Case Rep Oncol 2017;10:442-446

Case Reports In DOL 1Q.1120/000472726 © 2017 The Author(s) Karger

Qar
On COIO Published online: May 16, 2017 Published by S. Karger AG, Basel Open-access
www.karger.com/cro

This article is licensed under the Creative Commons Attribution-NonCommercial 4.0
International License (CC BY-NC) (http://www.karger.com/Services/OpenAccessLicense).
Usage and distribution for commercial purposes requires written permission.

Case Report

Stercoral Ulcer-Associated
Perforation and Chemotherapy

Mohamad A. Mouchli*  Anne M. Meehan®

®Division of Gastroenterology and Hepatology, Mayo Clinic, Rochester, MN, USA;
®Division of Hospital Internal Medicine, Mayo Clinic, Rochester, MN, USA

Keywords
Stercoral ulcer - Perforation - Chemotherapy

Abstract

Stercoral ulcer perforation is a life-threatening surgical condition which is thought to result
from necrosis of the bowel wall due to an ischemic pressure by stool. This condition usually
afflicts patients with chronic constipation. CT scan can identify most of the cases and emer-

gent surgery is usually indicated. © 2017 The Author(s)
Published by S. Karger AG, Basel

Introduction

Stercoral ulcer-related bowel perforation is rare. Chronic constipation is the main risk
factor. Here, we describe 2 cases that occurred in women <65 years old immediately follow-
ing chemotherapy for malignancy. Both were on narcotic analgesia for pain control and had
significant stool burden apparent on imaging.
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Case 1

A 64-year-old woman with a new diagnosis of two separate lung malignancies (small
cell on the left and adenocarcinoma on the right) presented to emergency room (ER) with
constipation. She had been taking oxycodone for a month for back pain.

Plain abdominal X-ray showed significant stool burden (Fig. 1a). She was treated with
enemas and magnesium sulfate and dismissed. The next day, she underwent cycle 1 of
etoposide/VP16 and carboplatin for treatment of lung cancer. Twenty-four hours later, she
was brought to ER by ambulance complaining of general weakness, nausea, and abdominal
pain. CT imaging showed sigmoid perforation with free air, massive dilation of the colon and
significant stool burden (Fig. 1b). Laboratory investigations were significant for a leukocyto-
sis of 19,000 with predominant neutrophils.

She was taken emergently to the operating room (OR). Toxic megacolon with left colonic
stercoral ulcer associated with multiple sites of perforation of descending and sigmoid colon,
and a retroperitoneal abscess was noted. A total colectomy and Brooke’s end ileostomy were
performed. An incisional wound VAC was placed. Pathologic examination of the colon
showed it to be filled with hard stool, with the wall stretched thin (0.1-0.4 cm in thickness).
A 2.5 x 2.0 cm gross perforation of the left colon with acute inflammation and serositis was
present.

Her hospital course was complicated by chemotherapy-associated pancytopenia and
pulmonary emboli. On dismissal, she underwent additional chemotherapy and radiation
treatment for her cancers. One year after presentation, she remains independent.

Case 2

A 49-year-old woman with relapsed multiple myeloma with extensive skeletal metasta-
ses and several plasmacytomas (kidney, sinus) was admitted to hospital for a second cycle of
VDT-PACE (bortezomib, dexamethasone, thalidomide, cisplatin, doxorubicin, cyclophos-
phamide, and etoposide). She was on chronic opiates (morphine, hydromorphone) for spinal
stenosis related to lumbar skeletal lesions and took stool softeners for chronic constipation.
On day 4 of hospitalization, she developed acute onset of left-sided abdominal/ chest pain.
Stat CT of the chest/abdomen/pelvis showed new wall thickening and enhancement of the
stool-filled left colon at the splenic flexure with a presumed colon perforation (air seen tra-
versing the mesenteric side of the colon; Fig. 2). The differential was new colonic perforation
at splenic flexure due to either stercoral ulcer or neutropenic colitis. She was taken emer-
gently to the OR.

At exploratory laparotomy, the colon was seen draping up all the way under the dia-
phragm, and there were very large, hard stool balls palpable within the lumen of the trans-
verse colon. There was posterior perforation with necrosis of the colon wall. Ultimately, she
underwent an open partial colectomy with colostomy formation. The operative diagnosis
was Stercoral ulcer perforation of splenic flexure. Pathology showed mesenteric abscess
with focal perforation. Her hospital course was complicated by bacteremia due to Rumino-
coccus gnavus, multiple electrolyte abnormalities, and a symptomatic pleural effusion. She
was dismissed home after a 31-day hospital course.
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Discussion

Stercoral perforation of the colon is rare. Since its first description in 1894, there have
been about 150 cases reported in the literature [1]. In one case series, it accounted for 3.2%
of all colonic perforations [2]. The ulcer is due to pressure from hard feces on the wall of the
normal colon. Typical risk factors are chronic constipation, age >60, female sex, NSAIDs [3-
6], heroin addiction [7], antacids, steroids, amitriptyline, and other constipating agents [8-
10]. It has also been reported in patients receiving dialysis [8], patients on immunosuppres-
sive therapy after kidney transplant [11], and those with spinal cord injury [10]. Perforation
commonly occurs in the sigmoid colon (50%) and rectosigmoid junction (24%) [3]. The di-
agnosis should be suspected in anyone with a history of constipation who presents with an
acute abdomen. Typical pathologic findings include areas of ischemic necrosis surrounded
by nonspecific inflammatory changes [2, 12, 13].

Vascular endothelial growth factor inhibitors (VEGFIs) such as bevacizumab, sorafenib,
sunitinib, and pazopanib are associated with vascular-related side effects such as gastroin-
testinal (GI) ulceration and/or perforation. A 1-2% risk of GI perforation with these agents
has been described [14-16]. Stercoral ulcer perforation was reported in a patient with opi-
oid-induced constipation receiving intravenous chemotherapy regimen for advanced stom-
ach cancer [17]. Neither of the patients presented here was exposed to VEGFI, but both had a
history of opioid-related constipation, had required laxatives and/or enemas, and perfora-
tion occurred within 24 h of receiving chemotherapy.

Stercoral perforation is associated with a mortality rate of 35%. Both of our patients re-
quired emergency surgery but survived and left the hospital. Clinicians should minimize
narcotic use, preemptively treat opioid-related constipation, and maintain a high index of
suspicion for possible stercoral ulceration and associated perforation.
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Fig. 1. a Plain abdominal film 2 days prior to presentation. b CT scan on the day of presentation showing
free air under the right hemidiaphragm, massive dilatation of colon, and significant stool.

Fig. 2. New wall thickening and enhancement of the stool-filled left colon at the splenic flexure with a pre-
sumed colon perforation, where air is seen traversing the mesenteric side of the colon.
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