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Spontaneous Perforation of the Colon -
A possible Third Classification

Amanda Prado’

Dear Editor,

The article by Moon et al.! brings a very important differential
diagnosis of spontaneous perforation of the colon (SPC), pathology
seldom recognized by surgeons. The frequency of this emergency
condition may be underestimated and consequently rare reported.
SPC was first described in 18942, as being classified as stercoral or
idiopathic perforation®. Stercoral perforation of the large bowel
is a rare event (with less than 100 cases reported in the literature),
and idiopathic perforation is even more rarely reported.

A 46 years old white man was admitted complaining of
abdominal pain and distension in the past 2 days, partially relieved
with powdered magnesium sulfate. The pain worsened in the last
24 hours, without elimination of flatus or feces. He had a history
of arterial hypertension (treated with captopril and hydrochloro-
thiazide), alcohol and tobacco consumption, and chronic con-
stipation. Stercoral perforation usually occurs in patients with
chronic constipation'. The patient reported constipation in the
last 30 years, worsening in the last 9 years. During this period,
daily laxative use (powdered magnesium sulfate and senna leaves
compound) was necessary for symptom alleviation. He denied
previous hospitalization or surgery. In the admission, the patient
had no fever, presenting distended abdomen, diffuse abdomi-
nal pain and rebound tenderness on physical exam. Laboratory
tests showed 9600 leukocytes with 41% of younger white cells
(bands and metamyelocytes). An abdominal CT scan was per-
formed, showing a sigmoid wall perforation, no fecaloma, and
pneumoperitoneum (Figure 1). A laparotomy was indicated,
showing fecal peritonitis and sigmoid colon perforation, treated
with Hartmann’s procedure. No tumor, fecaloma, or diverticulo-
sis were found. The sigmoid colon had a hypertrophic muscular
wall and a narrowed lumen with a 0.5 cm circular perforation on
the antimesenteric tenia, with necrotic borders. Pathology anal-
ysis evidenced an area of necrosis on the antimesenteric sigmoid

border, precisely in the colic tenia. There were no signs of previous
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pathologies, such as ulcers, or diverticula. Ciprofloxacin, metroni-
dazole and fluconazole were used for 15 days. He was discharged

without any complication. Colonoscopy was performed without

Figure 1. Abdominal CT showing a sigmoid wall perforation,
no fecaloma, and pneumoperitoneum (white arrows).
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any abnormality. The bowel transit was reconstructed 2 months
after the first surgery. He reported improvement of constipa-
tion after sigmoid resection, without any constipation thereafter.

SPCis defined as a sudden perforation of the normal colon in
the absence of tumors, diverticulosis, or external injury’. Stercoral
perforation occurs more frequently on the antimesenteric border of
the rectosigmoid, an area more prone to ischemia because of ana-
tomical vascularization®. The SPC has been classified as stercoral
and idiopathic!% Stercoral perforations are those with rounded
shape perforation with more than 1 cm in diameter; the colon
should be full of stool, which diffuses to the abdominal cavity
through the perforation; microscopical examination should evi-
dence ischemia and necrosis of colonic mucosa leading to feculent
ulcer and acute inflammatory reaction surrounding the perfora-
tion site; and external injury or other diseases such as obstruction,
tumors, and diverticulosis must be excluded. The idiopathic SPC
occurs due to asymmetrical distribution of intraluminal pressure
at the pelvirectal angle in the absence of obvious impacted fecal
matter®. According to Kasahara et al.° idiopathic SPC has a linear
perforation and the feculent ulcer cannot be seen at microscopic
examination. Other characteristics are a clear mucosal edge that
does not extend to the serosa, and a regular broken end of the
muscular layer’. Our patient had chronic constipation with laxa-
tive abuse, a narrowed lumen with a hypertrophic muscular wall
in the sigmoid colon, and necrotic 0.5 cm diameter perforation
on the antimesenteric tenia without fecaloma. Although a higher
association with a layered-enhancing wall thickening was described
in the stercoral SPC', the absence of a fecaloma and a colon per-
foration of only 0.5 cm without surrounding acute inflamma-
tory reaction in the perforation site, prevent its classification as
stercoral SPC. The idiopathic SPC classification is neither possi-
ble: no linear perforation was evidenced and there is no evidence
that an asymmetrical distribution of intraluminal pressure at the

pelvirectal angle could be a reasonable explanation of the perfo-
ration. Moreover, the patient had bowel wall hypertrophy with a
narrowed lumen, aspects not present in the previous classifications.

Chronic constipation has an important association with indis-
criminate laxative use. There is some evidence about colon isch-
emia by hyperosmotic laxatives’, probably by the rapid shift of flu-
ids from the vascular space of the colonic wall circulation into the
luminal space resulting in local hypoperfusion. The mechanism of
bowel ischemia by stimulant laxatives is a combination of colon
motility stimulation with the increase of bowel luminal pressure,
decreasing consequently the colonic perfusion by splanchnic cir-
culation compression’. Our patient used senna leaves compound
(a nonspecific bowel laxative stimulant/irritant) and powdered
magnesium sulfate (a luminally active laxative agent). These lax-
atives may have contributed to impaired perfusion of the colon
wall, leading to its ischemia and spontaneous perforation.

In conclusion, there is probably another pathophysiolog-
ical mechanism that differs from those two described in the
literature. The SPC associated with chronic constipation and
laxative abuse is characterized by a narrowed sigmoid lumen,
hypertrophic bowel wall musculature, no fecaloma, and perfo-
ration on the antimesenteric taenia of sigmoid, in the absence
of other diseases (as tumors, diverticulosis, ulcers, or infection
signs). Many stercoral SPC reported in the literature may be
in fact, an SPC associated with laxative abuse.
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