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Fecal impaction occurs because of hardened fecal matter retained in the colorectum which 
cannot be evacuated by peristaltic activity. Fecal impaction commonly occurs among nursing 
home residents, patients with neurological deficit, psychiatric disease or renal failure. Fecal 
impaction is usually treated by manual disimpaction, enemas and laxatives. Laparotomy is 
required only in the presence of complications. We herein report a case of a massive fe-
cal impaction with megarectum in a 62-year-old woman who presented with large bowel 
obstruction. The aim of this report is to give a brief review of this entity and discuss the 
treatment options for these cases.
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INTRODUCTION

Fecal impaction occurs because of hardened fecal matter 
retained in the colon and rectum which cannot be evac-
uated by regular peristaltic activity. If this is not recog-
nized and treated early, it can give rise to the formation of 
fecoliths, or stone-like feces. Fecal impaction is a cause for 
increased morbidity and a significant cause of a decrease in 
quality of life among the elderly.[1,2] 

We herein report a case of a massive fecal impaction with 
megarectum in a 62-year-old woman who presented with 
symptoms of mechanical bowel obstruction. The objective 
of this article is to give a concise review of this condition 
and discuss the treatment strategies for these cases.

CASE REPORT

A 62-year-old female was admitted to our institute with 
complaints of abdominal pain, abdominal distention, and 
the absence of gas-feces discharge for approximately seven 
to ten days. She had a 2-year history of chronic constipa-

tion. Her past medical history also included a neurogenic 
bladder. On physical examination, abdomen was distend-
ed, with no guarding. The bowel sounds were hypoactive. 
Digital rectal examination revealed a large amount of hard 
impacted feces. White blood cell count was 15.3 103/μL. 
Plain abdominal X-ray revealed a distended colorectum 
with a large amount of feces in the rectum. A computed 
tomography (CT) of the abdomen showed distended co-
lonic segments filled with intraluminal fecal residue that 
appeared organized in the rectum forming massive fecal 
impaction producing a megarectum (Fig. 1). Initially, a com-
bination of medical strategies were tried including manual 
disimpaction, laxatives, enemas and rectosigmoidoscopic 
examination, but none of them were successful in resolv-
ing the fecal impaction. Since our patient was unresponsive 
to conventional medical treatment, we decided to perform 
a surgical intervention. After an adequate resuscitation 
with fluids and electrolytes, a laparotomy was performed. 
At operation, a megarectum, 12 cm in diameter, impacted 
with a vast amount of feces was observed (Fig. 2). A lon-
gitudinal rectosigmoid colotomy was performed and the 
rectum was instrumentally evacuated (Fig. 3). Then, the 
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proximal sigmoid colon used to fashion the loop colosto-
my. A full-thickness biopsy was taken from the anorectal 
junction. The postoperative course was uneventful. The 
pathological report of the biopsy revealed the nerve plex-
uses with ganglion cells. The measurement of colonic tran-
sit time was performed with radiopaque markers, and the 
result of the test was within the normal limit. The pres-
ence of the rectoanal inhibitory reflex was demonstrated, 
which excluded Hirschsprung’s disease. An improvement 
occurred in bowel diameter in time. The colostomy was 
closed after intraoperative colonoscopy revealed normal 
findings. 

DISCUSSION

Fecal impaction commonly occurs among the elderly who 
are hospitalized patients or under institutional care. It is 
associated with scleroderma, chronic renal failure, con-
genital abnormalities in the anorectal region or previous 
surgical procedure. In older adults who regularly consume 
non-steroidal anti-inflammatory drugs, a higher occur-
rence of fecal impaction has been reported. Among hos-
pitalized patients, administration of medications with an 
opioid can result in fecal impaction in the elderly, especially 
in those who have a history of chronic constipation and 
are bed-bound.[3,4]

Fecal impaction has three main predisposing factors: (I) 
bad eating habits, (II) decreased colon motility and rectal 
sensitivity, (III) failure to meet the need for defecation as 
soon as felt due to immobilization, dementia, depression 
or physical weakness.[5] Severe constipation is a significant 
problem that affects almost 70% of elderly people who 
are under care in nursing homes. Fecal impaction is more 
common among older women who are in institutional 
care and have associated neuropsychiatric disorders.[6–8] 
Our patient was a 62-year-old female with chronic consti-
pation and neurogenic bladder.

