


Case report 
Fecal Peritonitis Due to Caecal Perforation Following Appendicectomy: A    Case Report

                                 

ABSRTACT: 

Fecal peritonitis is a life-threatening surgical emergency resulting from gastrointestinal tract perforation. We report a 52-year-old male who presented with abdominal pain, distension, and feculent discharge from a postoperative wound following appendicectomy. Ultrasonography suggested bowel perforation with intra-abdominal contamination. Emergency exploratory laparotomy confirmed caecal perforation with fecal peritonitis, which was managed surgically along with intensive supportive care. Early recognition and prompt surgical source control are essential to reduce morbidity and mortality
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INTRODUCTION

Fecal peritonitis is a severe and potentially fatal form of secondary peritonitis caused by contamination of the peritoneal cavity with fecal matter following gastrointestinal tract perforation. It is associated with high rates of sepsis, multiorgan dysfunction, prolonged hospital stay, and mortality despite advances in surgical techniques and antimicrobial therapy. Colonic and caecal perforations are particularly dangerous due to the high bacterial load and virulence of colonic flora, leading to rapid systemic inflammatory response and septic shock if not promptly managed.¹

Caecal perforation may occur as a complication of acute appendicitis, postoperative anastomotic failure, ischemia, trauma, or iatrogenic injury following abdominal surgery. Delayed diagnosis or inadequate source control significantly increases morbidity. Clinical presentation often includes abdominal pain, fever, ileus, feculent discharge from surgical wounds or drains, and signs of systemic toxicity. Imaging modalities such as ultrasonography and computed tomography play a crucial role in identifying intra-abdominal collections and bowel perforation.²

The cornerstone of management of fecal peritonitis includes early recognition, prompt surgical intervention for source control, adequate peritoneal lavage, diversion procedures such as loop ileostomy when indicated, and broad-spectrum antibiotic therapy guided by culture sensitivity. Multidisciplinary postoperative care focusing on hemodynamic stabilization, electrolyte correction, nutritional support, and infection control is essential for favorable outcomes.³

In addition to the surgical management, early resuscitation and aggressive sepsis control play a critical role in improving patient survival. Patients with fecal peritonitis often present with systemic inflammatory response syndrome (SIRS), which may rapidly progress to septic shock if appropriate interventions are not initiated promptly. Early fluid resuscitation, timely administration of antibiotics, and close monitoring in intensive care settings are frequently required. The severity of peritoneal contamination and delay in operative intervention are considered important predictors of morbidity and mortality in such patients.
Postoperative complications such as wound infection, intra-abdominal abscess formation, anastomotic leakage, and prolonged ileus are common in patients with fecal peritonitis. Therefore, careful postoperative monitoring and supportive management are essential to ensure recovery. Advances in surgical techniques, critical care management, and antimicrobial therapy have improved outcomes; however, fecal peritonitis continues to remain a significant surgical challenge due to its aggressive clinical course.





