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Post — Polypectomy syndrome:
AvVoyvoplon Kol OVTILETMOTTLON
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» TTolvmodektouny / EMR 12
— Awdtpnon: 0,016-1,3%
— Awoppayio
* Atemepfortikn N Tpowun: 2,5-10%
* Kabvotepnuévn: 1-20%

« ESD
— Alarpncn 1.2-4% (otopoyoq) 2, 1.4-10% (o
évtepo) 4
— Atuoppowwc 7-15.6% (otopoyoq) 3, 1-2% (moyo
évtepo) 4
Paraskeva et al. Expert Rev Gastroenterol Hepatol. 2014 ;8:963-72.
Voudoukis et al. Clin Endosc. 2015; 48:136-41.

Lee at al. Gastric Cancer. 2012 ;15:83-90.
Yamashina T et al. J Gastroenterol Hepatol. 2016 ;31:615-20.
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The postpolypectomy coagulation syndrome
Jerome D, Waye, MDD

major complications of colonoscopic polypecs
tomy are perforation and bleeding, but there is anather
complication which | have called the “postpolypec.
tomy coagulation syndrome.” So far, this has not ap-
peared i the medical hterature, but it is a very real
problem for those wh mave colon polyps. The
“roagulation syndrome” occurs after polypectomy
and consists of localized abdominal pain. signs of
iritation, and fever. This syndrome is
al injury to tissue during electrocau-
& necrosis extends into the submucosa, caus-
ble amount of symptomatic reaction. Pa
s of appendicitis have the same
i the “postpolypectomy coagu-
lation syndrome.” They, too, have signs of periteneal

flammation such as pain on palpation, rebound
tendemness, fever, and leukocytosis. The pain is usually
located at the site of polypectomy. The syndrome
occurs with pedunculated polyps but is mueh mose
frequent with removal of sessile lesions. This syndrome
is not produced by a contralateral wall bum, which
Iy, in my opinion. As much as everyone
s concemed about having a polyp touching the op.
posite wall during cautery removal, significant wall
burns are extremely unusual

The removal of a sessile polyp with a faidy brosd
Base necessitates a lot of coagulation current at the
Nwt'l of the colon wall. The longer the current is
ter the degree of thermal coagulation
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ing a vari
tiens with diverticul

findings as are se
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of narmal cobonic tissue, It is in those patients fron

whom a wide based colon polyp is resected that we
may expect 1o find evidence of peritoneal irritation,
One has to be very careful how one applies the snare
1o a polyp before stepping on the cautery pedal. If the
snare is not completely lightened around the base of
the polyp, and a portion of the snare is in contact with
the Bowel wall, 3 severe ocalized burn may be pro-
duced during cument application. A similar, bul more
gnificant, complication may oceur when a piece of
ormal wall mucosa becomes incarcerated within the
and is compressed with the pedicle of a polyp

le
nhr'n the snare is closed. A free perforation may ensue

he patient may develop the postpolypectamy eo
agulation syndrome.

The posipolypectomy syndrome is not due 1o per
fosation, but this must always be considered and ex-
cluded when symptoms occur within 12 hours follow
ing polypectomy. Il the patient complains of pain or
develops a fever (sometimes as high as 102°C), peri
1oneal irritation, and leukocytosis, obtain three posi
tional fitms of the abdomen 10 exclude free air, Op-
eration for patients with the syndrome must be
avoided because Ihn\ |k> wery well with conservative
therapy. (If | 3 Iy, a
whitening of the serosa at rh.- site of pol\ pectomy and
somae serous fluid in the peritoneal cavity are seen.}
Oral inake is discontinued and intravenous fluids
given. Antibiotics are administered if considered nec
essary. Careful observation is essential

All endoscopists should know about this complica-
tion 50 as to avoid premature exploratory laparctonmy.
Of course, if the patients condition deteriorates or
free peritoneal air is noted, it means a perforation has
occurred, bul usually a fransmural burn is associated
with a benign outcome.

GASTROMTESTINAL ENDOSCOPY

 Postpolypectomy
coagulation syndrome.

* TIovoc, meprrtovaikog
epeDIoUOC Ko TVPETOC
evtog 12mpov and
TOAVTTOOEKTOUT).

* Alto n 16TIKN OgpLuKn
BAGPN.