Patients with fecal impaction often give a history of in-
ability to evacuate stools spontaneously and complain of 
total constipation. In most instances, an associated his-
tory of progressive abdominal distension with increasing 
abdominal discomfort or pain is present. Physical exam-
ination findings often reveal a distended abdomen. Hard 
fecal mass may be palpable along the colon. The diagnosis 
of fecal impaction is primarily based on clinical signs. A 
detailed history of bowel habits and a thorough physical 
examination which includes a digital rectal examination is 
mandatory. Our patient had a 2-year history of chronic 
constipation, and her physical examination exhibited a dis-
tended abdomen, while digital rectal examination revealed 
hard fecal impaction. 

A digital rectal examination is mandatory as the first diag-
nostic evaluation to confirm the diagnosis of fecal impac-
tion. When a rectal exam does not reveal fecal impaction 
or hard fecal masses in the rectum, the possibility of fecal 
impaction more proximal in the bowel or other causes, 
such as strictures or volvulus of the colon, should be con-
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Figure 1. Axial contrast-enhanced pelvic computed tomogra-
phy scan showing a voluminous fecal impaction with rectal di-
latation reaching 12 cm in diameter.

Figure 2. Intraoperative view of megarectum during laparotomy.

Figure 3. Massive fecal impaction resided in the rectosigmoid 
on opening the bowel.



sidered. The most useful and commonly used radiological 
imaging for evaluation is a CT of the abdomen with oral 
or rectal contrast. A plain x-ray of the abdomen can, at 
times, reveal fecal overloading of the colon with colonic 
distention in the segment proximal to the region of fe-
cal impaction. Rarely, a contrast enema or sigmoidoscopy 
are indicated in a patient who has no history suggestive 
of the colonic disease. A CT scan showed massive fecal 
impaction producing a megarectum with proximal colonic 
distention in our patient. 

The medical treatment options are digital evacuation of 
the impacted fecal mass, the rectal administration of stool 
softening agents, usually enemas or suppositories, and 
orally administered laxatives, such as polyethylene glycol 
(PEG) 3350 with electrolytes.[1,9,10] In many cases, manu-
al disimpaction is required. The procedure is done using 
lubrication and gently removing the impacted stool with 
the index finger, and can be aided with the use of an ano-
scope and suction. Manual evacuation can be done under 
general anesthesia. After removal of the impaction, the 
patient should be placed on additional stool softeners and 
laxatives and advised on the importance of regular bowel 
movements. The rectal impacted feces can be removed 
using the single or multiple Foley technique. The three-
way Foley catheter is passed into the rectum and gently 
inflated and pulled back to retrieve rectal fecal mass. This 
technique has the potential risk of causing perforation in 
an already thin-walled rectum.[11]

If the abdominal x-ray reveals that the fecal impaction is 
located distally, then the use of enemas (vegetable oil, 
mineral oil, glycerin, liquid vaseline, tap water, phosphate 
or soapsuds) or suppositories (glycerin or bisacodyl) can 
be helpful. They induce bowel movements by softening 
hard stool and by stimulating colonic muscle contraction 
in response to rectal and colonic distention. Maintenance 
treatment is started after 6 days of disimpaction treatment 
and consists of orally administered PEG 3350 with electro-
lytes for >2 weeks (follow-up period).[12]

A variety of enema bag kits and enema solutions are com-
mercially available for use. In clinical practice, vegetable oil 
enema (200 mL olive oil in 1000 mL of water), glycerin en-
ema (200 mL glycerin in 1000 mL of water), liquid vaseline 
enema (200 mL liquid vaseline in 1000 mL of water), min-
eral oil enema (100 mL/day), tap water enema (500 mL/
day), phosphate enema (120 mg/day), and soapsuds enema 
(1500 mL/day–30 gr soap in 1000 mL of water ) are com-
monly used rectal enemas. The volume of an enema should 
be carefully controlled. Rarely more than 500 mL of enema 
fluid is required, and 1 to 2 L should be the absolute limit 
at once. The fluid flow rate is adjusted to 75–100 mL/min. 
An oil retention enema (120 mL vegetable oil), followed by 
a tap water enema (500 mL/day), is generally preferable to 
salt-containing enemas (phosphate and soapsuds enemas) 
because oil and water are less irritating to the rectal mu-
cosa. Bisacodyl suppositories or phosphate enemas may 
also be used to empty the rectum if the stool is relatively 
soft. If the stool is very hard, then a small-volume (60 mL) 

rectal oil enema may be used first. Gentle, low-volume 
enemas can be used through colostomies by experienced 
nurses. Enemas should be used cautiously in patients with 
a history of bowel stricture or recent lower bowel surgery 
and in immunocompromised patients. The fluid constitu-
ents should be mild and nontoxic. Tap-water enemas made 
with potable water involve few complications. Injury of 
the mucosa of the lower intestine has occurred from such 
innocent substances as soapsuds. Salt-containing enemas 
may be harmful in patients with heart disease.

