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Severe ileus after colonoscopy in a patient on peritoneal dialysis
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Peritoneal dialysis (PD) is associated with the development of various complications, such as exit site infection 
or peritonitis, and rarely, intestinal obstruction in prolonged PD patients with recurrent peritonitis. However, 
post-colonoscopy acute intestinal obstruction has not been reported in PD patients to date. Herein, we report 
a case of severe ileus after a colonoscopy without previous episodes of peritonitis in a PD patient. A 51-year- 
old man undergoing PD for 7 years visited our emergency department due to severe abdominal pain and 
vomiting after colonoscopic polypectomy. A simple abdominal radiography and abdominal computed tomo- 
graphy showed ileus with collapsed distal ileal loop. A peritoneal dialysate study revealed no evidence of 
peritonitis. The patient was treated with decompression therapy, and ileus was successfully treated without 
complications. This case suggests that it is not only necessary to prevent peritonitis, but also important to 
monitor the development of ileus after colonoscopy in PD patients.
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INTRODUCTION

Colonoscopy is commonly performed to diagnose and treat 

colorectal diseases in patients with gastrointestinal symptoms. 
Complications most commonly reported are perforation and 
hemorrhage after polypectomy [1]. Unusual but serious com-

plications related to colonoscopy— splenic trauma, colon 
volvulus, small bowel perforation, and small bowel ob-
struction—have been reported to date [2].

Several reports have demonstrated the possibility to develop 
peritonitis after a colonoscopy for patients on peritoneal dial-
ysis (PD) [3]. Since peritonitis after colonoscopy may lead to 

serious morbidity, the guidelines set forth by the International 
Society for Peritoneal Dialysis recommend antibiotic prophy-

laxis prior to a colonoscopy in PD patients [4]. However, to 
date, acute intestinal obstruction after a colonoscopy has not 
been reported in stable PD patients. Herein, we report a case 

of severe ileus without evidence of peritonitis after a colono-
scopy in a patient on PD.

CASE

A 51-year-old man on automatic PD for 7 years visited our 

colorectal clinic with hematochezia. He has been on PD with-
out episode of peritonitis since the initial placement of the 
peritoneal catheter by a surgical technique in 2008. The initial 

peritoneal equilibrium test revealed that the dialysate-to-pla- 
sma creatinine ratio (D/Pcr) was 0.765 (high average), and 
it was maintained in the same category of membrane transport 

characteristics until 1 year before the onset of this event. He 
used Baxter HomeChoice PD Automated Cycler Machine 
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Fig. 1. Simple abdominal radiograph, supine (A) and erect (B); the
abdomen shows diffuse dilated loops of gas-filled small bowel.

Fig. 2. Abdominal computed tomography shows ileus with fluid-
filled small bowel with collapsed distal ileal loop (red arrow).

Fig. 3. Simple abdomi- 
nal radiograph findings.
Erect abdomen radiogra-
ph eight days after treat-
ment (on the day of dis-
charge) shows no dilated
loops of gas-filled bowel.

(Baxter Ltd., Singapore). The cycler prescription was for 9 
hours, which was composed of 4 cycles of 2.5 liters (glucose- 
based PD solution) of dwell volume with 2 liters of icodextrin 

as the last fill. Weekly Kt/V urea was 1.77. His comorbidities 
were hypertension and diabetes. His medication included an-
ti-hypertensive drugs, proton pump inhibitor, statin, antihist-

amine, calcium acetate, and monthly exogenous erythropoie- 
tin. The medication did not change for 7 months before this 
visit. Except laparoscopic PD catheter insertion, the patient 

had no history of intestinal surgery, hernia, constipation, or 
intestinal obstruction.

A colonoscopy was performed by a trained endoscopist to 

investigate the cause of hematochezia and also as a routine 
screening given his age. He had a history of hemorrhoids, 
which were suspected to cause hematochezia. The bowel was 

prepared with polyethylene glycol electrolytes solution. Intra- 
venous midazolam was injected for sedation, and third-gen-
eration cephalosporin was administered as a prophylactic an-

tibiotic before the colonoscopy. Colonoscopic findings inclu- 
ded nine polyps, all of which were removed in a 1.5-hour 
period without any complication. Histological findings re-

vealed that the polyps were tubular adenomas. Internal hem-
orrhoids were confirmed as the cause of hematochezia.

On the day after the procedure, he suffered abdominal dis-

tension, abdominal pain, bilious vomiting, and no passage 
of intestinal gas. He visited a local medical center and was 
treated conservatively, but his symptoms persisted without 

improvement. Eventually, he was transferred to our emer-
gency department 5 days after the colonoscopy. On physical 
examination, his abdomen was markedly distended, tympanic, 

and diffusely tender with decreased bowel sounds. His vital 
signs were stable. The laboratory analyses were as follows: 
white blood cell, 14,920/μL; hemoglobin, 11.7 g/dL; platelet 

count, 441,000/μL; sodium, 130 meq/L; potassium, 4.4 meq/L; 
calcium, 8.7 mg/dL; phosphate, 5.1 mg/dL; blood urea nitro-
gen, 34.1 mg/dL; creatinine 4.4 mg/dL; and C-reactive pro-

tein, 3.1 mg/dL. PD fluid examination revealed 25/μL of white 
blood cells with 100% lymphocytes.

