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a b s t r a c t 

Stercoral colitis is a rare inflammatory condition involving the large bowel wall secondary to 

fecal impaction. Stercoral colitis has a clinical course ranging from non-complicated fecaloid 

impaction to colonic perforation. This case report aims to give a brief review of this condition 

and discuss its imaging findings. 

Case Presentation: We herein report a case 74-year-old female who presented with abdomi- 

nal pain, abdominal distension, and the absence of gas-feces discharge for a few days. The 

patient had a one-year history of chronic constipation and recent femoral neck fracture 

surgery. Physical examination shows abdominal distension with slight tenderness. Abdom- 

inal radiographs demonstrated bowel distention and fecal material in the colorectal regions. 

Computed tomography (CT) images demonstrated abundant fecal material with massive di- 

latation in the rectosigmoid colon, focal mural thickening, subtle pericolic fat stranding, and 

minimal free fluid in the abdominal and pelvic cavities. Based on these findings, the diag- 

nosis of stercoral colitis was made. The patient was treated conservatively and eventually 

discharged with a good health condition. 

Conclusion: Stercoral colitis seems to be more common in elderly patients with comorbid 

diseases. Chronic constipation causing fecal impaction is a major risk factor. CT scan is 

the most helpful imaging modality for the diagnosis of stercoral colitis. CT findings that 

should prompt the radiologist to consider this diagnosis include colonic dilatation contain- 

ing impacted feces, mural thickening, and pericolic fat stranding. If the fecal impaction is 

not promptly relieved, life-threatening complications such as colonic perforation can occur. 

© 2021 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 
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Fig. 1 – A-B . Supine (A) and left lateral decubitus (B) abdominal radiographs show abundant fecal material in the colorectal 
regions (asterisks). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Background 

Stercoral colitis (SC) is an inflammatory condition of the large
bowel wall related to increased intraluminal pressure sec-
ondary to fecal impaction. This rare inflammatory disease was
first described in the surgical and gastrointestinal literature in
1894 [1-6] . 

Fecal impaction usually occurs after prolonged constipa-
tion when the patient is not able to pass stool due to the accu-
mulation of hard stools in the rectum [6-9] . Risk factors for this
condition are obesity, consumption of large amounts of fatty
foods, prolonged immobility, low consumption of fluids and
dietary fiber, sedentary lifestyle, lack of exercise, stress, travel,
and inhibition of excretion, and taking certain medications.
Hypothyroidism, neuromuscular diseases, hypokalemia, and
intestinal obstruction can also lead to fecal impaction [9-12] . 

Fecal impaction may be asymptomatic when there is sim-
ple fecaloid impaction but can lead to complications such as
bowel wall inflammation and infection, ulcer formation, hem-
orrhoidal thrombosis, ischemic pressure necrosis, and subse-
quent colonic perforation, peritonitis, and septic shock. Pa-
tients with SC may present with abdominal pain, abdominal
distension, absence of gas-feces discharge, nausea and vomit-
ing, and anorexia. When complications occur, symptoms such
as fever, chills, bleeding, and hypotension can also be seen
[ 1 ,18 ,19 ]. This case report aims to give a concise review of this

condition and discuss its imaging findings. 
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Case presentation 

A 74-year-old female was presented to the emergency de-
partment of our hospital with abdominal pain, abdominal
distension, and the absence of gas-feces discharge for approx-
imately 5 to 7 days. The patient had a one-year history of
chronic constipation as well as a history of previous surgery
for a left femoral neck fracture. On physical examination, the
patient had mild abdominal tenderness to palpation and ab-
dominal distension but no signs of peritonitis. The stool was
present in the rectal dome on the digital rectal exam. Her
WBC count was slightly higher (12450/mL). The supine and left
lateral decubitus abdominal radiographs demonstrated bowel
distention and abundant fecal material in the colorectal re-
gions ( Figs. 1 A-B). CT scan of the abdomen and pelvis was
also performed with oral and intravenous contrast. The pas-
sage of oral contrast was evident until the beginning of the
cecum and there was no evidence of significant small bowel
dilatation. Axial and reformatted sagittal and coronal CT im-
ages demonstrated abundant fecal material in the colorectal
regions causing extensive rectosigmoid dilatation ( Figs. 2 A-
E). The maximum transverse diameter of the sigmoid colon
and rectum measured eight and 12cm, respectively ( Figs. 2 A,
B). Focal mural thickening at rectosigmoid regions reaching
up to 7.2mm in the distended rectum, with subtle pericolic
fat stranding, was also observed ( Figs. 2 A-C, E). Mild free fluid
was seen in the abdominal and pelvic cavities, but no extra-
luminal free air was depicted. Based on these clinical/imaging
findings, the diagnosis of SC secondary to extensive fecal im-
paction was made. Manual disimpaction was not completely
successful, therefore an appropriate bowel regimen consisting
of bowel enemas and oral laxatives was also started, which
shows evidence of clinical and radiological improvement
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Fig. 2 – A-E . Axial contrast-enhanced CT images (A-C) showing a voluminous fecal impaction (asterisks) with extensive 
rectal and sigmoid dilatation measured 12 and 8cm, respectively. Subtle perirectal inflammation manifests with perirectal 
fat stranding (white hollow arrows) and focal mural thickening, reaching up to 7.2 mm in the distended rectum is also noted 

(white solid arrows). The round structure with the air-fluid level anterior to the rectum is an inflated balloon of folly catheter 
within the empty urinary bladder, displaced by the dilated rectum anteriorly (red arrow in fig. A). Coronal CT images (D, E) 
also demonstrate colorectal dilatation with abundant fecal material (asterisks). Note pericolic fat stranding and 

inflammation (white hollow arrow) and mural thickening (white solid arrow). (Color version of figure is available online) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

after 3 days of consecutive treatment. The patient was even-
tually discharged with a good health condition. Some med-
ications were prescribed and education regarding a proper
dietary regimen was given to prevent constipation in the
future. 

