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Abstract
Fecalomas that need surgical management are uncommon. We report a rare
case of giant fecaloma in a 22 years old female, with a history of constipation
since childhood and an abdominal mass. Abdomen CT scan revealed a giant
fecaloma filling sigmoid lumen without signs of ischemia or either complications. Laparotomy and fecaloma extraction trough colotomy was undertaken
after failure of conservative measures and endoscopic removal attempt.
Hirschsprung disease having been ruled out, sigmoidectomy was performed
for idiopathic megacolon. Post operative course was uneventful with good
functional outcomes.
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1. Introduction
Fecaloma is an accumulation of hardened fecal concretions usually located in the
colon or rectum. It is a common problem among the elderly and neuropsychiatric patient which however can lead to serious complications such as obstruction
and perforation [1]. As they are related to transit constipation or difficulty in
rectal emptying, fecalomas can be managed with conservative measures including dietetic care, laxatives, digital or endoscopic extraction. Conservative management has been exceptionally unsuccessful in some cases of giant fecalomas
presenting as an abdominal mass [2]. We report a rare case of giant fecaloma
in a young female, requiring investigations and a two stage surgical management.
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2. Case Description
A 22 years old female was admitted for an abdominal mass of six months duration with severe constipation. Medical history consisted of transit disorders since
childhood and the need to frequently perform a rectal enema to have stools.
These disorders were well tolerated and therefore did not lead to medical intervention. Constipation worsened 6 months before admission with 1 liquid stool
per week and a sensation of incomplete emptying. There were no other pathological conditions, no psychiatric disorders, no current medication and no drug
addiction. Physical examination showed a good general condition, with a firm,
mobile abdominal mass in the hypo gastric area. There were no pathological
findings upon rectal examination. Ultrasonography showed heterogeneous
highly echotic mass suggestive of fecal impaction. Abdominal CT revealed a
giant fecaloma with sigmoid distension without signs of ischemia (Figure 1).
Conservative treatment consisting of dietetic care, mineral laxatives and enemas
was undertaken for 5 days without any improvement.
The fecaloma was not palpable on rectal examination so digital disimpaction
was not considered as part of the treatment. Endoscopic attempt to remove the
fecaloma was ineffective. Failure of conservative management and worsening of
initial symptoms led to a surgical option. Exploration via middle line laparotomy
revealed a distended sigmoid colon containing a fixed hard mass up to the recto
sigmoid junction (Figure 2). A sigmoid colotomy allowed to extract a giant 2.6
kg fecaloma. The surgical procedure ended by lateral colostomy with colonic and
rectal biopsies. Post operative period was uneventful with regular emission of
stools through the colostomy. Barium enema performed one month after surgery showed a megadolicho-sigmoid. Histological studies confirmed the presence of ganglion nerve cells in the submucosal and myenteric plexus in the rectal
specimen, ruling out Hirschsprung disease. The colonic specimen showed
hyperplasia of the muscularis mucosae and non specific inflammatory infiltration. Laboratories studies excluded diabetes, hypothyroidism and hypokalemia.
The patient was diagnosed with idiopathic mega-sigmoid and benefitted from
sigmoid resection with colorectal anastomosis. Post operative course was simple.
She had 3 bowel movements per week, of firm consistency, after 3 years followup.

3. Discussion
Fecaloma is a common manifestation of constipation, which, exceptionally,
presents as an abdominal mass related to a giant fecal impaction [2] [3]. In these
cases, it is a sign of severe and chronic bowel dysfunction. Plain abdominal radiography is usually suggestive of fecal impaction. Diagnosis can be established
with abdominal ultrasound, though this may be difficult with gaseous abdominal
distension [4]. Abdomen CT scan is the most effective diagnostic tool which can
also show compressive complications such as ischemia, obstructive uropathy [5],
419

B. Tchangai et al.

Figure 1. Injected abdomen CT revealing a giant fecaloma filling sigmoid lumen top to
recto-sigmoid junction.

Figure 2. Operative view showing dilatation of sigmoid colon containing a giant fecaloma.

deep vein thrombosis [6], and colonic dilatation [7].
The disease evolution, together with physical examination can provide clues
that avoid exhaustive etiological investigations. These include spinal cord disorders [6], history of anorectal surgery [8]. Giant fecaloma occurring in an otherwise healthy young adult is rare. Regarding lifelong symptoms of constipation,
especially in children and young adults, Hirschprung’s disease should be systematically investigated. In this report, disease history, colonic dilatation and absence of histological abnormality, were in favor of idiopathic megacolon. Although not congenital, the disease may present as chronic constipation evolving
from childhood [2] [3].
Conservative treatment of giant fecal impaction can be effective [6], however
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colon perforation has been described as a consequence of delayed surgical
treatment [5]. Poor outcomes of subsequent stercoral peritonitis should be considered in the treatment indications. At the moment of surgery, bowel resection
is almost systematic [3] [5] [7] [8]. The extent of resection depends on the etiology and the presence of complications. When associated with idiopathic sigmoid
megacolon, giant fecalomas could be treated by sigmoidectomy with primary
colorectal anastomosis [2] [3] or Hartman procedure considering the risk of
anastomotic leakage. Giant fecaloma extraction through colon incision as we did
has not been described in the literature to our knowledge. In this indication due
care must be taken in colon vitality evaluation and surgical field protection. The
extent of intestinal resection could then be decided in an elective procedure in
order to achieve optimal functional outcome.

4. Conclusion
Giant fecaloma should be considered in the diagnosis of any abdominal mass
with long term constipation. Even though first line treatment is conservative,
surgery should be considered before the onset of complications.
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