* YKOANKOEWITION,
EKKOATTOUOTITION,
ordtpnon (AA) mapduota
GUUTTOLOTOL.
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 Post polypectomy syndrome n  post
polypectomy coagulation vy electrocoagulation
syndrome 7 transmural burn syndrome 1 post
endoscopic submucosal dissection

electrocoagulation syndrome.
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* YUUTTOUOTOAOYIO,  KOIAIKOU  QAYyOvG  UE
gooucOncio otMv v 1t Pdaber mieon oty
TEPLOYN TNC TOAVTEKTOUNG + TEPITOVOIKOC
epebionog  (rebound) + mvpetikny  kivnom
(>37,6°C) = 1 @AeypovoomVv OekT®V (AgvKa
awpooaipta, CRP) oe acBev mov &yet
vtoPAnOel o©€ TOAVLTOOEKTOUN) GE YPOVIKO
OLACTNUO OTTO ALYEC MPEC LETA MOC KOl / JUEPEC
LETA TNV EVOOGKOTNON.
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* AmotéAeopo  OlOTOLYOUATIKNG PAAPNS mov
TPOKOAAELTOL OO TOV £pEOIGUO TOV HLIKOD Kot
TOL OPOYOVOL YLTOVO OO0 TNV EQEOPLOYN
NAEKTPOOLOEPULOC KOTO TN OWOPKELN ULOG
TOAVTOOEKTOUNC.
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* Mmopei va cuuPet og
OTTOLOONTTOTE GTUELD TOV
TEMTIKOV GOANVA
EQPOCOV YIVEL EQUPLOYT
olafepuioc oe
TOAVTTOOEKTOUN.

Jejunal post-polypectomy syndrome

A 65-year-old woman, with a longstand-
ing history of obscure gastrointestinal
bleeding and anemia, and following unre-
vealing upper endoscopy. push enteros-
copy. and colonascopy. was found to have
active bleeding in the jejunum on @psule
endoscopy. Anterograde double-balloon
enterascopy revealed a large 2-cm pedun-
culated polyp in the praximal jejunum
(© Fig.1a). which was resected using a
hot snare. Additionally, the site was
marked ty injection of SFOT tattoo ink
and the polypectomy site was closed
using a Resolution clip (Boston Sdentific,
Natick, Massachusetts, USA) (9 Fig. 1b)
There were no immediate post-proce-

Bg.1 2 Pedunadzed
Poyp Inthe pmximal
o of 2 65yearald
woeran with 3 long-
sanding histary of ob-
saregasranmatnd
Bleeding and anemia
who was found to have
actve bleeding in e
Fjunam on cpsule
endascopy. b The ex
ased polyp.

dural complications and the patient was
discharged.

Several hours later, the patient developed
severe, sharp, diffuse abdominal pain
associated with nausea, nonbilious eme-
sis fever, and chills, and she was seen in
the emergency room the next day. On
physical examination, she was found to
have rebound tendemess to palpation in
the left lower quadrant. Laboratory stud-
les were significant for leukocytosis and a
white blood cell count of 15.9x10%/mm?®,
consisting of 86% neutrophils Liver func-
tion tests showed no abnormalities and
her serum lipase level was found to be
within normal limits. An abdominal com-
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puted tomography scan showed normal
findings and ruled out possible perfora-
ton or pancreatitis secondary to the pro-
cedure. Thus, adiagnosis of post-polypec-
tomy syndrome was made. The patient
was started on intravenous broad-spec-
trum antibiotics along with intravenous
fluids and bowel rest Her symptoms
improved and she was discharged. The
exdsed polyp was found to be a Peutz-
Jegher polyp an pathologic examination.
Post-polypectomy syndrome s a well
established complication after colonos-
copy in which a polyp is removed by elec-
trocoagulation. The syndrome is charac
terized by the development of abdominal
pain, fever, leukocytosis, and peritoneal
symptoms following the procedure [1]. It
is thought that syndrome occurs due to
extension of a transmural bum past the
murosa into the miscularis mucosa and
serosa, leading to peritoneal inflamma-
tion in the absence of overt bowel perfora-
tion [2]. Risk factors that increase the like-
lihood of developing post-polypectomy
syndrome include hypertension, large
size of polyp. and nonpolypoid configura-
tion of lesions [1] Treatment of post
polypectomy syndrome generally cnsists
of antiblotics and supportive care, which
includes bowel rest. intravenous fluids,
and slowadvancement ofdiet [1]. Patients
generally recover well with this treatment
and do not display long-term stigmata.
Despite extensive literature on mlonic
post-polypectomy syndrome, the occur-
rence of this condition in the small intes-
tine has not yet been described in great
detail However, as double-balloon en-
terascopy becomes more widely used for
small-bowel polyp remaval its incidence
will probably increase.

In conclusion, small-bowel post-polypec-
tomy syndrome should be suspected in
patients presenting with abdominal pain,
fever,and leukocytosis shortly after small
intestinal polyp removal. The manage-
ment and treatment should consist of
early recognition of the syndrome by rul-
ing out other cuses of the symptoms
along with antiblotics and  supportive
care, including bowel rest.
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PPS rate

* [ToAvmodektoun / EMR
—0.5-1.2 % (ebpoc: 0.07-2%) 12

« ESD
— 7-9 % (evpog: 0.1-40%) 34>

Lee at al. Gastric Cancer. 2012;15:83-90.

