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INTRODUCTION
In the United States, approximately 46,000 cases of rectal adeno-

carcinoma are diagnosed each year.1 The most common presenting 
symptoms include rectal bleeding, the sensation of a rectal mass, iron 
deficiency anemia, and abdominal pain.2 A change in bowel habits 
also is frequently reported, though this typically refers to changes in 
frequency or stool consistency rather than incontinence.2 

Approximately 27% of patients with colorectal cancer present 
with large bowel obstruction.3 For patients who present prior to 
obstruction, clinicians must weigh the risks of disease progression or 
radiotherapy-associated edema leading to obstruction, which could 
interrupt neoadjuvant therapy, against the risks of prophylactic stoma 
creation (ileostomy or colostomy) before beginning treatment.3,4 
According to Mesri et al.,3 protocols for non-emergent stoma cre-
ation, particularly in cases of potentially obstructing rectal cancer 
during neoadjuvant chemoradiation therapy (CRT), or when other 
quality-of-life complications exist, are poorly defined.3 As a result, 
patients may face difficult decisions about undergoing a preventive 
surgery that could ultimately prove unnecessary.5 

To contribute to the growing body of case-based evidence on 
factors influencing this decision, we present the case of a patient with 
stage IIIC rectal adenocarcinoma who experienced significant fecal 
incontinence symptoms at presentation.

CASE REPORT
A man in his 70s was referred to general surgery as part of a multi-

disciplinary plan to determine the best course of treatment for recently 
diagnosed stage IIIC rectal cancer. He had presented to the emergency 
department three weeks earlier with a chief complaint of unexplained 
weight loss (60 pounds over four months; body mass index 22.2 kg/
m2). During review of systems, he also reported weakness, night sweats, 
intermittent hematochezia, hair loss, dizziness, and cold intolerance. 
His medical history included hypertension and type 2 diabetes melli-
tus, managed with insulin glargine. His only prior abdominal surgery 
was resection of a left lower quadrant liposarcoma five years ago, which 
did not involve adjacent structures.

On rectal examination, low sphincter tone and a palpable intralu-
minal mass were noted in the distal rectum. Computed tomography 
(CT) imaging of the abdomen and pelvis revealed an irregular cystic/
solid lesion in the mesorectal space, likely arising from the rectum 
(Figure 1). Colonoscopy identified a large, partially obstructing distal 
mass occupying approximately 90% of the lumen, extending from the 
rectum to the sigmoid colon. Biopsies confirmed well to moderately 

differentiated adenocarcinoma with no evidence of mismatch repair 
deficiency.

Staging chest CT showed no evidence of distant metastases. Pelvic 
magnetic resonance imaging (MRI) demonstrated a 61.5 mm lobulat-
ed, heterogeneously enhancing mass located 1 cm from the anal verge 
(Figure 2). The tumor was staged as T4b, N2a, cM0. Pretreatment se-
rum carcinoembryonic antigen (CEA) was 235.22 ng/mL, indicating a 
poor prognosis but serving as a valuable baseline for assessing future 
treatment response and recurrence.6

During his oncology consultation, the patient reported worsen-
ing fecal incontinence since his weight loss began, requiring the use 
of disposable undergarments. He had not previously disclosed these 
symptoms, stating he was never directly asked and felt uncomfortable 
volunteering the information. The Wexner fecal incontinence score, a 
validated tool evaluating the severity and impact of incontinence on 
quality of life, was administered and returned a score of 20/20, consis-
tent with complete incontinence.7,8

Given the patient's severe incontinence, there was concern for wors-
ening dermatitis or infection during chemoradiation therapy (CRT),9 

as well as the risk of acute bowel obstruction from tumor-related ede-
ma. These factors made the risks associated with prophylactic stoma 
creation prior to CRT acceptable. After discussing the options, includ-
ing proceeding directly to CRT or undergoing surgery first, the patient 
opted for surgery.

A defunctioning stoma procedure was planned; however, during 
surgical mobilization of the sigmoid colon, scarring and mesenteric 
shortening from the prior liposarcoma resection were identified. Due 
to devascularization of the colon, a Hartmann’s procedure was per-
formed: the devascularized segment was resected, the rectum was sta-
pled closed ( just proximal to the tumor), and a colostomy was created 
from the remaining colon. The patient recovered without significant 
complications.

Post-operatively, he began long-course chemoradiation with 
capecitabine, followed by 16 weeks of FOLFOX chemotherapy per 
National Comprehensive Cancer Network (NCCN) guidelines.6 Re-
staging with serum CEA, MRI and CT were planned 20 weeks after 
the start of CRT. Based on tumor response, additional CRT, surgical 
resection, or a watch-and-wait strategy will be considered.

The patient acknowledged challenges adjusting to the colostomy, 
including dietary changes, supply access, and social anxiety, but re-
ported that it provided improved hygiene, comfort, and control com-
pared to his prior incontinence. If total tumor regression is achieved 
or sufficient sphincter function remains after resection, reversal of the 
colostomy will be considered through shared decision-making and 
clinical judgment.
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Figure 1. Abdomen/pelvis CT showing the rectal mass measuring 44.2 x 59.1 
mm.

Figure 2. Abdomen/pelvis MRI showing the rectal mass with a height of 61.5 
mm.

DISCUSSION
Ultra-low rectal cancer is associated with a risk of bowel obstruc-

tion requiring emergency surgery at presentation,3 as well as 
significant changes in bowel function.10 In non-emergent cases, the 
NCCN guidelines recommend CRT for stage T3 or T4 rectal cancers, 
followed by restaging to determine candidacy for surgical resection 
with anastomosis or colostomy if needed.6

The role of defunctioning stomas prior to neoadjuvant therapy 
remains controversial, as reliable prognostic indicators for bowel 
obstruction during CRT are not well established.3 Quality-of-life 
considerations, such as severe fecal incontinence, may influence the 
decision to pursue pre-treatment stoma creation as part of the treat-
ment plan.

It is important to counsel patients on the possibility that a tempo-
rary stoma may become permanent. In one study of 134 patients, 17% 
ultimately did not undergo reversal.11 Because many patients may be 
reluctant to disclose sensitive symptoms such as incontinence, direct 
and empathetic conversations are essential to ensure comprehensive 
symptom management during treatment.

More research is needed to define optimal timing and selection 
criteria for defunctioning stoma creation in rectal cancer. At present, 
decisions should be made collaboratively by the patient and a mul-
tidisciplinary care team, with individualized consideration of both 
clinical and quality-of-life factors.
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