Rectally administered solutions mechanically soften the 
impacted stool and the additional volume gently stimulates 
the rectum to evacuate. During enema administration, the 
patient is placed in the left lateral decubitus position with 
the buttocks close to the edge of the bed and the left leg 
straight and the right leg bent at knee toward the chest 
(Sims’ position) with a plastic bag under the hips. The ene-
ma can be given using a 30-French red rubber catheter or 
three-way Foley. Once the Foley catheter is passed into 
the rectum, the balloon is then slowly inflated with 10 to 
30 mL of water using a syringe. The inflated Foley cath-
eter balloon allows the administrator to maintain a seal 
against the patient’s anus for prolonged enema contact. 
The pressure and volume of enema administration must 
be appropriate. Enema pressure is controlled by the height 
of the solution reservoir. Limiting the reservoir height to 
45 to 60 cm above the anus maintains an adequate pres-
sure limit. The volume and rate of fluid administration is 
guided by the size of the patient’s rectum and the degree 
of fullness symptoms. Administration of smaller volumes 
(1 to 2 L) may be more beneficial than a single large vol-
ume enema. A slower rate of enema administration pro-
duces less patient discomfort, aids in mixing of solution, 
and allows instillation of a larger volume.[13] The patient’s 
sensation of fullness is a helpful guide during enema in-
stillation. Volumes or rates that produce patient discom-
fort are avoided.[14,15] Once administration is complete, a 
few minutes are allowed for the solution to mix with and 
soften the stool. Gentle massaging of the lower abdomen 
may aid in mixing the combination. The patient then vol-
untarily evacuates the enema–stool mixture.[13] Additional 
gentle abdominal manipulation often helps in evacuation. 
Ambulatory patients can evacuate more efficiently by using 
a commode. This process is repeated until the symptoms 
are relieved and returns are clear.[14,15] 

Most ready-to-use enema solutions contain water and an 
osmotic agent. One such combination contains water, so-
dium dihydrogen phosphate and disodium hydrogen phos-
phate. After manual disimpaction, a phosphate enema (B.T. 
Enema® solution, 135 mL or 210 mL for adults; Yenişehir 
Lab., Ankara, Turkey) is given once daily for the first three 
days or if necessary, for a maximum of seven days. When 
applying the rectal enema, the solution should be allowed 
to remain in the intestine for 5 to 10 minutes. To do this, 
the hips are pressed against each other and pressure is 
applied to the anal area. This saline laxative is an intestinal 
evacuant that increases the amount of water in the fe-
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ces and thus helps to empty stool. Saline laxatives provide 
water retention in the sigmoid colon. As a result of this 
effect, the intestine is stimulated and evacuated within 2 
to 5 minutes. Stool excretion will be watery with the ap-
plication, so plenty of fluid should be taken to prevent fluid 
loss in the body. No more than one bottle is used per day. 
Saline laxative enemas should not be used for more than 
two weeks. If phosphate enema remains in the rectum for 
a long time, it may lead to hyperphosphatemia and elec-
trolyte abnormalities.

For proximal fecal impaction, the ideal laxatives are PEG 
and magnesium citrate. Proximal softening or washout 
oral lavage with PEG 3350 solutions containing electro-
lytes (GOLYTELY®; Braintree Laboratories, West Brain-
tree, MA, USA) can be used to soften or washout prox-
imal stool.[16] This technique is contraindicated when a 
complete bowel obstruction exists. The volume and rate 
of oral lavage is dependent on patient size. To treat adult 
fecal impaction, oral regimens vary from 1 to 2 L of PEG 
with electrolytes or 17 g of PEG 3350 in 120 to 240 mL 
of water every 15 minutes until the patient begins passing 
stool or eight glasses have been consumed.[15] Develop-
ment of nausea, vomiting, or significant abdominal discom-
fort prompts cessation of fluid intake. A recent Cochrane 
Review evaluated 10 randomized controlled trials compar-
ing lactulose to PEG. The study involving 868 participants 
with age range from 3 months to 70 years showed high-
er weekly stool frequency and improved abdominal pain 
scores for patients using PEG.[17] Osmotic laxatives such 
as oral magnesium citrate can be used for proximal lavage. 
Thirty to 60 mL of magnesium citrate orally with 120 mL 
of clear liquids every 4 to 8 hours is a common regimen. 
Magnesium-containing and phosphate-containing solutions 
must be used with extreme caution in patients with renal 
insufficiency and congestive heart failure.