Discussion 

The term SC refers to an inflammatory condition of the large
bowel wall caused by increased intraluminal pressure from
impacted fecal material in the colorectum. Fecal impaction
and SC are predominantly related to chronic constipation,
which is usually seen in elderly patients and those bedbound
secondary to dementia or stroke. Occasionally, it may also be
seen in young patients who have certain metabolic, neuro-
logic, and/or muscular disorders causing prolong constipation
[ 7 ,13 ,14 ,19 ]. In our case, the patient was an old female with a
history of chronic constipation and recent left femoral neck
surgery. 

The conglomeration of hard impacted fecaloids is usually
seen in the rectosigmoid colon, because of the small diameter
of the colon in this region. Fecal material normally becomes
more solid and dehydrated forming hard stool fecaloma. The
accumulation of these hard stool causes colonic distention
and pressure effect on the bowel wall, compromising the
blood supply and resulting in ischemia at the antimesenteric
side of the colon, which is more vulnerable to ischemia [ 1 ,7 ].
If the pressure effect and vascular compromise persist for a
long time without treatment, ischemic necrosis, ulceration,
perforation, and peritonitis can occur [4] . SC has a clinical
course ranging from non-complicated fecaloid impaction
to colonic perforation and peritonitis. Early diagnosis and
management can relieve pressure from the colon without any
need for surgical intervention. CT findings such as fecaloma
and dilatation of the affected colon without associated colonic
wall thickening or pericolic fat stranding are seen in non-
complicated cases. Thickening of the colonic wall suggesting
acute edema or inflammation. Thickening of the colon wall
with accompanying pericolic fat stranding is the most helpful
imaging finding for the diagnosis of SC [15] . Colonic perfo-
ration resulting from SC has been reported to be associated
with a high mortality rate [ 1 ,7 ]. Stercoral colonic perforation
is not a common cause of acute abdominal pain. Perforations
usually occur due to diverticular disease, ulcerative colitis,
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infectious colitis, malignancy, mesenteric ischemia, and
trauma. Dense mucosa signs and mucosal sloughing may
also be seen in stercoral colitis. A report from a published
article also denotes that, dense mucosa signs in unenhanced
CT images and a pericolic abscess had a significant cor-
relation with fatal SC, however, these findings were not
statistically significant [ 16 ,17 ]. In our case, the key CT findings
of SC were extensive rectosigmoid colon dilatation contain-
ing impacted fecal material, focal colonic wall thickening,
mild pericolic fat stranding, and minimal extraluminal free
fluid. 

The differential diagnosis for SC includes diverticulitis, ul-
cerative colitis, infectious colitis, malignancy, acute mesen-
teric ischemia, large bowel obstruction, bowel perforation, and
intra-abdominal abscess [ 17 ,19 ]. 

The prognosis of SC is highly dependent on prompt and
early diagnosis and management. Length of involvement may
also be a good prognostic finding. A study conducted by Ünal E,
et al, shows that the finding most related to mortality was the
length of the involved colon segment, as 57.1% of patients with
> 40 cm colon involvement died due to sepsis and deteriorated
clinical course (15). 

Manual disimpaction, oral regimen, bowel enema, or in
some cases surgical methods are used as a treatment. Patients
who have no signs/symptoms of peritonitis can be managed
non-operatively with manual disimpaction either through the
rectum or under endoscopic guidance and oral and/or bowel
regimen under close monitoring. Surgical management is
usually needed for patients with perforation, when a long
bowel segment is involved, or when conservative manage-
ment fails [ 7 ,20 ]. Patients with chronic constipation or those
who have a history of previous fecal impaction or SC should be
educated regarding a proper dietary regimen (increasing fiber,
vegetables, fruit, and adequate fluid intake) and if needed,
pharmacologic therapy such as osmotic and stimulant laxa-
tives should also be given to prevent constipation in the future
[21] . In our case, the patient was managed conservatively with
a combination of manual fecal disimpaction and an appropri-
ate oral and bowel regimen, therefore a histopathologic diag-
nosis of SC was not obtained in this case, as a consequence of
successful conservative treatment. The patient was eventu-
ally discharged with a good health condition and some medi-
cations were also prescribed to prevent chronic constipation. 

Conclusion 

SC seems to be more common in elderly patients with comor-
bid diseases. Chronic constipation causing fecal impaction is a
major risk factor. CT scan is the most helpful imaging modal-
ity for diagnosing and differentiating SC from other causes of
abdominal pain. CT findings that should prompt the radiolo-
gist to consider this diagnosis include colonic dilatation con-
taining impacted fecaloid material, colonic wall thickening,
pericolic fat stranding, extraluminal free air, and/or free fluid.
If the fecal impaction is not promptly relieved at the time,
life-threatening complications such as colonic perforation can

occur. 
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