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Safety of Conservative Treatment of Col-
onoscopic Perforation

Eun-Jong Na, M.D., Kyung-Jong Kim, M.D., Young-Don
Min, M.D.

Department of Surgery, College of Medicine, Chosun University,
Gwangju, Korea

Purpose: Colonoscopy is a relatively safe procedure.
However, various complications, such as hemorrhage or
perforation, can occur, and among them, perforation can
lead to death. This study was designed to evaluate the
clinical characteristics and the treatment of colonoscopic
perforation, as well as the availability of conservative treat-
ment as the initial management. Methods: We reviewed
the medical records of the || patients who had been
treated for colonoscopic perforation from May 2003 to
April 2005. Results: Six perforations were related to
diagnostic colonoscopy whereas five occurred from ther-
apeutic colonoscopy. The sigmoid colon was the most
common perforation site (6 patients), followed by the
cecum 2 patients and the transverse colon, splenic flexure,
and the rectum | patient each. Five patients were diag-
nosed during colonoscopy. Six patients were diagnosed
12~48 hours after the colonoscopy. Three patients who
showed definite signs of peritonitis underwent emergency
operations. A conservative treatment was done in eight
patients; among them, one patient had an operation on the
3rd. day after the perforation. The remaining seven patients
underwent conservative treatment and were followed for
up to | month without complications. Among these pa-
tients, one patient had a recurrent perforation on the 33rd
day after the initial perforation, and an operation was done.
Conclusions: These results suggest that conservative treat-
ment in patients with colon perforations is safe and effective
unless there are obvious signs of generalized peritonitis.
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Table 1. Clinical details of colonoscopic perforation

No. Age Sex Origin* ReaSQn for Site Past history Treatment
examination

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 cancer Conservative’
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; ' Operation due to anterior communication artery aneurysm, 7 years ago. ¥ The patient and his family
refused an initial operative treatment. AR = anterior resection.

]
o AA 1B B4 F, WA HFWA Fow
@ Agol ewolgom, sHe Ard oA
Agol wASAY. AVH BFRAFS NAHE ATHTable 2.
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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 Dx. (days) gas count (/mm3) (days) stay (days) Results

41 M T SF 1.5 + 18,060 5 8 Improvement

68 F T S 1 + 13,740 5 1 (32)+ Recurrent perforation
— Tube colostomy

56 F D S Immediate + 8,520 5 18 Improvement

38 F D C 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 closure’

SF = splenic ﬂexure S = sigmoid colon; T = transverse colon; C = cecum; R = rectum; Dx = diagnosis; *T = therapeutic;
D= diagnostic; "3 hospital day is the sum of two hospitalization. ¥ The patient refused an initial operative treatment, in spite
of frank signs of generalized peritonitis.

Fig. 1. Diagnostic modalities of colonoscopic per-
foration. (A) Chest X-ray: Free air under the right
diaphragm is noted (68-years-old woman). (B) Abdom-
inal CT: It shows severe edematous thickening of
cecum and peritoneum (38-years-old woman). (C)
Colonoscopic finding: Rectal perforation with visuali-
zation of perirectal fat is noted (66-years-old woman).
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Fig. 2. Operative findings. (A) It shows that nearly half-transected sigmoid colon is the noted in the patient with rectosigmoid
cancer (69-years-old man). (B) It shows about 0.5 cm sized perforation hole with marked surrounding inflammatory reaction
on the sigmoid colon (68-years-old woman with recurrent perforation).
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