CASE PRESENTATION

A 52-year-old male patient presented to the emergency department with complaints of feculent discharge from the surgical wound and drain site for the past one day. The discharge was foul-smelling and was associated with severe abdominal pain, progressive abdominal distension, and obstipation, which refers to the absence of passage of stool and flatus. These symptoms had developed gradually after the patient had undergone abdominal surgery. The patient had a recent medical history of acute appendicitis, for which he had undergone open laparotomy with appendicectomy at an outside hospital a few days earlier. During the initial surgery, an intra-abdominal drain had been placed to monitor postoperative fluid collection and prevent accumulation of infected material. However, after being discharged from the hospital, the patient began to experience increasing abdominal discomfort, bloating, and abnormal discharge from the surgical wound and drain site. The foul-smelling feculent discharge raised suspicion of a possible bowel injury or perforation leading to intra-abdominal contamination.
On general physical examination, the patient was conscious, alert, and oriented to time, place, and person, but he appeared visibly ill, uncomfortable, and in distress due to abdominal pain. His vital signs revealed tachycardia, suggesting a systemic inflammatory response and possible developing sepsis. Other vital parameters were carefully monitored to assess hemodynamic stability. On abdominal examination, the abdomen appeared distended and tense. Palpation revealed diffuse tenderness with guarding, which are classical signs suggestive of peritoneal irritation and generalized peritonitis. In addition, feculent material was noted discharging from both the surgical wound and the drain site, strongly indicating communication between the bowel lumen and the external wound, thereby raising a high suspicion of bowel perforation or anastomotic leakage.
Laboratory investigations were performed to assess the patient’s clinical status and to identify signs of infection. The complete blood count revealed leukocytosis, which indicated an ongoing infectious or inflammatory process within the body. Other laboratory parameters were evaluated to assess electrolyte balance, renal function, and overall systemic involvement. For further diagnostic evaluation, ultrasonography (USG) of the abdomen and pelvis was performed. The ultrasound findings demonstrated free fluid in the inter-bowel loops, a localized collection in the right iliac fossa (RIF), and a hyper-echoic bowel wall, findings that were highly suggestive of bowel perforation with intra-abdominal contamination and developing fecal peritonitis.
Based on the patient’s clinical presentation, physical examination findings, and imaging results, a provisional diagnosis of caecal perforation with fecal peritonitis was made. Considering the severity of the condition and the risk of rapid progression to sepsis and multi-organ dysfunction, the patient was immediately prepared for emergency exploratory laparotomy. During the surgical exploration of the abdominal cavity, a perforation in the caecum was identified as the primary source of fecal contamination. The affected area was carefully assessed, and the perforation was surgically repaired. In order to prevent further contamination of the peritoneal cavity and to allow adequate healing of the bowel, a diverting loop ileostomy was created to temporarily divert the fecal stream.
Following the surgery, the patient was transferred to the Intensive Care Unit (ICU) for close postoperative monitoring and supportive management. He was started on broad-spectrum intravenous antibiotics to control intra-abdominal infection and prevent septic complications. In addition, intravenous fluids, electrolyte correction, analgesics, and supportive care were provided to stabilize his condition. Continuous monitoring of vital signs, urine output, and laboratory parameters was carried out to detect any complications early. With timely surgical intervention, effective infection control, and comprehensive postoperative care, the patient showed gradual clinical improvement over the following days. His abdominal symptoms subsided, laboratory parameters normalized, and he eventually demonstrated satisfactory recovery under close medical supervision.
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DISCUSSION

