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An unusual presentation of perforated sigmoid colon

59-year-old woman with a history of

metastatic breast cancer was admit-
ted to a local hospital for palliation of her
bony pain with narcotics and dexametha-
sone. Three weeks later, she experienced
a sudden reduction in her level of con-
sciousness; subcutaneous emphysema of
the thorax, face and neck; and abdominal
distension. Radiographs of her chest and
neck demonstrated pneumopericardium,
pneumomediastinum, pneumoperitone-
um and subcutaneous emphysema in the
neck and the prevertebral space. A com-
puted tomography (CT) scan of her chest
and abdomen confirmed the radiographic
findings but could not identify the source
of free air. A CT scan of her head was nor-
mal. Within 24 hours, her level of con-
sciousness had returned to normal, and
the subcutaneous emphysema had re-
solved. She tolerated a normal diet im-
mediately after this episode and was pass-
ing flatus; she had not had a bowel
movement in 7 days. The admitting phys-
icians suspected an upper gastrointestinal
source of the air. The patient was trans-

ferred to our hospital 4 days after this
episode for further investigations and
management.

On admission to our hospital the pa-
tient denied any nausea, vomiting or
retching, coughing, shortness of breath,
dysphagia and abdominal or chest pain.
On examination she appeared to be in no
distress. Her vital signs were normal, as
were the results of her cardiorespiratory
and abdominal examinations and her lab-
oratory tests, including leukocyte count.
A digital rectal examination revealed nor-
mal, soft stool.

The patient completed an upper gas-
trointestinal swallow with gastrograttin
followed by dilute barium, which dem-
onstrated no esophageal leak. A sub-
sequent CT scan of her chest and
abdomen identified pneumopericardium,
pneumomediastinum and pneumoperi-
toneum (Fig. 1). The CT scan of her
abdomen and pelvis identified free fluid
that contained air and barium (Fig. 2) and
was consistent with a perforated viscus.

Surgical exploration identified a very

FIG. 1. Computed tomography scans of the chest and abdomen demonstrating
pneumopericardium (short black arrow), pneumomediastinum (long black arrow)
and pneumopetritoneum (short white arrow).

thickened and inflamed midsigmoid
colon that had multiple sites of perfora-
tion in the anterior space and into the
retroperitoneal space. There was no clin-
ical evidence of a stercoral perforation.
We drained the retroperitoneal abscess
cavity, performed a Hartmann procedure
and treated the condition with broad-
spectrum antibiotics. The pathology as-
sessment confirmed the colonic perfora-
tion; however, we could not determine
the etiology because there were no diver-
ticuli, ulcers or other mucosal abnormal-
ities present.

Colonic perforation presenting with
pneumoperitoneum, pneumomediastinum
and pneumopericardium has been re-
ported as an uncommon presentation
of colonic perforation secondary to
colonoscopic polypectomy.! A single
case of perforated diverticulitis has also
been reported, which interestingly in-
volved a 50-year-old woman who had
metastatic breast cancer and was taking
steroids.” In both patients, the retroperi-
toneal air tracked up to the mediastinum

FIG. 2. Computed tomography scan of
the pelvis with an extraluminal collec-
tion of fluid containing air and extra-
vasated barium (arrow).

Submitted by Tracey K. Asano, MD, PhD,; Andrew Burns, MD; Brian Pinchuk, MD, and Yaron Shargall, MD, from the Department of

Surgery, University of Torontfo, Toronto, Ont.

Correspondence to: Dr. Y. Shargall, Division of Thoracic Surgery, Department of Surgery, St Joseph’s Health Centre and University
of Toronto, 30 The Queensway, Toronto ON MO6R 1B5; fax 416 530-6114, shargy@stjoe.on.ca

J can chir, Vol. 51, N° 6, décembre 2008

© 2008 Association médicale canadienne



and, from there, into the pericardium and
soft tissues of the head and neck. Cortico-
steroids can be a contributing factor for
colonic perforation, most commonly sec-
ondary to diverticulitis or colonic ulcers.?
Steroids are associated with an absence of
the typical signs and symptoms of peri-
tonitis, resulting in delayed diagnosis and
treatment, higher rates of free peritoneal
perforation and increased mortality.*®
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