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FIG 6. Two medium-sized arteries in
the surrounding fat, one showing
marked vasculitis (H&E, x240)

DR S. K. NAIR:What was the operative diagnosis?
DR ARVINDKUMAR:Carcinoma of the rectum.

PATHOLOGICAL DISCUSSION
DR S. K. PANDA:In 1981, three pieces of small intestine
were received. Grossly these showed ulceration, oedema,
and haemorrhagic areas. Microscopically, the mucosa was
ulcerated, there was severe oedema and haemorrhage in
the submucosa, and the inflammation was trarcmural,
with considerable serositis. Some blood vessels showed
thrombi. This picture had earlier been interpreted to be
'non-specific' enteritis, and we, even now in retrospect,
agree with this diagnosis.

The recent colonoscopic biopsy showed inflammatory
colitis only, with mucosal ulceration and submucosal
inflammation and oedema (Fig. 4).

The resected specimen of colon showed extensive
ulceration. About 10 em from the anal verge there was an
ulcerated and constrictive lesion which seemed to be infil-
trating the wall. The mucosa was fissured in those areas
where it could still be seen and appeared to be related to
inflamed serosal blood vessels. There was also extensive
inflammation in the serosa and in the mesentery. In many
places the inflammation was forming lymphoid tissue
and there were some focal granulomas in the submucosa
(Fig. 5). At one site, giant cells could be recognized. The
serosal blood vessels showed extensive vasculitis (Fig. 6)
with necrosis in the wall and fibrin thrombus formation in
the lumen. Endothelial proliferation was seen in some
areas.

So, in brief, we have a segmental lesion with transmural
inflammation and vasculitis associated with fissured
mucosal discontinuity. Few granulomas were recognized
and these features are consistent with Crohn's disease.

Crohn's disease is rare in our country. It has been
defined as 'a chronic inflammatory process associated
with cutaneous, mesenteric, systemic and ocular vasculitis
with spontaneous thrombosis at unusual sites particularly
in young patients'. The salient gross anatomical features
are a discontinuity or ulceration of the mucosa, a pre-
dilection for the terminal ileum, chronic anal lesions and
the occurrence of fistulae between the inflamed gut and
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other hollow viscera or the skin.
Microscopically there are epithelioid granulomas in 60%

to 70% of patients, transmural inflammation, fissuring,
ulceration, enlarged lymphoid follicles and a normal
epithelial mucus content.

The pathognomonic features are epithelioid granulomas
with one of the above features or any three of these fea-
tures in the absence of inflammation.

The aetiology of Crohn's disease is unknown, though
suggested aetiological factors range from chlamydia, and
virus infection to autoimmune disease.s Recent attention
has focused on two pathogenetic mechanisms: lympho-
histiocytic vasculitis and L mycobacterial infection.

PATHOLOGICAL DIAGNOSIS

-Crohn's disease involving the sigmoid colon and rectum

CONCLUDING DISCUSSION
DR S. K. NAIR:Before I close I would like to ask two

questions. Had a radiologist here reviewed the barium
enema films which had been done outside and if so what
was his or her diagnosis? What was the diagnosis of the
clinical unit treating the patient before the operation?

DR S. MUKHERJI:A barium enema had been done out-
side and I examined the films carefully for some time. The
entire rectum and the sigmoid colon were affected.
There was an increase in the retro-rectal space, the rectum
did not dilate and there were ulcers along the diseased
segment. My diagnosis was an inflammatory bowel disease
rather than a malignancy mainly because such a length of
bowel involvement is unusual in a primary malignancy
and this type of ulceration is not a feature. Next comes the
question of the filling defect seen in the rectal lumen.
Filling defects of various kinds occur in inflammatory
bowel disease-polyps and pseudopolyps are well known in
ulcerative colitis and in Crohn's disease or granulomatous
colitis. Polyps may be present in clusters or masses and are
then known as giant polyps or giant pseudopolyps. A
giant pseudopolyp may completely obliterate the lumen
of the gut.

DR S. K. ACHARYA:I was the treating physician. In
1981, this patient was admitted with massive lower GI
bleeding which required the transfusion of 6 units of
blood. An ileal resection was then performed. The
symptoms now were predominantly mucus diarrhoea with
a 10 kg weight loss over the past year. Intermittent rectal
bleeding was also present. A sigmoidoscopy revealed an
annular, nodular, ulcerated lesion near the rectosigmoid
junction, beyond which the instrument could not be passed.
A biopsy was taken and the patient referred for opera-
tion. We thought that this was a carcinoma of the rectum
and not Crohn's disease or ulcerative colitis.

DR B. N. TANDON:I would like to know whether the
1981 illness was considered to have continued till now, or
whether these were two different diseases.

DR S. K. ACHARYA:Two different diseases. For the 9
years between the two illnesses, he was symptom-free. It
was only during the last year that he had fever, diarrhoea
and weight loss. We therefore thought that the new
symptoms were caused by a different illness.
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DR S. K. PANDA:Apparently the resection was done
before the biopsy report was reviewed.

DR ARVINDKUMAR:The initial sigmoidoscopic biopsy
was reported to be negative for carcinoma. A repeat biopsy
was done but since the clinical suspicion of malignancy
was very high we decided to go ahead with the operation.

DR S. K. NAIR:At the end I would like to make three
points.

1 The X-rays showed spill of barium outside the lumen of
the bowel which was borne out by the operative findings
of a large abscess in communication with the bowel.
Since this suggests transmural involvement, a diagnosis
of Crohn's disease is further strengthened because it is
such an important feature in this condition.

2 The diseases in 1981 and in 1990were the same.
3 Although it is easy to be wise after the event, I feel the

patient should have been managed with a proximal
colostomy, drainage of the abscess, and reoperated on
two weeks later. He might then have been left with a
continent anal canal.

DR ARVINDKUMAR:Based on the operative findings of
a long segment stricture with a possibility of malignancy,
would you have left the patient with a proximal colostomy?

DR S. K. NAIR:The mortality of resection in a malignant
neoplasm with an overt or covert perforation is high and
in this case with a large abscess and dense adhesions might
have been very high. Therefore, a lesser procedure would
have been better. After all we often do staged procedures
when there is sepsis.

DR ARVINDKUMAR:We actually did consider this alter-
native and we also thought we might drain the abscess,
take a biopsy and reoperate later. But then we opted for
the definitive procedure because a second operation
would have been extremely difficult.
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