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Clinical Analysis of Stercoral Perforation of
Colon

Cheol Woong Jung, M.D., Jeong Hun Hong, M.D., Byung
Wook Min, M.D., Hong Young Moon, M.D.

Department of Surgery, Korea University College of Medicine,
Seoul, Korea

Purpose: Stercoral perforation of colon is a rare disease
with poor prognosis. But according to recent reports, the
incidence of stercoral perforation in the colon seemed to
have been underestimated. The reason might be the lack
of recognition and overlook by surgeons. The purposes of
this study were to represent the definition of stercoral
perforation, and to help the diagnosis and treatment of
stercoral perforation.

Methods: Among the patients who underwent emergency
operation for colon perforation at the Department of
Surgery, Korea University College of Medicine, from Jan-
uary 1992 to December 2001, 9 patients were diagnosed
as stercoral perforation and their medical records were
reviewed retrospectively regarding the clinical character-
istics, managements and mortality.

Results: The age distribution of the patients was from 32
to 76 years. Male to female ratio was 1.3 : I. All patients
had history of chronic constipation. Six cases (33.3%) had
free air, and 5 cases (55.6%) had fecaloma at preoperative
simple X-ray. The site of perforation were sigmoid colon
(8 cases) and descending colon (I case). The size of
perforation ranged from | cm to 6.5 cm (mean: 3.1X2.7
cm). The methods of operation were Hartmann’s pro-
cedure (8 cases), primary repair and sigmoid loop colos-
tomy (| case). There were two deaths for sepsis.
Conclusions: The stercoral perforation is not rare as
commonly thought. If elderly patients who had history of
chronic constipation and symptoms of panperitonitis visit
hospital, surgeon should be aware of the possibility of this
fatal disease and do early surgical intervention with the
aggressive therapy for reducing the mortality. | Korean Soc
Coloproctol 2002;18:229-233
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Table 1. Diagnostic criteria of stercoral perforation of colon

1) The colonic perforation is round or ovoid, exceeds lcm in diameter, and lies antimesenterial

2) Fecalomas are present within the colon, protruding through the perforation site or lying within the abdominal cavity

3) Pressure necrosis or ulcer and chronic inflammatory reaction around the perforation site are present microscopically

4) Colonic perforations associated with an abdominal trauma or with another colonic pathology* were excluded

*such as distal obstruction of the large bowel, diverticulitis, inflammatory bowel disease, mesenteric vasculopathy, sclero-

dermatous colon, pneumatosis coli, Hirschsprung’s disease.

Table 2. Clinical findings of stercoral perforation patients

Predisposing factor

Free

Cases Age/sex Constipation of constipation air* Fecaloma* Preoperative diagnosis
1 59/'M + NASIDs + Colon cancer perforation
2 65/M + Anastomotic stenosis + Colon cancer perforatio
3 45/M + Anal stenosis - + Perforated appendicitis
4 44/F + NSAIDs, Codein - + Perforated appendicitis
5 32/F + Antacid + - Duodenal ulcer perforation
6 76/F + Dé\:L.NCShI:iE; blocker + Unspecific colon perforation
67/M Bed-ridden, DM + - Duodenal ulcer perforation
8 57/M DM, Beta blocker - - Mesenteric infarction
68/F + Bed-ridden, NSAIDs + + Duodenal ulcer perforation

*At preoperative simple X-ray. NSAIDs = non-steroidal anti-inflammatory drugs; DM =

diabetes mellitus; Ca = calcium.



Fig. 1. An upright chest X-ray of a 65-year old male reveals

free air under diaphragm.
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Fig. 2. A plain X-ray of the abdomen of a 59-year old male
in the supine position demonstrating the ileus and fecaloma
(black arrow) at the pelvic area.

Table 3. Operative finding, procedure and postoperative complication

Cases Location Size (cm) Fecaloma Operative procedure POStOp.e rat.lve Mortality

complication

1 SC 6.5%5.0 HP Sepsis -

2 DC 3.0x3.0 HP ARF, ARDS -

3 SC 1.5x1.0 HP WI -

4 sc 2.0%2.0 + Primary repair and ARDS, WI ;

SC loop colostomy

5 SC 6.0%5.0 + HP WI -

6 SC 2.0x2.0 + HP Sepsis, WI

7 SC 1.5x1.0 + HP ARDS, Sepsis

8 SC 3.0x3.0 + HP Sepsis -

9 SC 2.0x2.0 + HP Sepsis, ARF -

SC = sigmoid colon; DC = descending colon; HP = Hartmann’s procedure; ARF = acute renal failure; ARDS = adult respiratory

distress syndrome; WI = wound infection.
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Fig. 3. A histological specimen from the sigmoid colon at the
edge of the perforation in a female, aged 32. It shows chronic
inflammation with shallow ulceration (H&E stain, x40).
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