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ABSTRACT

Fecaloma is a mass of hardened faeces difficult to pass through the intestinal lumen. Due to various reasons, a bolus of fecal matter stagnates,
accumulates and inspisates in the intestinal lumen, until it becomes big enough to cause intestinal obstruction. Though there are various
predisposing factors for the formation of fecaloma but the actual cause of fecaloma formation is still unknown. Small gut fecalomas are very
rare. Herein we are presenting a case of 50 year male who underwent laparotomy three times for small gut obstruction caused due to recurrent

formation of small gut fecaloma.
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BACKGROUND

First described by Abella ME in 1967', fecaloma is a mass of
hardened faeces difficult to pass through the intestinal
lumen. Due to various reasons a bolus of fecal matter may
stagnate and accumulate in the intestinal lumen, then it may
get inspisated and gradually increase in size until the
intestine may become obstructed. Fecaloma physically
appears like a tumor” on palpation of the gut intra-
operatively. Fecaloma formation has been associated to
various diseases like Hirschsprung's disease’, psychiatric
patients, Chagas disease, spinal cord injuries, secondary to
inflammatory and neoplastic diseases, and in chronic
constipation’. Most of the impacted fecalomas have been
reported in rectum and sigmoid””.Up till now only few cases
of small gut fecaloma have been reported in the literature™.
Herein we have a case to report of a patient who got operated
many times for recurrent small gut fecaloma obstruction. To
our knowledge it is the first case report of recurrent small
gut fecaloma obstruction.

Case Description: This is an interesting case of a 50-year
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man with a surgically significant past history. About 20
years back the patient had undergone laparotomy with
gastrojejunostomy with vagotomy for chronic duodenal
ulcer and an emergency open appendectomy was done
about 8 years ago. The patient was referred to our
emergency room with abdominal pain, vomiting and
abdominal distention for 3 days. Diagnosis of Intestinal
obstruction was made and E/L with enterotomy with
removal of a large fecaloma (4x8 cm large jejunal fecaloma;
mixed with dead worms) at about 50cm from DJ. Also large
gut contained multiple small (I1xlcm) fecalomas. Post-op
period was uneventful and patient was discharged on 7th
POD.

Almost after one year, patient again got operated for small
gut obstruction (Fig. 1) with E/L with adhesionolysis with
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enterotomy with removal of fecaloma. This time intra-
operatively there were multiple dense adhesions between
gut loops with moderate amount of inter-loop fluid, hard
fecaloma impacted at about 3 feet proximal to ileo-Caecal
valve, gut proximal to fecaloma dilated and edematous wall.
Post-op period un-eventful and patient got discharged on
7th POD. After about two years of this second laparotomy
for obstruction, patient again developed the features of
small bowel obstruction which was initially managed
conservatively as a case of SAIO but in view of recurrent
episodes of SAIO the patient was ultimately managed by
diagnostic lap followed by exploratory laparotomy with
adhesionlysis with enterotomy with evacuation of multiple
fecalomas with loop ileostomy. Intra-operatively dense
adhesions involving small bowel were present with multiple
fecalomas present in small bowel with dilatation of small
gut proximal to the fecaloma impaction. Due to very dense
adhesions the ileostomy loop could not be mobilized
properly and we landed up in creation of proximal loop
ileostomy that too not at a proper location and instead
needed to be confectioned in the midline at supraumblical
region in the main laparotomy wound (Fig. 2). Post-

operatively the patient managed conservatively for fever
with antibiotics and was discharged on 9th POD.
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Fig. 1: CT picture of the patient showing features of small
bowel obstruction.

Fig. 2: lleostomy in the midline at supraumblical region

Because of history of recurrent small gut fecaloma-
obstruction and before taking down the ileostomy we tried
to find out any systemic cause for the formation of recurrent
fecalomas in this patient. We did his thyroid profile, CFTR
gene mutation (for adult onset cystic fibrosis) and CT
enterography. However, all these tests were normal.
Colonoscopy was done up to hepatic flexure that showed
features of diversion colitis. Enteroscopy done via the stoma
showed that the proximal jejunal loop was normal, distal
ileal loop examined only up to 30cm which was also normal
(because the scope could not be advanced due to loop
formation), conray injected through scope did not reveal
any obstruction. Ultimately after about 6 months of last
operation, the ileostomy was taken down unevent-fully and
patient was put on low fibre diet with laxatives and till now
patient is doing well.

DISCUSSION

Since only few cases of fecaloma causing small gut
obstruction have been reported in literature, the exact
incidence and prevalence of occurrence of small gut
fecalomas is not known. Henceforth the treatment options
are not standardized and vary with the factors like level of
obstruction, condition of obstructed bowel and presence of
co-morbidities. Stool softeners may be used by rectal route
and even the digital rectal evacuation for recto-sigmoid
fecalomas and oral mineral and olive oil usage are
appropriate treatment methods for mild and moderate
obstructions due to fecalomas'’. However, when medical
treatment is unsuccessful or when multiple impassable
fecalomas are present or when the patient presents with
features of acute obstruction, the surgical intervention
becomes must. The recto-sigmoid is the most commonly
involved area by fecalomas and the small bowel is a most
unusual site". This may be explained by the fact that stools
in the left colon are firmer and have more solid consistency
than those in other regions and also because the colon

diameter is narrower on the left than the right™".

Coming to the discussion of our present case, the fecalomas
developed recurrently in the small intestine landing the
patient three times into emergency theatre for laparotomy
and enterotomy and finally also the covering ileostomy. His
thyroid profile, CFTR gene mutation, CT enterography,
enteroscopy and colonoscopy were normal and apparently
we could not find any cause for the formation of recurrent
fecalomas in this patient. However the patient had a dietary
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history of consuming excessive maize in his diet. Does any
particular diet predisposes to fecaloma formation in the
small intestine, is to be studied. Also the patient was a follow
up case of laparotomy for duodenal ulcer treatment. Besides
causing SAIO, does the post-operative adhesions
predispose to the formation of small gut fecalomas is
another query to be answered. The reason for 'trouble-
causing recurrent small gut fecaloma formation' in our
patient still remains unanswered. However till now, the
patient is doing well but God knows better when he will
have adhesion or fecaloma obstruction again.

CONCLUSION

Only few cases of fecaloma causing small gut obstruction
have been reported in literature, the exact incidence and
prevalence of occurrence of small gut fecalomas is not
known. Fecaloma formation may land the patient in trouble
of getting operated in emergency settings for intestinal
obstruction. The cause of recurrent formation of small gut
fecalomas remains unknown. Our case needed to be
operated three times for recurrent fecaloma obstruction and
fourth time for ileostomy take-down.

Clinical Significance: Fecaloma formation may land the
patient in trouble of getting operated in emergency for
intestinal obstruction. The actual cause for recurrent
formation of small gut fecalomas remained unknown.
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