Administration of an appropriate laxative or fiber supple-
ment with increased intake of water after the evacuation 
of the impacted fecal mass is required to prevent recur-
rence. Once fecal impaction has been resolved, the cause 
should be explored. After a bowel preparation, a barium 
enema or a screening colonoscopy should be performed. 
Thyroid and metabolic profiles should be evaluated. Other 
factors that need to be corrected include depression, lack 
of exercise, and inadequate access to toilet facilities. 

Complications of fecal impaction include stercoral ulcer-
ation, rectosigmoid bleeding, perforation, peritonitis, uri-
nary tract infections and obstructive uropathy. Other less 
seen complications are autonomic dysreflexia, neurologi-
cal events, volvulus, pneumothorax, shock, cardiopulmo-
nary collapse, and death.[18] 

Severe fecal impaction or failure of medical measures may 
necessitate surgery. Early surgical evaluation and interven-
tion are necessary if there are associated signs of perito-
nitis. Laparotomy is indicated only if complications such as 
complete mechanical bowel obstruction or stercoral ulcer 
perforation develop.[19,20] Surgical intervention involves ei-
ther explorative laparotomy or laparoscopy followed by 

a colotomy with extraction of fecal matter or excision 
of the involved colonic segment if there is an underlying 
pathology.[21,22] At operation, a megarectum, and even 
megasigmoid, impacted with a massive amount of feces is 
found. It usually appears paper-thin and dusky-gray. The 
rectum has to be manually disimpacted if a low Hartmann’s 
procedure, using a TA-90 linear stapler, will be performed. 
If this is the case, the sigmoid colon is used to fashion 
the end colostomy. In patients with a limited disease, for 
example sigmoid megacolon, a partial resection has fa-
vorable results.[23] A more radical surgery such as a total 
abdominal colectomy with ileorectal anastomosis may be 
necessary in patients with functional constipation due to 
total colonic inertia. Preferably, if the proximal colon is full 
of fecal matter, it should be washed by PEG or by rapid 
on-table colonic lavage before resection. Since our patient 
was unresponsive to conventional medical treatment, we 
performed a rectosigmoid colotomy, instrumental disim-
paction, and fecal diversion with loop sigmoid colostomy 
in the emergency setting.

