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A fecaloma is a mass of accumulated feces with a consistency much harder than that of a fecal impaction. It is most frequently
observed in the rectum and sigmoid area, and associated complications include colonic obstruction, ulceration, bleeding, and
perforation. A one-year-old, previously healthy boy with no history of chronic constipation was admitted because of vomiting and
abdominal distension. An abdominal computed tomography scan showed small and large bowel distension due to multiple
obstructive fecalomas in the transverse colon. As the fecalomas could not be resolved by laxatives, enemas, or colonic lavage,
endoscopic disimpaction under general anesthesia was attempted. Repeatedly shaving the fecalomas with biopsy forceps ﬁnally
resulted in gradual fragmentation with subsequent passage. Gastrointestinal food allergy was later suggested as the cause because
eosinophilic inﬁltration was found in a biopsy specimen of the colon wall. Endoscopic disimpaction is an eﬀective treatment
approach for addressing fecalomas to avoid more invasive surgical intervention.

1. Introduction

2. Case Presentation

A fecaloma is a laminated mass of accumulated feces and has
often been reported in patients suﬀering from chronic constipation [1–11]. The typical consistency of a fecaloma is more
than that of a fecal impaction due to coprostasis [6]. Most cases
in the literature have been reported in adults, whereas pediatric
cases with no medical history are rare, especially for infants
[7, 8, 11]. Fecalomas can trigger serious complications such as
colonic obstruction, ulceration, bleeding, and perforation,
sciatica, urinary retention, and deep vein thrombosis
[2–4, 7–9]. Often, they can be treated by conservative methods;
however, intractable cases sometimes require endoscopic
disimpaction or surgical intervention. Herein, we report a case
of multiple fecalomas with small and large bowel obstructions
in an infant, suspected of having a gastrointestinal food allergy,
which was successfully resolved by endoscopic disimpaction.

A one-year-old, previously healthy boy with no history of
chronic constipation presented with a ﬁve-day history of
frequent vomiting, constipation, and abdominal distension.
He was 74 cm in height and weighed 9 kg at the time of
presentation. Upon examination, he was tachycardic but
otherwise relatively stable. His abdomen was considerably
distended but nontender and ﬁlled with palpable stool, yet a
rectal exam revealed no stool. An abdominal X-ray scan
demonstrated multifocal air-ﬂuid levels (Figure 1). Suspecting mechanical obstruction, we performed an abdominal computed tomography scan. It revealed multiple
fecalomas in the transverse colon, wall thickening of the
descending colon, bowel distension from the jejunum to the
transverse colon, moderate ascites, and no evidence of free
air (Figure 2). A gastrograﬁn enema examination revealed
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Figure 3: A gastrograﬁn enema examination revealed expansion
failure of the descending colon and the presence of impacted
fecalomas in the transverse colon (arrows), which could not be
resolved by colonic lavage.
Figure 1: An abdominal X-ray scan demonstrated multifocal airﬂuid levels.

Figure 2: An abdominal computed tomography revealed fecalomas in the transverse colon (arrow), bowel distension from the
jejunum to the transverse colon, and moderate ascites.

expansion failure of the descending colon and the presence
of impacted fecalomas in the transverse colon, which could
not be resolved by colonic lavage (Figure 3). His condition

was not imminent, and we continued conservative observation. However, the vomiting and inability to pass the stool
continued even on the following day, and his abdominal
distension had worsened upon nasogastric tube drainage. He
was taken to the operating room for an emergency endoscopic fecal disimpaction under general anesthesia.
A colonoscopy was performed using a scope of the upper
gastrointestinal tract (GIF TYPE Q260, 9.2 mm in diameter;
Olympus, Tokyo, Japan) with insuﬄation of carbon dioxide.
Edematous mucosa of the descending colon and multiple
giant brown fecalomas were observed to be occupying the
lumen of the transverse colon (Figure 4). Although the
surface of the fecaloma was hard, large, and slippery, repeated shaving of the fecalomas with biopsy forceps resulted
in gradual fragmentation. Finally, after 88 minutes, all
fecalomas had been broken into fragments of a size that we
thought would be able to pass through the anus. Samples
were collected from the colon wall to explore the cause of the
situation using biopsy. After endoscopic disimpaction, the
patient experienced an intermittent bowel movement immediately, and his abdomen was less distended obviously
thereafter. He was able to consume meals after recovery and
was successfully dismissed from hospital care 18 days after
the endoscopic treatment. Later, the pathology of a biopsy
sample taken from the descending colon wall showed 22
eosinophils per high-power ﬁeld (HPF), while all investigations conducted for intestinal motility disorders such as
Hirschsprung’s disease were negative (Figure 5). He was
considered to have a food protein-induced enterocolitis
syndrome, which is a kind of gastrointestinal food allergy. It
was determined that, before the described event, he had
eaten barley for the ﬁrst time in his life. Because an allergy
load test is thought to be risky in the context of severe
gastrointestinal allergy, we are considering performing the
test to conﬁrm his possible barley allergy once he reaches
about three years old.
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(a)

(b)

Figure 4: (a) A colonoscopy revealed a giant brown fecaloma occupying the lumen of the transverse colon. (b) Biopsy forceps splitted the
fecaloma.

