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A 23−year−old white woman underwent
colonoscopy for the investigation of he−
matochezia. She was found to have a 5−
cm pedunculated polyp in the sigmoid co−
lon (Figure 1). A standard injection−assis−
ted polypectomy was performed. A 10−
mm defect was noted immediately after−

ward at the polypectomy site (Figure 2 a),
and this was closed using six endoscopic
clips (Figure 2 b). The area was tattooed
with India ink.

After the procedure the patient developed
severe abdominal pain and leukocystosis.

Computed tomography showed retroperi−
toneal air. She was managed conserva−
tively, including antibiotics, and was dis−
charged home 5 days later. Histology re−
vealed a tubulovillous adenoma with a
thick portion of the muscularis propria in−
vaginated in the stalk (Figure 3). Her fol−
low−up colonoscopy at 6 months was nor−
mal (Figure 4).

In general, polyp stalks do not contain a
muscularis propria layer. However, re−
moval of the muscularis propria layer is
strongly correlated with colon perforation
in patients with large colonic lipomas [1].
The exact frequency of this finding in
post−polypectomy perforation is un−
known. In our patient, intestinal peristal−
sis probably caused a continuous pulling
effect on the polyp and its pedicle, which
dragged the attached bowel segment, re−
sulting in mechanical protrusion of the
deeper layer of the bowel wall into the
polyp stalk. Pedunculated tumors have
been reported to act as the leading point
in intussusception [2]. There is limited
evidence that large lipomas can be re−
moved safely by endoscopy after endoso−
nographically confirming that the muscu−
laris propria layer is not involved [3]. The
same approach might apply to large ped−
unculated polyps with a broad pedicle.
Endosonographic evaluation prior to en−
doscopic removal might identify the pres−
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Figure 3 Histologi−
cal section of the
polyp stalk, showing
normal colonic
glands in the stalk
(upper−left−hand
corner), and a thick
portion of muscu−
laris propria invagi−
nation (lower−right−
hand corner)(hema−
toxylin and eosin
stain, original mag−
nification � 40).

Figure 2 Endoscopic views of the post−poly−
pectomy site, showing the defect before clo−
sure (a) and the closure of the perforation
with endoclips (b).

Figure 1 Endoscopic views showing the
polyp in the sigmoid colon (a) and the pedicle
of the polyp (b).

Figure 4 Endoscopic view of the polypec−
tomy site 6 months later.
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ence of a muscularis propria layer in the
stalk and could help to avoid the compli−
cation of post−polypectomy perforation
in this setting.

The use of endoclips to close gastrointes−
tinal perforations has been reported pre−
viously [4], based on the premise that im−
mediate closure of the perforation should
minimize contamination of the peritoneal
cavity. However, controlled data are lack−
ing. We treated our patient conservatively
because of the small size of the perfora−
tion and because it was closed immedi−
ately, thus minimizing the risk of fecal
contamination.
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