Fecal peritonitis is a severe and life-threatening form of secondary peritonitis that occurs when fecal material leaks into the peritoneal cavity due to perforation of the gastrointestinal tract. This contamination results in a massive bacterial load within the abdominal cavity, leading to intense inflammatory reactions and rapid progression to sepsis if not treated promptly. The condition is associated with significant morbidity and mortality and remains a major surgical challenge despite advances in antimicrobial therapy and critical care management. Common causes of fecal peritonitis include appendiceal perforation, colonic perforation, traumatic bowel injury, intestinal ischemia, and postoperative complications such as anastomotic leaks following gastrointestinal surgery5˒6.
The pathophysiology of fecal peritonitis involves contamination of the sterile peritoneal cavity by intestinal flora containing a mixture of aerobic and anaerobic organisms. Frequently isolated pathogens include Escherichia coli, Bacteroides fragilis, Enterococcus species, and other Gram-negative bacteria7. These organisms trigger a severe inflammatory response within the peritoneum, leading to increased vascular permeability, fluid exudation, and formation of intra-abdominal collections. The resulting systemic inflammatory response syndrome (SIRS) can rapidly progress to sepsis, septic shock, and multi-organ dysfunction syndrome (MODS) if timely intervention is not provided. Reported mortality rates for fecal peritonitis range between 20% and 40%, particularly in elderly patients, those with comorbidities, or cases where diagnosis and surgical intervention are delayed8.
Clinically, patients with fecal peritonitis typically present with symptoms such as severe abdominal pain, abdominal distension, fever, nausea, vomiting, and obstipation. On physical examination, signs of generalized peritonitis such as abdominal tenderness, guarding, rigidity, and rebound tenderness may be present. In postoperative patients, the presence of feculent discharge from surgical wounds or drains should immediately raise suspicion for bowel perforation or anastomotic leakage9. Laboratory investigations usually demonstrate leukocytosis, elevated inflammatory markers, and electrolyte imbalances due to systemic infection and dehydration.
Imaging studies play an important role in supporting the clinical diagnosis. Computed tomography (CT) of the abdomen is considered the most sensitive imaging modality for detecting bowel perforation, pneumoperitoneum, intra-abdominal abscesses, and fluid collections10. However, ultrasonography remains a useful and readily available diagnostic tool, particularly in emergency and resource-limited settings. Ultrasound can detect free intraperitoneal fluid, localized collections, and bowel wall abnormalities, which may suggest underlying perforation or intra-abdominal infection11. Nevertheless, the definitive diagnosis of fecal peritonitis is often established during exploratory laparotomy, which allows direct visualization of the perforation and immediate therapeutic intervention.
The cornerstone of management for fecal peritonitis is early and effective surgical source control. This involves identifying the site of perforation and performing appropriate surgical procedures such as primary repair, bowel resection with anastomosis, or creation of a diverting stoma such as an ileostomy or colostomy to prevent further contamination of the peritoneal cavity12. Thorough peritoneal lavage and drainage are essential steps to remove contaminated material and reduce the bacterial load. Delays in operative management are strongly associated with increased risk of septic complications and mortality.
In addition to surgical treatment, aggressive supportive care is essential for improving patient outcomes. This includes prompt administration of broad-spectrum intravenous antibiotics targeting Gram-negative and anaerobic organisms, adequate fluid resuscitation, correction of electrolyte imbalances, and hemodynamic stabilization. Many patients require close monitoring in an intensive care unit for early detection and management of complications such as septic shock, respiratory failure, or renal dysfunction13. Early nutritional support and multidisciplinary management involving surgeons, intensivists, and infectious disease specialists further contribute to improved recovery and reduced postoperative complications.
Overall, fecal peritonitis remains a critical surgical emergency requiring rapid diagnosis and immediate intervention. Early recognition, prompt surgical source control, and comprehensive postoperative care are the key factors that significantly reduce morbidity and mortality associated with this condition.


Conclusion


Fecal peritonitis is a serious and life-threatening surgical emergency that occurs when fecal material leaks into the peritoneal cavity due to perforation of the gastrointestinal tract. This condition leads to severe infection and inflammation of the peritoneum and is associated with high morbidity and mortality if not recognized and treated promptly. The presence of fecal contamination within the abdominal cavity rapidly results in bacterial proliferation, systemic infection, and sepsis, which can progress to septic shock and multi-organ failure if appropriate treatment is delayed.
Early recognition of fecal peritonitis is crucial for improving patient survival. Diagnosis is primarily based on clinical suspicion, which arises from symptoms such as severe abdominal pain, abdominal distension, fever, vomiting, obstipation, and signs of generalized peritonitis like guarding and rigidity. Laboratory investigations may reveal leukocytosis and elevated inflammatory markers, indicating an ongoing infection. Imaging studies such as ultrasonography (USG) or computed tomography (CT) scans play an important role in confirming the diagnosis by detecting free fluid, intra-abdominal collections, or evidence of bowel perforation.
The cornerstone of management in fecal peritonitis is timely surgical intervention for source control. Emergency exploratory laparotomy is usually required to identify and repair the perforation, remove contaminated material, and establish adequate drainage. In some cases, procedures such as bowel repair, resection, or creation of a stoma (ileostomy or colostomy) may be necessary to prevent further contamination and allow healing.
In addition to surgery, prompt initiation of broad-spectrum intravenous antibiotics, aggressive fluid resuscitation, electrolyte correction, and intensive monitoring are essential components of treatment. A multidisciplinary approach involving surgeons, anesthesiologists, and critical care specialists significantly improves patient outcomes. Delays in diagnosis or surgical management can dramatically worsen the prognosis; therefore, maintaining a high index of suspicion and early operative management is essential for improving survival and reducing complications.
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