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I.  Introduction 
Colonoscopic perforation (CP) is widely recognized as one of the most serious complications following 

lower gastrointestinal endoscopies. Although CP is a rare complication, it is associated with a high rate of 
morbidity and mortality[1-5]. This unpleasant complication could result in operation, stoma formation, 

intraabdominal sepsis, prolonged hospital stay, and even death. 

 

Case report: 
A 76 year female, known Diabetic and Hypothyroid, had a h/o  alternating bowel habit for last 2 

months. She was undergoing screening colonscopy when it became apparent that the rectosigmoid junction 

might have become ? perforated. The procedure was abandoned and she was admiited in HDU. Plain X-ray 

abdomen advised and she was resuscitated. On examination, her lower abdomen had diffuse guarding and 

tenderness ,and vitals were normal. X-ray abdomen revealed retroperitoneal free air and  free air under the Rt 

dome of diaphragm. She underwent Exploratory laparotomy and intraoperative findings  shows  4 cm 

perforation size at lower end of sigmoid colon , diverticulum at lower end of sigmoid colon and small collection 
in pelvis. Perforations was repaired by PDS 2-0 and she was discharged on 10th post op day in good condition.  

 

        
Figure 1.Colonoscopic view showing ischemic area in sigmoid colon 

  

        
 

II. Discussion 
The incidence of CP could be as low as 0.016% of all diagnostic colonoscopy procedures[6] and may be 

seen in up to 5% of therapeutic colonoscopies[7,8]. The most common site of colonic perforation is the 
rectosigmoid colon[1-4,12,14,15].  Several factors making this bowel segment vulnerable to being injured include a 
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sharp angulation at either the rectosigmoid junction or the sigmoid descending colon junction, and the great 

mobility of the sigmoid colon. A forceful insertion of an endoscope while having a sigmoid loop formation is 

the leading cause of anti-mesenteric bowel perforation due to an overextension of bowel by the shaft of the 
endoscope. Additionally, the sigmoid colon is commonly involved with diverticular formation[12,16], and the 

muscular layer of the bowel wall may be thin or fragile due to previous inflammation (diverticulitis). Pelvic 

adhesions following previous pelvic operation or infection also contribute to a high incidence of sigmoid 

perforation[2,7]. Patients over 75 years of age also have an approximately 4-6 fold rise in the CP rate as opposed 

to younger patients[9,13,15,17].  

Patients with multiple comorbidities are also at greater risk of this perforation [9,10]. These  include 

diabetes mellitus, chronic pulmonary disease, congestive heart failure, myocardial infarction, cerebrovascular 

disease, peripheral vascular disease, renal insufficiency, liver disease and dementia[19,20]. 

Other risk factors for CP reported in the literature include a history of diverticular disease[9] or previous 

intra-abdominal surgery[17] colonic obstruction as an indication for colonoscopy[15], and female gender[18 ] 

 

Presentation And Diagnosis 

The most common clinical feature of CP is the visualization of an extra-intestinal structure during the 

endoscopic examination[2]. However, CP patients could present with symptoms and signs of peritonitis (mainly 

abdominal pain and tenderness) within several hours after the completion of colonoscopy. 

When perforation is suspected, a plain x-ray of the abdomen  taken to rule out intraperitoneal air. Computed 

tomography (CT) scanning, and magnetic resonance imaging, are also of great help to identify the free gas[2]. 

Triple-contrast or double-contrast (intravenous and rectal) CT scanning is increasingly used in patients with a 

clinical suspicion of colonic perforation[22,23]  

 

Management 

1.Endoscopic closure of the perforation 

2. Operative treatment 

A. Simple closure of the perforation:  
This surgical approach is appropriate in the case of small colonic perforation (< 50% of bowel 

circumference), without significant fecal contamination and concomitant intestinal pathology requiring bowel 

resection. Oversewing of the perforation has been carried out in 25%-56% of immediate perforations, and the 

leakage rate following primary repair was extremely low[1-4,27]. 

 

B. Bowel resection with or without intestinal continuity:  

Bowel resection including the perforation site is required when the perforation site is large, or when 

primary closure of the perforation could compromise the lumen, or when there is concomitant colon pathology 

requiring bowel resection.In the absence of significant intra-abdominal contamination, bowel resection and 

anastomosis can be performed with acceptable morbidity.  However, in extensive tissue inflammation or faecal 
peritonitis, bowel resection without anastomosis should be considered. 

 

C. laparoscopic surgery for CP
[24.29]. 

Prognosis 

Patients with CP could have a remarkably high morbidity and mortality rate depending on their existing 

medical conditions, nature of the perforation, methods of CP management, experience of the care team and 

hospital setting. The 30-d morbidity and mortality rates are 21%-53% and 0%-26%, respectively[1-4,11]. The 

average length of hospital stay in CP patients is 1-3 wk[1,3,5,30]. 

 Surgical site infection is the most common complication, while cardiopulmonary complications and multiple 

organ failure are the leading causes of death[1,2]. 

 

III. Conclusion 
Colonoscopic perforation is a rare complication following lower gastrointestinal endoscopies; however, 

it is associated  with a high rate of morbidity and mortality. Special precautions should be taken during 

therapeutic endoscopy and while performing colonoscopic examination in patients with advanced age or those 

with several comorbidities. Management of patients with CP should be individualized based on patients’ clinical 

grounds and their underlying diseases, nature of the perforation, and concomitant colorectal pathologies. 
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