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1. Case presentation

The patient was a 71-year-old woman who was referred to

the general surgery clinic due to a severe colonic dilatation

and a fecal mass that was found in her abdominopelvic CT

scan, which was ordered by a nephrologist for approaching

her right flank pain. The patient had experienced bloating

and progressive abdominal distension in the year prior to the

current visit. The last defecation had occurred approximately

20 days prior to the visit, and the last gas passage had oc-

curred the day before the visit.

The patient was an abstainer and non-smoker who had been

taking omeprazole and levothyroxine regularly for the past

ten years for severe gastroesophageal reflux disease (GERD)

and hypothyroidism. She also mentioned a history of appen-

dectomy thirty years ago. There was no history of a similar

problem in the other two siblings. She had suffered from

extreme drug-resistant constipation since childhood. She

had received conservative management for her constipation

since her adolescence. However, her clinical condition re-

mained unchanged, and the patient still suffered from per-

sistent chronic constipation with episodes of severe diarrhea

and fecal incontinence.

The patient’s vital signs were stable and she was slightly

cachectic. Her abdomen was obviously distended, soft,

and without any tenderness. Due to extreme distention,

organomegaly could not be assessed, but fecal masses were

palpable from the abdominal wall in the left flank and the

left lower quadrant of the abdominal region. Bowel sounds

were decreased. On percussion, the abdomen was markedly

tympanic. On examination of the genitalia, the anal orifice

tended to be anterior to the normal position, the distance be-

tween the coccyx and the posterior fourchette of the vagina

was 14 cm, and the distance between the anal orifice and the

posterior fourchette of the vagina was 2 cm (anal position in-

dex (API) = 0.14). On rectal inspection, the anal sphincter also

appeared normal, and there was fecal impaction in the rectal

ampulla. The other organs were normal on examination.

On abdominopelvic CT, she had a severely dilated colon and

signs of right kidney atrophy. There was no evidence of extra-

luminal air, which ruled out bowel perforation (Figure 1).

Figure 1 Coronal view of Abdominopelvic CT scan; Dilated colon

loops with a huge amount of fecal impaction, which completely filled

the abdominal cavity

Pre-operative laboratory tests were all reported in normal

range.

After general anesthesia, the patient underwent a laparo-

tomy. The colon was severely dilated from the cecum to

the rectum, occupying the entire abdominal cavity. The

measured diameter of the cecum and transverse colon was

greater than 25 cm (Figures 2 and 3), and the intestinal loops

were displaced to the upper and posterior parts of the ab-

dominal cavity. The patient underwent total colectomy and

end ileostomy. The patient started oral feeding with water on

the first day following surgery. The drainage volume of the

ileostomy was about 300 ml on the first and second days and

was green in color. Due to low hemoglobin on the first day,

she also received two packed cells (Hb = 7.4). On the second

day, the patient complained of abdominal distension with no

tenderness.

Because of the abdominal distension, an abdominopelvic CT
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scan was performed on the third day. Imaging revealed a vis-

ible pneumoperitoneum and mild free fluid in the abdom-

inal cavity, which could be explained by the procedure she

had undergone. Since the patient’s general health was satis-

factory, no further intervention was ordered and the patient

was kept under observation. On the fourth day, the patient

presented with Ileus. Therefore, a nasogastric (NG) tube was

placed, she became NPO, and conservative management was

started. As a result of NPO and conservative therapy, the reg-

ular amount of ileostomy discharge increased. Finally, the

patient was discharged from the hospital on the ninth post-

operative day with good health conditions, stable vital signs

and tolerance to normal solid diet.

2. Learning points

Chronic megacolon is characterized as colonic dilatation of

more than 6 cm in one or more segments (1). Giant mega-

colon (GMC) is a severe form of chronic megacolon that oc-

curs in a very small percentage of the population (2). Chronic

constipation is the most common cause of megacolon, but it

is unlikely to cause GMC without the presence of mechanical

obstruction, congenital defects, or metabolic and endocrine

disorders (3). Our aim is to present a case of GMC in a woman

in her seventies caused by anterior displacement of the anus

(ADA). It should be mentioned that, ADA is known as one

of the etiologies of constipation in infants and is often diag-

nosed in early infancy, but not in elderly. According to the

studies on ADA malformation, the average age of the patients

rarely exceeds 6 years (4-6). Many believe that delayed diag-

nosis of anorectal malformations in younger patients is asso-

ciated with serious complications and morbidities (7, 8), but

the anomaly in the present patient was not diagnosed until

her eighth decade of life!

Another noteworthy aspect of this case was the extent of the

patient’s megacolon compared to other adult cases of GMC

in adults. We can claim that, this was the largest or one of the

largest non-toxic GMCs ever recorded (2, 9).
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