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CASE REPORT

Case report
An 85-year-old female with chronic constipation presented 
to the emergency department with prolapsed loops of bowel 
through the anus. She reported having taken laxatives in 
the evening prior to presentation. The patient noticed the 
prolapse after an episode of strained defecation, soon after 
which she developed severe abdominal pain. She had no 
prior history of recurrent rectal prolapse. 

Six hours after symptom onset, she presented to the 
surgical department with a prolapsed gangrenous small 
bowel through the anus (Figure 1). She was pale with a 
pulse rate of 92 beats per minute, blood pressure of 231/ 
118 mmHg and a respiratory rate of 20 breaths per minute. 
The patient was resuscitated, and the bowel covered in warm 
saline-soaked gauze.

An emergency exploratory laparotomy was carried out 
by a lower midline incision under general anaesthesia. A 
125 cm section of gangrenous small bowel was herniating 
through a 5 cm anterior rectal wall defect (Figure 2) at the 
level of the mid-rectum, which was prolapsed. A redundant 
sigmoid colon was noted with multiple diverticula that were 
full of hard faeces. The unhealthy small bowel was resected 
in the perineum. The mesentery was then reduced. After hot 
moist packaging and oxygenation, the prolapsed rectum, 
which was dusky and oedematous, became pink. The rectum 
was subsequently reduced and having closed the hole in the 
anterior wall was fixed to the sacral promontory and lateral 
abdominal wall. A sigmoid loop colostomy was performed 
because the colon was full of faeces and the small bowel was 
taken out as a double-barrel ileostomy. An anastomosis was 
opted against as the patient required intraoperative inotropic 
support. 

The patient was sent to the intensive care unit for supportive 
care and subsequently discharged to the general ward on day 
two post-operation. The stoma was functional and oral feeds 
were started. She tolerated the ileostomy drainage well and 

was discharged home on day 8 post-operation. She was seen 
in the surgical outpatient clinic at six and eleven weeks post-
operation and ileostomy reversal was discussed. However, 
at both visits, she refused any further intervention. 

Discussion
Trans-anal evisceration of the small bowel is a rare surgical 
condition. Since its first description in 1827 by Brodie,1 very 
few cases have been reported. Most of these cases have been 
noted to occur in the presence of a spontaneous rupture of the 
rectum for which risk factors include chronic constipation, 
colonic or rectal malignancy and diverticular disease.2 An 
accompanying rectal prolapse is a common finding.3 The 
condition is precipitated by manoeuvres that increase intra-
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Figure 1: Gangrenous small bowel prolapsed through the 
anus 
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abdominal pressure such as coughing, vomiting, or straining 
while defecating.4 The reported case was an elderly lady 
with chronic constipation and the repeated straining resulted 
in rectal prolapse which was complicated by perforation and 
evisceration.

The primary mechanism thought to underlie this is a 
sliding hernia in which the Pouch of Douglas, with its 
visceral contents, acts as a hernial sac. With the invagination 
of the sac into the anterior wall of the rectum, there is 
subsequent ischaemia and weakening of the wall, increasing 
the likelihood of a rectal perforation. The perforation then 
allows the visceral contents, in this case the small bowel, to 
herniate and eviscerate through the anus.5

Reduction of the eviscerated small bowel through the 
anus without laparotomy is associated with high failure 
rate and increased mortality.6 The surgical treatment in 
such conditions involves resection of the gangrenous 
bowel, repair of the rectal perforation, rectopexy to reduce 
recurrence and a proximal stoma. In most reported cases and 
reviews,2,3,6 the gangrenous small bowel was reduced and 
resected depending on the viability. Primary anastomosis 
was done and accompanied by rectal tear repair and 
proximal colostomy. In some cases, a Hartmann’s procedure 
was performed with acceptable success rates. The most 
similar management to that used in our case was reported 
in a 4-month-old child who had a resected gangrenous small 
bowel with exteriorisation of the two ends of the small 
bowel. 7 Our case had double barrel ileostomy as her age and 
intraoperative instability were considered too unfavourable 
for a primary small bowel anastomosis. Her survival attests 
to the safety of this approach as did her decision to cope with 
her stomas rather than to have continuity restored.
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Figure 2: Intraoperative pictures. Left: prolapsed rectum (white arrow); rectal defect (yellow arrow) through which small 
bowel (black arrow) is prolapsed. Right: image after perineal bowel resection and reduction of the rectum into the abdomen 
showing anterior rectal wall defect.
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