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Abstract

Conservative Treatment of Colonoscopic Perforation

Na Eun-Jong

Advisor : Prof. Cho Hyun-Jin Ph.D.

Department of Medicine,

Graduate School of Chosun University
Purpose: This study was designed to evaluate the clinical characteristics and
the treatment of colonoscopic perforation and the availability of conservative
treatment as the initial management. Methods: We reviewed the medical
records of the 11 patients who had been treated for the colonoscopic
perforation. Results: Six perforations were related to diagnostic colonoscopy,
whereas 5 occurred from therapeutic colonoscopy. Five patients was
diagnosed during the colonoscopy. 6 patients were diagnosed 12-48 hours
after the colonoscopy. Three patients who showed clear signs of peritonitis
underwent emergency operations. The conservative treatment was done in 8
patients, among them one patient had an operation on the 3rd day after the
perforation. The rest of 7 patients who underwent conservative treatment
were follow—up to 1 month after the perforation with complete remission,
thereby terminating further treatment. Among these patients, one patient had a
recurrent perforation on the 33rd day after the initial perforation and
operation was done. Conclusion: These results suggest that conservative
treatment in a patient with colon perforation could be safely and effectively

performed unless there are frank signs of generalized peritonitis.

Key words : Colonoscopic perforation, Conservative treatment
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Table 1. Clinical details of colonoscopic perforation.

Reason for

No. Age Sex Origin# Examination Site Past history Treatment
1 41 M Out Polypectomy SF Appendectomy Conservative
2 68 F In Hot biopsy S - Conservative
3 56 F Out Screening S HTN Conservative
4 38 F Out Screening C - Conservative
5 35 M In Hot Biopsy C HTN, Aneurysmt Primary closure
6 59 M Out Hot biopsy T - Conservative
7 66 F Out Screening R DM Conservative
8 45 M In Hot biopsy S - Conservative
9 67 M In Screening S Stomach cacner Conservativet
10 62 F In Screening S HTN, DM Primary closure
11 69 M In RS cancer S - AR

SF = Splenic flexure; RS = Rectosigmoid colon; S = Sigmoid colon

T = Transverse colon; C = Cecum; R = Rectum

HTN = Hypertension; DM = Diabetes

* Origin = It means the hospital where the colonoscopy had been performed.

In = Our hospital, Out = Other hospital

T Operation due to anterior communication artery aneurysm, 7 years ago

I The patient and his family refused an initial operative treatment.

AR = Anterior resection.
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Table 2. Clinical details of patients who underwent conservative treatment.

Time to Free Initial WBC NPO

Hospital

Age Sex Reason* Site . Results
g Dx.(days) gas count(/mm”) (days) stay (days)
41 M T SF 1.5 + 18,060 5 8 Improvement
recurrent perforation
68 F T S 1 + 13,740 5 11(32)t
— Tube colostomy
56 F D S Immediate + 8,520 5 18 Improvement
38 F 2 _ 18,330 4 12 Improvement
59 M T T 1 - 8,110 2 5 Improvement
66 F D R Immediate _ 9,230 2 12 Improvement
45 M T S 1 _ 15,350 2 10 Improvement
67 M D S Immediate + 15,720 2 42 Primary closuref

SF = Splenic flexure; S = Sigmoid

R = Rectum.

Dx = diagnosis.

* T = Therapeutic; D= Diagnostic

T 32 hospital day is the sum of two hospitalization.

colon; T = Transverse colon; C = Cecum.

I The patient refused an initial operative treatment, in spite of frank signs of

generalized peritonitis.

14



(1a)

(1c)

Figure 1. Diagnostic modalities of colonoscopic perforation

Fig. la. Chest Xwray Free air under the right diaphragm 1is noted.
(68-year-old woman)

Fig. 1b. Abdominal CT : It shows severe edematous thickening of cecum and
peritoneum.

(38-year-old woman)

Fig. lc. Colonoscopic finding: Rectal perforation with visualization of

perirectal fat is noted. (66-year-old woman)
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Figure 2. Operative findings.

Fig. Z2a. It shows that nearly half-transected sigmoid colon is the noted in
patient with rectosigmoid cancer. (69-year—old man)

Fig. 2b. It shows about 0.5- cm sized perforation hole with marked
surrounding inflammatory reaction on the sigmoid colon. (68-year—old woman

with recurrent perforation)
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