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Abstract 
Stercoral perforation of the colon (SPC) is defined as a perforation of the 
bowel that occurs when accumulated fecal material creates an increased pres-
sure on the parietal wall, leading to decreased vascular perfusion leading to 
necrosis, ulceration and subsequent perforation. It is a rare entity often diag-
nosed during surgery. Frequent sites include the sigmoid colon, the recto sig-
moid junction, the splenic flexure, and the ileocecal region, and. If not man-
aged promptly, this condition can lead to high morbidity and mortality rates. 
We are presenting the case of a 50 years old African female with generalized 
fecal peritonitis of 08 days managed by laparotomy in our setting. The diag-
nosis of spontaneous perforation was made during surgery. 
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1. Introduction 

Colonic perforations are a common complication of colorectal carcinoma (3% - 
10%), diverticulitis (22.5%), orally ingested foreign bodies, and collagenous colitis 
[1]. Spontaneous perforation of the colon (SPC) is defined as the sudden rupture 
of a healthy colon in the absence of trauma or underlying disease [2] [3]. SPC was 
first described in a woman with spontaneous rupture of the rectum in 1894 [4]. 

SPC are classified as stercoral or idiopathic. Stercoral perforation of the large 
bowel is a rare event (with less than 100 cases reported in the literature) and is 
associated with chronic constipation. Idiopathic perforation is even more rarely 
reported is sporadic, and occurs at any age. It is a sudden perforation of the nor-
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mal colon without underlying colonic pathology [3] [5]-[7]. Although more com-
mon among the elderly and neonates, SPC can occur at any age [8]. It typically 
presents with peritonitis and requires prompt surgical management. It should be 
considered in the differential diagnosis of acute generalized peritonitis, especially 
when free air is found under the diaphragm [9]. 

2. Case Description 

A 50-year-old woman was admitted to the emergency department of Yaoundé 
Central Hospital with symptoms including diffuse abdominal pain and repeated 
vomiting, as well as a gradual cessation of bowel movements and gas, which had 
been developing for eight days prior to her admission. She was referred to us from 
a health center where she had stayed for three days and received fluid and electro-
lyte replacement therapy, analgesics, and metronidazole without improvement. 
The worsening general state prompted her transfer to the surgical emergency unit 
of the Yaoundé central hospital for further management. 

On admission, past history revealed chronic constipation. She presented with 
an acute ill looking general state, was cold to touch with profuse diaphoresis and 
vital parameters showed a blood pressure of 110/60 mmHg, pulse of 117 beats per 
minute, respiratory rate of 24 cycles per minute, Oxygen saturation of 93% in air, 
and a temperature of 36.3 degrees. She had generalized cramping abdominal 
pains, sensitive to superficial palpation with generalized guarding, rebound ten-
derness, percussion note was dull and bowel sounds were absent on auscultation. 
On digital rectal examination, she had normal sphincter tone, an empty rectum 
with a bulging tender Douglas pouch.  

A clinical diagnosis of an acute abdomen was withheld. Abdominal ultrasound 
requested showed free complex peritoneal fluid of moderate abundance, diffuse 
thickening of the omentum, parietal and visceral peritoneum, dilatation of the 
small bowel with no signs of peristalsis. Plain X-ray showed air fluid levels on the 
small bowel, presence of fecal material in the caecum, gas under the diaphragm. 
CT-scan requested was not realized due to the financial burden. 

Laboratory examinations showed that white blood cell count was 6000 cells/mm3, 
hemoglobin of 10.6 g/dl (normocytic normochromic), CRP 66 mg/l, Urea/creati-
nine were respectively 0.25 g/l and 10.3 mg/l.  

