
We report two cases of colonoscopy-re-
lated esophageal perforation. The first
was in a 72-year-old manwho underwent
diagnostic colonoscopy. The procedure
was uneventful. Later, he presented with
dyspnea, hypotension, tachycardia, and
abdominal pain. A CT scan showed left
pneumothorax with pneumomediasti-
num. A chest drainwas placed. The patient
improved and no diagnosis was made at
that time. He was transferred to our insti-
tution 10 days after the colonoscopy with
bilateral pleural effusion. Hewas hemody-
namically stable under antibiotic treat-
ment. Radiography using water-soluble
oral contrast revealed a low esophageal
perforation, which was partially drained
through the chest drain (●" Fig. 1).
Two additional chest drains were inserted
and a surgical feeding jejunostomy was
performed. The patient restarted eating
bymouth 2months after the colonoscopy.
The second patient was a 75-year-old
woman with a past history of untreated
hiatal hernia who underwent a routine
follow-up colonoscopy. During the proce-
dure, following abdominal compression to
help the progression of the endoscope,
subcutaneous emphysema appeared. An
emergency CT scan showed bilateral
pneumothorax with pneumomediasti-
num. Two chest drains were inserted.
Emergency radiographs using oral con-
trast showed a distal esophageal perfora-
tion. The patient underwent emergency
laparotomy. Esophageal perforation was
confirmed and cardial perforation was
also discovered. Esophagogastrectomy
with proximal esophagostomy and feed-
ing jejunostomy were performed.
Some cases of Mallory-Weiss tears after
vomiting due to bowel preparation have
been described [1], but only four cases of
colonoscopy-related esophageal perfora-
tion, always in a context of emesis after
drinking the bowel-cleansing solution
[2–5]. Our patients did not complain of
emesis. In our first patient, the perfora-
tion mechanism could be related to the
bowel-cleansing preparation. In our sec-
ond patient (who had a large hiatal her-
nia), high pressure within the abdominal
cavity (colonoscopy plus compression)
was probably the cause of both tears. This
complication could have been avoided if a

nasogastric tube had been inserted prior
to colonoscopy.
Three out of four patients described in the
literature underwent emergency surgery
resulting in a good outcome [2–4]; the
only reported death was of a patient who
had been managed conservatively [5].

Endoscopy_UCTN_Code_CPL_1AJ_2AB

C. Chalumeau1, O. Facy1, F. Radais2,
T. Hueber3, J. P. Houzé4, P. Ortega-Debal-
lon1

1 Department of Digestive, Thoracic and
Oncologic Surgery, University Hospital
of Dijon, France

2 Department of Digestive Surgery,
Saint Antoine Hospital, Paris, France

3 Department of Gastroenterology,
Sens Hospital, Sens, France

4 Department of Visceral Surgery,
Belfort Hospital, Belfort, France

References
1 Santoro MJ, Chen YK, Collen MJ. Polyethylene

glycol electrolyte lavage solution-induced
Mallory-Weiss tears. Am J Gastroenterol
1993; 88: 1292–1293

2 Pham T, Porter T, Carroll G. A case report of
Boerhaave’s syndrome following colonosco-
py preparation. Med J Aust 1993; 159: 708

3 Eisen GM, Jowell PS. Esophageal perforation
after ingestion of colon lavage solution. Am
J Gastroenterol 1995; 90: 2074

4 McBride MA, Vanagunas A.Oesophageal per-
foration associated with polyethylene glycol
electrolyte lavage solution. Gastrointest En-
dosc 1993; 39: 856–857

5 Aljanabi I, Johnston P, Stone G. Spontaneous
rupture of the oesophagus after bowel prep-
aration with polyethylene glycol. Aust N Z J
Surg 2004; 74: 176–177

Bibliography
DOI 10.1055/s-0029-1215158
Endoscopy 2009; 41: E261
© Georg Thieme Verlag KG Stuttgart · New York ·
ISSN 0013-726X

Corresponding author
P. Ortega-Deballon, MD, PhD
Service de Chirurgie Digestive,
Thoracique et Cancérologique
Centre Hospitalier Universitaire du Bocage
2 bd Maréchal de Lattre de Tassigny
21079 Dijon cedex
France
Fax: +33-380293591
pablo.ortega-deballon@chu-dijon.fr

Colonoscopy-related esophageal perforation:
report of two cases

Fig. 1 Upper gastro-
intestinal radiograph
with water-soluble con-
trast in patient 1, show-
ing leakage into the left
pleural space.
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