If idiopathic megarectum is responsible for functional con-
stipation in these patients, proctectomy should be cura-
tive. The rapid reduction in the need for cathartic agents 
after rectal resection suggests that the principal determi-
nant for ongoing fecal retention in this patient population 
is the megarectum itself. Once the diagnosis of megarec-
tum is made, surgery should not be delayed; because con-
servative therapy not only fails, but it may have significant 
psychological and physical morbidity.[24] The surgical op-
tions for idiopathic megarectum or megacolon include 
(1) subtotal colectomy with ileosigmoid anastomosis or 
ileorectal anastomosis or cecorectal anastomosis, (2) 
segmental colectomy (sigmoid colectomy, left hemicolec-
tomy, partial colectomy), (3) rectal procedures (anterior 
resection with colorectal anastomosis, proctectomy with 
coloanal anastomosis or colonic J pouch formation, Swen-
son endorectal pull-through, Duhamel procedure, vertical 
reduction rectoplasty, restorative proctocolectomy with 
J-pouch formation), (4) pelvic floor procedures (internal 
sphincterotomy, lateral division of the puborectalis mus-
cle), and (5) fecal diversion (temporary ileostomy for-
mation, colostomy formation). Both the Swenson and 
Duhamel procedures involve a proctectomy. The Swen-
son procedure was the original pull-through procedure 
used to treat Hirschsprung’s disease. The aganglionic seg-
ment is resected down to the sigmoid colon and rectum, 
and an oblique anastomosis is performed between the 
normal colon and the low rectum. The Swenson proce-
dure involves endorectal pull-through of the descending 
or sigmoid colon down to the perineum. Similarly, the 
Duhamel procedure was initially described in patients with 
Hirschsprung’s disease and has subsequently been applied 
to patients with idiopathic megarectum. It involves exci-
sion of the dilated rectum and oversewing of the distal 
rectal stump via an abdominal approach, followed by cre-
ation of an end-to-side anastomosis of the proximal bowel 
to the posterior aspect of the rectal stump via a perineal 
approach. 
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Gladman et al.[25] evaluated the outcomes of all surgical 
options for idiopathic megarectum or megacolon in their 
systematic review. They made following recommendations: 
(1) In patients with megacolon with a nondilated functional 
rectum, subtotal colectomy and ileorectal anastomosis is 
the procedure of choice as segmental resection results in 
higher incidence of postoperative constipation. However, 
patients must be counseled that this procedure is associ-
ated with a definite mortality and a 20% morbidity that 
frequently requires further surgical intervention and which 
is most commonly secondary to bowel obstruction. (2) In 
patients with dilatation affecting the whole of the colon 
and rectum (mega bowel), the most appropriate procedure 
appears to be a restorative proctocolectomy with ileal 
pouch reconstruction. Success rates appear to be in the re-
gion of 70% to 80%, although the procedure is complex and 
patients should be warned of the risk of suboptimal pouch 
function, characterized by frequency of defecation and noc-
turnal fecal soiling. (3) In patients with only distal dilatation 
of the bowel (megarectum+megasigmoid), there appears to 
be very little to choose between vertical reduction recto-
plasty and proctectomy with coloanal anastomosis in terms 
of success rates (70%–80%). However, the mortality asso-
ciated with proctectomy suggests that vertical reduction 
rectoplasty, which involves less-radical pelvic dissection, 
is a safer alternative in such patients, although results of 
this procedure are currently only limited to small numbers 
of patients and with limited follow-up. (4) The Duhamel 
and endorectal pull-through procedures cannot be recom-
mended because of their variable results and unacceptably 
high morbidity, with many patients requiring further sur-
gery for complications or persistent constipation. To date, 
the pelvic-floor procedures evaluated for mega bowel are 
completely ineffective. (5) The final option in patients wish-
ing to avoid the risks of these complex procedures is the 
creation of a stoma. It also provides an alternative when 
other procedures have not been successful. However, this 
should be created proximal to the dilated/dysfunctional 
bowel, and patients should be warned that it may not ad-
dress symptoms of abdominal pain and distension.

It is clear that the surgical management of mega bowel is 
complex and should be reserved for patients with intracta-
ble symptoms with impaired quality of life who have failed 
or cannot tolerate nonsurgical management. This should 
preferably be performed in a specialist surgical unit and in-
volve a multidisciplinary approach as patients require com-
prehensive clinical, psychologic, and physiologic evaluation 
and frequently have coexisting urologic dysfunction.[26] 
Currently, no form of surgical intervention offers a 100% 
cure rate, and preoperative counseling before surgery is 
obligatory so that patients can understand that surgery 
may only improve rather than cure symptoms, or that in 
the event of surgical failure, they may subsequently require 
a permanent stoma.

CONCLUSION

We conclude that neglected fecal impaction may lead to 

a megarectum causing a mechanical bowel obstruction or 
even colorectal perforation. Fecal impaction is a significant 
but preventable problem in the elderly population within 
hospitals and other institutions. The best way to treat is 
to prevent it from developing in the first place. The cause 
of constipation should be identified early and managed ap-
propriately. These patients are encouraged to change their 
lifestyle, drink plenty of water, exercise, and eat a high 
fiber diet to prevent constipation.

Informed Consent

Written informed consent was obtained from the patient 
for the publication of the case report and the accompany-
ing images.
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Fekal impaksiyon, kolon ve rektumda birikip normal peristaltik aktivite ile boşaltılamayan sertleşmiş fekal muhteviyat nedeniyle oluşur. Fekal 
impaksiyon, huzurevi sakinleri, nörolojik bozukluğu olan hastalar, psikiyatri hastaları veya kronik böbrek yetersizliği olan hastalar arasında 
sık görülür. Fekal impaksiyon, genellikle parmakla boşaltma, lavman ve müshillerle tedavi edilir. Laparotomi sadece komplikasyonlar ortaya 
çıkınca gereklidir. Biz burada kalın bağırsak obstrüksiyonu bulgularıyla başvuran 62 yaşında bir kadın hastada megarektuma sebep olan masif 
fekal impaksiyon olgusunu sunuyoruz. Bu çalışmanın amacı, bu klinik durumu kısaca gözden geçirmek ve bu olguların tedavi seçeneklerini 
irdelemektir.

Anahtar Sözcükler: Fekal impaksiyon; kabızlık; megarektum; mekanik bağırsak obstrüksiyonu.
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