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Definition CT findings

# Delayed perforation is an intestinal perforation z
that is detected after the scope has been withdrawn
following completion of ESD/EMR during which perforation did not occur
7 most cases of delayed perforation occur within 14 h after the operation
# Mechanism:
2 Subtle injury to the muscularis propria

# Symptoms and signs:
) abdominal pain, fever, and inflammatory response

# Diagnosis:
Abdominal CT
Plain X-ray
~ Elevated CRP and WBC
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Frequency

# Perforation rates associated to colonoscopy
# Perforation rates associated to polypectomy

Table 1. Complication rates per colonoscopy indication
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Factors predicting deep muscular injury during EMR What about the Japanese?
and supposedly delayed perforation

An Pertoration Adjusted odds ratio
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Management: there is no EBM! Case #1
Table 4 Dificren sul
surgery after ¢ erfor
# Japanese guidelines Colorectal ESD/EN # Woman 79y
‘Surgeons must be called for emerg Survivor  Non-survivor old
(n=26) (m=3) P # ASA2
# Korean report: # ESDright
‘According to the present results, p Mean age (vears) 739 (o 048 " colon
can be managed conservatively in t Sex or # 12h post-op
peritonitis’ Female 20 ! 0.18 Pain
Male o 2
Delay to surgery (days) 09 1.8 0.29 Fever
L] : i i H : -
Surgery . Peritonitis
Mortality 10% No 21 1 014 # CT
Complications 34.5% Yes 5 2 # Augmentin IV
Reoperation 14% Cause of perforation # Home at day
Secondary surgery 23% Mechanical 12 2 0.3 5
Permanent colostomy 3% Barotraunsa n 9
Polypectomy /coagulation 3 1
ASA classification
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Tanaka, Dig Endoscopy 2015; Shin, Clin Radiol 2015; van der Sluis, Colorectal Disease 2011

Case #2 Summary (no conclusions possible)
# Man 79y old # Be aware
# ASA2
# ESD right colon # Know the risk factors
# Same night
© # Inspect your resection site
Pain

& CT # Consider conservative management
# Home at day
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