Figure 5: The pathology of a biopsy sample taken from the
descending colon wall showed eosinophilic inﬁltration (arrows)
(hematoxylin and eosin staining, ×400).

3. Discussion
Although fecal impaction is a common and disturbing
problem, a fecaloma is a particularly rare form of impaction
in which a mass separable from the rest of the bowel contents
is formed. Fecalomas are most frequently seen in the rectosigmoid area because the stool becomes ﬁrmer, and the
colon diameter is smaller in this area [3, 9]. On the contrary,
the proximal colon is a more unusual site for fecalomas, and
their presence in this location can cause small bowel obstruction like seen in our present case.
Regarding the treatment of fecalomas in the rectosigmoid area, conservative procedures such as bowel rest,
laxatives, enemas, manual evacuation, and colonic lavage are
commonly adopted [1–3]. However, especially in the case of
a fecaloma in the proximal colon or small intestine, endoscopic disimpaction or surgical intervention may be required [6, 8]. Surgical intervention sometimes becomes
necessary due to diﬃculty with reaching these locations by
endoscopy. There are some reports in the literature of
fecalomas successfully dissolved by endoscopic procedures
[2–5]. Recently, more creative endoscopic methods of
fecaloma disimpaction using jumbo forceps or a cola

injection have also been reported in [9, 10]. However, their
use requires much time and eﬀort, and one case took more
than six hours to treat [9]. Therefore, endoscopic procedures
should not be indicated in imminent cases.
While the majority of published cases occurred in adults,
fecalomas sometimes appear in pediatric patients; however,
there are no reports in which the fecalomas were dissolved
by endoscopy [7, 8, 11]. We therefore believe this to be the
ﬁrst reported case of pediatric fecalomas successfully treated
by endoscopic disimpaction. Endoscopic procedures in
pediatric cases require careful maneuvering due to the
fragility of these patients’ intestinal tracts. In our present
case, we selected the endoscope used for the upper gastrointestinal tract because of its small diameter and
attempted to reduce insuﬄation of carbon dioxide during
the procedure. Also, treatment should be performed under
general anesthesia because pediatric patients are prone to
poor ventilation conditions due to increased abdominal
pressure; there is also a possibility of conversion laparotomy
in an emergency case of perforation.
There are multiple causes of fecaloma formation, but in
our case, the cause was not immediately evident as the
patient had no reported history of altered bowel habits.
Chronic constipation is a common problem that can lead to
fecal impaction and even the development of fecalomas
[1–4]. Other diseases which reported to result in fecalomas
include Hirschsprung’s disease, Chagas disease, psychiatric
disorders, intestinal tuberculosis, and scleroderma [3, 7].
However, these causes were not apparent in our case, and a
gastrointestinal food allergy was ultimately suspected because of the pathology of the biopsy specimen taken from
the colon wall. Current recommendations for the diagnosis
of gastrointestinal food allergy include biopsies of the
intestinal mucosa that can reveal the existence of eosinophilia at a concentration greater than 20 per HPF. Our
present case demonstrated 22 eosinophils per HPF and
fulﬁlled the diagnostic criteria for a gastrointestinal food
allergy. Our patient was considered speciﬁcally to have
food protein-induced enterocolitis syndrome due to barley,
which is a cell-mediated, nonimmunoglobulin E-mediated
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gastrointestinal food allergy [12, 13]. While this allergy
sometimes presents together with constipation, it rarely
provokes obstruction [14–17]. Some cases of gastrointestinal food allergy have required surgical intervention due to
intestinal edema or obstruction [12, 13, 17]. The possible
mechanism of bowel obstruction in this disease is suspected
to be that inﬂammatory cytokines such as interferon-c and
tumor necrosis factor-β induce edema of the gastrointestinal mucosa, which causes intestinal peristalsis depression
[18]. In our present case, dehydration due to persistent
vomiting may also have exacerbated fecal stiﬀening, which
rapidly accelerated the progression to fecaloma development with bowel obstruction rather than simple constipation. However, this suggestion is still speculative until
an allergy load test is performed, and it also remains unclear why the patient’s gastrointestinal food allergy materialized mainly in the descending colon.
In conclusion, we herein report a case of fecalomas
inducing small and large bowel obstructions in an infant due
to a suspected gastrointestinal food allergy. The endoscopic
disimpaction of fecalomas is arduous and requires a great
deal of time to perform but is an ideal treatment for use in
patients without an imminent condition to avoid the need to
progress to surgical intervention.
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