Informed consent was obtained after 12 hours of admission since the patient 
and her family were reluctant to undergo the procedure. She was then prepared 
for an urgent laparotomy, which was made 4 hours later. Operative findings were 
approximately two litters of free fluid and feces showing fecal peritonitis (Figure 
1), multiple false fibrinous membranes over the entire abdominal cavity. The sig-
moid colon had a hypertrophic muscular wall with a 4 × 3 cm perforation on the 
antimesentric tenia proximal to the recto sigmoid junction, with necrotic borders 
(Figure 2). Multiple fecaloma were identified in the transverse, descending, and 
sigmoid colons. The stomach, duodenum, small bowel, and appendix were exam-
ined, but no perforations were found. The whole length of the colon was explored 
during the surgery and no macroscopic tumors or diverticula were observed. 
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These intraoperative findings were all Maurer et al. diagnosis criterias for stercoral 
perforation. The peritoneum was washed abundantly, an appendectomy and a sig-
moidectomy were done with a Hartmann procedure (Figure 3). Laminar drains 
were placed in all abdominal spaces. The patient was placed on Piperacillin-Tazo-
bactam 4.5 g/8 hourly, metronidazole 500 mg 8 hourly, analgesics, anticoagulant 
therapy, proton pump inhibitors, and 3500 mls of fluids 24 hourly. She was trans-
fused two pints of packed red blood cells, one before, and one after surgery. 
 

 

Figure 1. Blue arrow sigmoid colon perforation, yellow arrow showing fecal matter in the 
Douglas pouch, green arrow showing a left ovarian cyst. 
 

 

Figure 2. Blue arrow showing sigmoid colon perforation of 4 × 3 cm on the tenia coli with 
necrotic edges. 
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Figure 3. Sigmoidectomy excluding the perforation. 
 

The post-operative period was marked by persistent tachycardia, hypotension, 
and respiratory distress non-responsive to measures of reanimation. She was pro-
nounced clinically dead 48 hours after surgery from multiple organ failure com-
plicating a septic shock. Two weeks after the death of the patient, the result of the 
histological examination was released and showed submucosal and mucosal 
edema, parietal ischemia and necrosis at the edges of the perforation. There were 
no signs of malignancy on the specimen. These findings confirmed the diagnosis 
of stercoral perforation 

3. Discussion 

Stercoral perforation of colon is the second type of spontaneous perforation of 
colon. Spontaneous perforation of the colon (SPC) refers to a sudden perforation 
of the normal colon in the absence of tumors, diverticulosis, or external injury [3] 
[10]. The first case was reported in a woman with spontaneous rupture of the rec-
tum in 1872 [7]. SPCs have further been divided it into Idiopathic and Stercoral 
perforation based on the etiological and pathological factors behind their occur-
rence [11].  

Stercoral perforation is common in patients with a history of chronic constipa-
tion and occurs more frequently on the antimesenteric border of the recto sig-
moid, an area prone to ischemia because of anatomical vascularization. They are 
those with rounded shape perforation with more than 1 cm in diameter; the colon 
usually full of stool contaminates the abdominal cavity through the perforation. 
Microscopic examination shows evidence of ischemia and necrosis of colonic mu-
cosa leading to feculent ulcer and acute inflammatory reaction surrounding the 
perforation site. All external injuries or other diseases such as obstruction, tumors, 
and diverticulosis must be excluded [3] [6]. Our patient had a history of chronic 
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constipation associated with a rounded shape perforation with a diameter of 4cm 
on the antimesenteric border of proximal rectosigmoid, presence of stools in the 
peritoneum and in the colon. The histologic examination of the perforation re-
vealed necrosis on the edges of the perforation with edema of mucosa and sub-
mucosa, signs of parietal ischemia around the perforation. All these findings met 
the diagnosis criteria of Maurer and al and were consistent with the literature.  

The idiopathic SPC occurs due to asymmetrical distribution of intraluminal 
pressure at the pelvirectal angle in the absence of obvious impacted fecal matter. 
Idiopathic SPC has a linear perforation and the feculent ulcer cannot be seen at 
microscopic examination. Other characteristics are a clear mucosal edge that does 
not extend to the serosa, and a regular broken end of the muscular layer [11].  