Voudoukis et al. Clin Endosc. 2015;48:136-41.

Jung D et al Endoscopy. 2013;45:714-17.

Hirasawa K et al. World J Gastrointest Endosc. 2015;7:1055-61.
Lee H et al. Gastric .Cancer.2012;15:83-90
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* 2TPOUOTOTOLNUEVO
LOVTEAO T LVONC
EVIEPIKOD  TOLYMUATOG
He  youmAng  évtaong
TEPLITOLYMUOTIKOV
OONUATOC KOl VDYNANC
evtoaonc omobnon tov
TEPTKOAIKOV MOV,
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* [lepropiopévn
TOGOTNTA OEPA GTO
TOPOKELLUEVO
TEPTKOMKO ALmOG.
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*  Ofom moAvmooa,

— IToAdmodog oto AE k6hov otic moAvmodektopués / EMR (Aemtd toiymua 2-
3 yh. | Bapdtpavpa Aoym avénuévng mieong amd eupovonon aépa e
gvévo0TO TolYmua/ KAOETN TPpocEyyion Tvplov) -2,
— 2tic ESD moayéog evtépov 1 B€om o€ TUNUATO TOV TTOYEOS EVTEPOL TANV
0V 0pBov (avénuévo moryog toryduatoc / 0pbd yaunAd 6To TEPITOVAILO) .
— X& yaotpikég ESD péyebog >1,5 ek., 6éon oto péco 1/3 otoudyov (mo
AETTO KO VITEPAYYEIOVUEVO TUALLAL) Kot 0 avENpévog ypovog enépuPaong .
*  Méyehoc mordmoda (awénuévn ypnon dabepuioc) +°.
o Avénuévog ypovoc eréuPaong (avénuévn ypnon dwdepuiag) °.

op @ s @Y [N =

Nivatvongs S et al Dis Colon Rectum 1986; 29: 825-830.

Choo WK et al. J Interv Gastroenterol 2012; 2: 8-11.

Hirasawa K et al. World J Gastrointest Endosc. 2015 ;7:1055-61.
Jung D et al Endoscopy. 2013 ;45:714-7.

Yamashina T et al. J Gastroenterol Hepatol. 2016 Mar;31:615-20.
Lee H et al. Gastric .Cancer.2012;15:83-90.


https://www.ncbi.nlm.nih.gov/pubmed/?term=Risk+of+electrocoagulation+syndrome+after+endoscopic+submucosal+dissection+in+the+colon+and+rectum
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eLQaviong PPS (b

Ye neAétn yio ESD moyéoc eviépov to Q L.
Paris classification type Il wolvmodeg 2.

Ynéptaon (mBovotepn evooOnAwokn PAAPn kot
aOnpookAnpovvon) .

Xpnon dwwivudtov avénuévov 1Eddove (D/W 50%) 2,
Oyt onuoavtikn mn  nAkio, o  apludc TtV
no?mnamoyd)v, N vroPAevvoyovia €yyvom oO/poTog,
1GTOAOYI, “.

1. Yamashina T et al. J Gastroenterol Hepatol. 2016 Mar;31:615-20.
2.  ChaJM et al. Endoscopy. 2013;45:202-7.
3.  Katsinelos P. Gastrointest Endosc. 2008 Oct;68(4):692-8.



Oepamela

¢ 2Xuvnlm¢ avTHETOTION
EVOOVOGOKOULELOKA
(ITPOXOXH otn AA

LLKPOOLATPIONC).

* Nnorteio.

* EvoopAEPia vypa.

* Avtirotikd evpemc
QAGLOTOC (QVTILETOTION

BoakTnplokmc eVTEPTKNG
YAOPLOOC).
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* Apiot (kivovvog
KaBveTepUEVNS
O1dTPNONG).

* BeAtimon evioc 24mpov
Kot cuvNBWC avApPP®GN
uEca o€ 96 mwpec.
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* YmoPAievvoyovia  €yyvon  OowAvpatoc  (EMAenym  peAETdV/
QVTIKPOVOUEVEC ATTOWYELG).

* Oy ypnon hot biopsy forceps *.
*  Avappopnon agpa e mtoAvmooektoun 6to AE kOLov.
*  Xpnon PBpoymv Borepauiov (tungsten) ko oyt steel snares.
* Euneipila-oesiomra.
o Teyvikn:
— Apyd xAeiowo Bpoyov oto 1/2-1/3 amd ™ Bdon tov TOAVTOdN!
GTOVG EUUGYOVC.

— Tenting Bpoyov 610 KEVTPO TOV ALAOV TTPIV TNV TOAVTOOEKTOUN
OTOVG GULGYOVG .

1. Metz AJ et al. Gastrointest Endosc 2013:; 77: 484-90.
2. Kedia Petal.J Clin Gastroenterol 2013; 47: 657-65.
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