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Initial Presentation 
 
A 9-year-old male presented to the emergency department with 
severe right lower quadrant abdominal pain, decreased appetite, 
and fever. His past medical history was significant for chronic 
constipation for the last 4 years. On presentation, he was febrile 
to 38.0ºC and tachycardic with a heart rate of 122. His initial 
exam revealed an ill-appearing child with left lower quadrant 
and right lower quadrant abdominal tenderness, specifically 
with tenderness over McBurney’s point and associated guard-
ing. Laboratory evaluation included white blood cell count of 
10.4 k/µL, C-reactive protein of 28.8 mg/L, and urinalysis with 
trace protein and ketones 40 mg/dL. Ultrasound of the right 
lower quadrant failed to visualize the appendix, and CT of the 
abdomen was obtained for further evaluation, which ultimately 
led to the diagnosis of stercoral colitis (Figure 1). 
 
The Condition  
 
Stercoral colitis is an inflammatory condition involving the 
colonic wall, most often from fecal impaction secondary to 
severe and chronic constipation. The inflammatory colitis is 
directly related to increased intraluminal pressure, with focal 
pressure colitis which can result in ulceration or pressure 
necrosis, leading to local ischemia and subsequent colonic 
perforation.1 Cases complicated by colonic perforation have 
mortality rates as high as 35%.2  Stercoral colitis has a median 
age of presentation of 62 and is rarely seen in the pediatric 
population,.3   Previous cases have been associated with chronic 
opioid use, intensive chemotherapy, and behavioral pathology 
resulting in chronic constipation.3 Stercoral colitis has a wide 
differential and is often misdiagnosed as appendicitis or 
inflammatory bowel disease in the pediatric population and 
diverticulitis in the adult population.4  Computed tomography 
(CT) is an important tool in early identification and prompt 
treatment.5  
 
This patient’s presentation was clinically most consistent with 
appendicitis, with a calculated pediatric appendicitis score of 7, 
which correlates to a positive predictive value of 88% for 
appendicitis.6  Despite the initial negative ultrasound, he was 
considered for empiric appendectomy based on his clinical 
presentation.  Further evaluation with abdominal CT scan 
identified the much rarer diagnosis of stercoral colitis without  
 

 
 
fecaloma and allowed appropriate management with intra-
venous antibiotics and medical fecal disimpaction.   
 
Our patient’s presentation was unique compared to the majority 
of published pediatric cases, which have been complicated by 
perforation and need for surgical intervention.7  His less 
complex course may have been due to the severity of his stool 
impaction or his relatively early diagnosis.  Pediatric patients 
are believed to have lower risk of colonic perforation, as the 
colonic wall is more pliable in children. This is consistent with 
rates of perforation in pediatric polypectomy, of 0.01%, 
compared to the adult risk of 0.082%, an 8-fold increase.8  
Predisposing factors to perforations in stercoral colitis include 
presence of adhesions, strictures, or severe diverticular disease, 
all of which are less likely in the pediatric population.8   
 
This case illustrates how a common diagnosis such as 
functional constipation may result in serious complications with 
significant morbidity. Early recognition and treatment of 
stercoral colitis is key to avoid further morbidity in pediatric 
patients presenting with history of constipation and abdominal 
pain out of proportion to typical constipation. Stercoral colitis 
is a dangerous mimicker of much more common diagnoses in 
the pediatric setting, especially appendicitis, and may not be 
recognized at initial evaluation.  Further studies are needed to 
assess optimal colonic decompression method, antibiotic use, 
and bowel regimens to prevent recurrence.   
 
Clinical Course 
 
The patient was admitted for management of presumed 
infectious proctocolitis, tachycardia and fever. Pediatric 
surgery, gastroenterology, and infectious disease teams were 
consulted.  Given the patient’s ill appearance, a blood culture 
was obtained, and he was started on empiric piperacillin-
tazobactam monotherapy coverage for typical enteric aerobic 
and anaerobic organisms. His initial bowel regimen was 
polyethylene glycol 17g and docusate 60mg twice daily. 
Bisacodyl 5mg suppositories and mineral oil enemas were 
eventually added due to oral intolerance of medications.  
 
The patient responded well, with resolution of abdominal pain, 
defervescence after forty-eight hours of antibiotics and signifi-



  
 
cant stool output with bowel regimen. He completed poly-
ethylene glycol 3350 oral bowel cleanout prior to discharge, 
with eventual clear effluent per rectum. His blood culture 
remained negative.  
 
Prior to discharge, he was switched to amoxicillin clavulanate 
to complete a 10-day course of empiric antibiotics for his 
proctocolitis. He was discharged on an aggressive bowel 
regimen, including polyethylene glycol 17g daily, lactulose 10g 

twice daily, 14g fiber supplement daily, fluid goal of at least 2 
liters of water daily, and an aerobic exercise plan.  
 
Since discharge, the patient has been compliant with his 
medications, with regular bowel movements. He is followed by 
a pediatric gastroenterology for ongoing constipation treatment 
and has no recurrence of abdominal pain since hospital 
discharge.  

 
 

 
 
Figure 1.  a) Axial image: The rectum is distended and filled with dense stool (blue circle) with mild nearly diffuse rectal wall thickening 
and mild perirectal fat stranding (red arrows) b) Coronal image: There is mild diffuse bowel wall thickening (6 to 7 mm) (yellow 
arrows) involving a short segment of the distal sigmoid colon with mild adjoining presacral fat stranding.  No evidence of free air. There 
is excessive fecal material throughout the colonic segments. The stomach appears to be compressed due to excessive fecal material in 
the splenic flexure c) Sagittal image: The small bowel segments are not dilated.  The rectum is distended and filled with dense stool 
(blue circle) with mild nearly diffuse rectal wall thickening (green arrows) and mild perirectal fat stranding d) Partially visualized 
nondilated air-filled tubular appearing normal appendix (white arrows) 
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