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Abstract 
A 27-year-old female with a history of Crohn’s disease and familial adeno-
matous polyposis (FAP) presented to the emergency department (ED) with 
severe abdominal pain after an endoscopic exam. Chest and abdominal radio-
graphs revealed massive pneumoperitoneum and the patient underwent 
emergent exploratory surgery. Herein, we discuss the management and out-
comes of this case. The importance of a thorough history and physical exam 
when evaluating for an acute abdomen and thus the development of a suc-
cessful management plan is also underscored.  
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1. Introduction 

Iatrogenic perforations are an uncommon but clinically and potentially cata-
strophic complication of endoscopic procedures. The incidence of iatrogenic 
perforations is thought to be increasing because of the expanded use of endos-
copic screening programs and the widening array indications for endoscopic 
procedures [1]. Immediate identification and emergent surgical consultation are 
needed and a delay in care may result in rapid patient demise. It is imperative 
that the emergency medicine physician be eminently aware of the risks of post- 
procedural iatrogenic perforations and mobilizes all requisite resources without 
hesitation. We describe a case of iatrogenic perforation where the patient with-
out emergent intervention would have likely succumbed to her condition. The 
case presentation herein provides a framework for our discussion of the state of 
the art care for such patients and describes what the physician needs to know in 
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order to manage such emergent cases.  

2. Case Presentation 

A 27-year-old female with a history of Crohn’s disease and familial adenomatous 
polyposis (FAP) presented the emergency department (ED) complaining of de-
bilitating abdominal pain. The patient had undergone surveillance esophagoga-
stroduodenoscopy and pouchoscopy for her chronic condition at an outside fa-
cility earlier in the day and had been discharged after an uneventful 
post-procedural recovery period. Of note, the patient had multiple intestinal re-
section surgeries stemming from her Crohn’s disease and FAP. Upon return 
home the patient began to have progressively worsening abdominal pain asso-
ciated with abdominal bloating, nausea, and vomiting. 

Upon presentation to the emergency department, the patient appeared toxic 
and her presenting vital signs revealed a heart rate of 93, blood pressure of 
117/80, temperature of 37.7˚C and respiratory rate of 16. Her pulse oximetry was 
100% on room air. Physical examination was remarkable for an exquisitely ten-
der rigid abdomen with abdominal guarding. While the patient was afebrile and 
hemodynamically stable, she appeared quite ill and in distress. Intravenous flu-
ids and antibiotics which included vancomycin, metronidazole and cefepime 
were immediately administered and the patient was given morphine for analge-
sia. Labs were significant for a white cell count of 21,000 cell/mm3 with 86% 
neutrophiles and hemoglobin of 11.4 g/dL. Her electrolytes were within normal 
limits and her bicarbonate level was 18 mmol/L with a normal anion gap. The 
presentation was highly suspicious for a perforated viscous; subsequent chest 
and abdominal radiographs were obtained emergently and showed massive 
pneumoperitoneum and dilated bowel in the left abdomen in the region of the 
prior surgical anastomosis (Figure 1 and Figure 2) confirming our suspicions.  

 

 
Figure 1. Massive iatrogenic pneumoperitoneum and dilated bowel in the left abdomen 
in the region of the prior surgical anastomosis post endoscopy.  
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Figure 2. Massive iatrogenic pneumoperitoneum and dilated bowel in the left abdomen 
post endoscopy. 

 
Emergent surgical consultation was called for evaluation of an enteric perfora-

tion status post esophagogastroduodenoscopy and pouchoscopy. Based on the 
clinical scenario and imaging studies, the patient was taken immediately to the 
operating room for an exploratory laparotomy and was found to have a dilated 
enteroenterostomy with air within the mesentery; the site of enteric perforation 
was discovered and had spontaneously sealed. The patient had an uneventful 
post-operative course and had a return of bowel function four days after her 
surgery. The patient was discharged on post-operative day five and has had no 
subsequent bowel obstructions since.  

3. Discussion 

Iatrogenic perforations are an uncommon but clinically and potentially cata-
strophic complication of endoscopic procedures. The incidence of iatrogenic 
perforations is posited to increase simply because of the expanded implementa-
tion of endoscopic screening programs and the widening array indications for 
endoscopic procedures [1]. Moreover, early identification of perforation and 
immediate intervention significantly improves patient outcomes. For these crit-
ical reasons, understanding of the risks of iatrogenic perforations and expedient 
identification and management of patients who present with abdominal pain af-
ter a recent endoscopy is important in the acute-care setting. Such patients re-
quire rapid diagnosis and immediate mobilization of resources for definitive 
care. General care includes following a strict nil per os regimen, intravenous 
proton pump inhibitors, broad spectrum antibiotics, intravenous fluid resuscita-
tion, pain management and emergent surgical consultation for repair of sus-
pected perforation.  

Perforations often go unrecognized at the time of the procedure and physi-
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cians should thus maintain a high suspicion for such complications in 
post-endoscopy patients [1] [2]. Signs and symptoms are dependent on the site 
of perforation and often include generalized abdominal pain, nausea, vomiting, 
anorexia, chest pain, and shortness of breath. Late presentations may addition-
ally include systemic inflammatory response, hypotension, altered mental status, 
sepsis and fulminant septic shock [1].  

Abdominal and chest radiographs may show pneumomediastinum or pneu-
moperitoneum, as was noted in this case. However, radiographs are poorly sen-
sitive and specific for perforations and are considered sub-optimal to computed 
tomography scanning, which should be obtained when feasible [3]. Computed 
tomography can localize the site of perforation of a hollow viscous which is an 
important key for emergent surgery. Computed tomography can provide details 
regarding the site of perforation through direct and indirect signs including bo-
wel wall thickening, a localized hollow viscous or bowel wall defect or the pres-
ence of extraluminal gas which is likely adjacent to the perforation site.  

Management of these patients includes placement of large bore intravenous 
catheters, rapid fluid resuscitation, intravenous antibiotics and emergent surgical 
consultation [3]. Surgical consultation should not be delayed as early surgical 
intervention when indicated, substantially impacts the post-perforation outcome 
[4]. Our patient underwent an immediate exploratory laparotomy, which re-
vealed the site perforation was the small bowel which had sealed spontaneously. 
The patient had an uneventful post-surgical course and was discharged after five 
days without any negative outcomes.  

4. Conclusion 

Perforated viscosity is a serious and life threatening emergency and needs to be 
diagnosed immediately as this represents a true emergency which requires 
emergent surgery consulting and intervention. In a climate of advanced tech-
nology and increasing medical complexity, thorough history and physical exam 
skills with a heightened clinical suspicion and vigilance are often better than ad-
vanced imaging or laboratory studies. This case was diagnosed clinically and 
corroborated with a simple abdominal series films.  
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