Although more common among the elderly and neonates, stercoral perforation 
of colon can occur at any age. It accounts for 1% of all emergency colonic surgeries 
and 3% of all colonic perforations [8] [12]. The most common sites of perforation 
are the sigmoid colon (54.1%), the recto-sigmoid junction (21.5%), followed by 
the descending colon (13.6%), transverse colon (9.6%), cecum (3.9%) and ascend-
ing colon (1.3%) [3] [5] [10]-[13]. 

It typically presents with peritonitis and requires prompt surgical management. 
It should be considered in the differential diagnosis of acute generalized peritonitis, 
especially when free air is found under the diaphragm [9]. Only 10% of spontaneous 
colon perforations are diagnosed prior to surgery [14]. Our patient presented with 
clinical signs of an acute generalized peritonitis with a systemic inflammatory re-
sponse syndrome evolving over 8 days. Ultrasound was consistent with radiologic 
signs of peritonitis and x-ray results showed important dilatation of the ascending 
colon with stasis in the transverse colon, descending colon, and rectum. 

Surgical treatment is standardized and post-operative survival is over 60%. 
However, the morbidity and mortality rates depend on peritoneal contamination 
[5]. Early surgical eradication of the affected part of the colon including all ster-
coral ulcers and aggressive therapy for peritonitis leads to low mortality [6]. 
Timely intervention to prevent and/or treat any associated sepsis along with ex-
tensive peritoneal lavage and surgical removal of diseased colonic tissue at the 
primary stercoral ulceration site coupled with aggressive therapy for peritonitis 
are key treatment modalities in salvaging patients presented with stercoral perfo-
ration of the colon [15]. Primary resection with anastomosis and Hartmann pro-
cedure are not competing operations but are situation-dependent therapeutic 
concepts in spontaneous colonic perforation [6]. Other authors emphasize that 
primary repair is effective in stable patients with spontaneous colon perforation. 
Their findings support primary repair as a first-line option when clinically appro-
priate [16]. 

The case we are presenting benefited of extensive peritoneal lavage, an appen-
dectomy, a sigmoidectomy, and a Hartmann procedure. Our choice of therapy 
without anastomosis was guided by the delay in presentation of 08 days from on-
set of symptoms, the septic state of the patient before surgery, the degree of peri-
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toneal contamination, and the diameter of the colon perforation of 4 × 3 cm. The 
outcome is in line with reports from other authors where diagnostic and thera-
peutic delays adversely affect morbidity and mortality [6] [15]. 

The severity of fecal colon perforation requires strengthened prevention measures 
to improve patient survival, particularly by encouraging patients with chronic 
constipation to exercise regularly, drink enough fluids every day, eat a high-fiber 
diet, and, if necessary, use prokinetics or laxatives intermittently. Also, the diag-
nosis should always be suspected or at least ruled out in elderly patients with his-
tory of chronic constipation who presents with acute abdomen, early referral of 
patients with clinical features of acute peritonitis to first category hospitals. It is 
also important to recommend early and aggressive resuscitation prior to surgery 
in patients presenting with signs of generalized acute peritonitis, a subdiaphrag-
matic gas crescent on radiological examination, and a history of chronic consti-
pation, and to systematically continue their postoperative care in the intensive 
care unit. Each medical-surgical team should work towards the effective imple-
mentation of these measures to improve the prognosis of the disease. However, in 
developing countries, the low number of qualified medical staff in health centers, 
the lack of knowledge about the disease among medical staff due to its rarity, and 
the low socioeconomic status of patients limitating access to appropriate care are 
major obstacles that must be overcome in order to achieve this goal. 

4. Conclusion 

Stercoral perforation of the colon is uncommon in the general population and 
should be considered in the differential diagnosis of patients with history of con-
stipation presenting an acute peritonitis with free gas under diaphragm. Early di-
agnosis and appropriate surgical treatments is keystone to improve the prognosis. 
Types of surgery will depend on patients underlying comorbid conditions, hemo-
dynamic status, and degree of fecal peritonitis. Constipation should be prevented 
or minimized to reduce the future risk of perforations in elderly patients with co-
morbid conditions.  
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