An abdominal plain film showed a typical pattern of ileus 

with multiple loops of dilated small bowel (Fig. 1). An ab-
dominal computed tomography (CT) showed ileus with a flu-
id-filled small bowel and collapsed distal ileal loop (Fig. 2). 

The PD catheter tip was normally located in the pelvic cavity.
He was treated conservatively with decompression using 

the nasogastric tube, bowel rest, intravenous fluids, and pro-
phylactic antibiotic for 8 days. Ileus was relieved without 
any complications, and a follow-up abdominal radiography 

showed stepwise interval resolution (Fig. 3). On the 8th day 
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of admission, the nasogastric tube was removed, and he was 
started on a soft diet. He was discharged on the 11th day 
and continued PD without any problem.

DISCUSSION

We report a case of acute intestinal obstruction after a colo-
noscopy in a patient on PD without previous episodes of 
peritonitis. This patient was successfully treated with decom-
pression and bowel rest. This report suggests that a careful 
monitoring for any complications after a colonoscopy in PD 
patients is necessary.

A recent study showed that only 0.31% suffered complica-
tions in the general population with bleeding (0.22%), perfo-
ration (0.03%), and cardiorespiratory complications (0.06%) 
[5]. Although peritonitis without perforation after a colono-
scopy has not been reported in the general population, it infre- 
quently has been seen in patients on PD. A previous retrospec- 
tive study [6] revealed that the average risk of peritonitis after 
colonoscopy was 6.3%, from a cohort of 77 PD patients after 
97 endoscopic procedures. Less commonly, adhesions may 
form as a result of an intra-abdominal inflammatory condi- 
tions, such as peritonitis, appendicitis, or acute diverticulitis [7], 
and may cause bowel obstruction. However, to the best of our 
knowledge, acute intestinal obstruction after a colonoscopy 
without previous peritonitis in patients on PD has not been 
reported. Moreover, risk factors for the occurrence of ileus 
after colonoscopy were not clearly reported in the literature.

In the general population, bowel obstruction as a complica-
tion of colonoscopy is associated with a history of abdominal 
surgery. To date, there have been three reported cases of 
small bowel obstruction after a colonoscopy and all had a 
history of abdominal surgery [8-10]. However, this patient 
had no history of abdominal surgery. Another important 
pathogenesis of adhesive bowel obstruction is believed to re-
sult from an inflammatory response of the peritoneum [7]. 
Theoretically, patients on PD have predisposing factors— im- 
paired systemic immunity and peritoneal local defense— for 
inflammatory conditions, which together with repeated ex-
posure to dextrose-containing PD fluid facilitate bacterial 
growth and peritonitis development [11]. However, in this 
case, the patient had severe ileus after a colonoscopy without 
acute peritonitis or any other risk factors for ileus, such as 
previous intestinal surgery or recurrent peritonitis. To the best 

of our knowledge, this is the first case report presenting severe 
ileus after a colonoscopy in a stable patient on PD.

The CT of our patient showing a severely dilated bowel 
above the distal ileum, and a collapsed bowel below, suggests 
that there may be an adhesion band in the distal ileum. In 
contrast to congenital adhesions—usually asymptomatic—
acquired adhesions occur from previous peritoneal injury or 
intraperitoneal infection, and the majority of adhesions are 
postsurgical [7]. Patients on PD have many predisposing fac-
tors for chronic intraperitoneal inflammatory conditions; there- 
fore, these patients likely have increased risk for adhesion com- 
pared with the general population. Repeated exposures to 
bio-incompatible PD solutions are related to the development 
of intraperitoneal inflammation [12], and the PD catheter itself 
is also independently associated with the disruption of perito- 
neal membrane integrity, which contributes to intraperitoneal 
adhesion [13]. However, anatomical adhesion band in this case 
was not confirmed. Rather, the development of ileus after a 
colonoscopy in this case might have been associated with a 
large amount of iatrogenic air during the procedure, impaired 
bowel motility associated with sedative agents, and/or subclini- 
cal peritoneal inflammation.

In conclusion, our case suggests that it is not only necessary 
to prevent peritonitis, but also important to monitor the devel-
opment of ileus after a colonoscopy in PD patients. Especially 
in PD patients, it leads to more serious outcomes, including 
PD technique failure or worse patient outcomes. If a patient 
on PD has undergone a colonoscopy and develops abdominal 
pain, it is important to check for the possibility of ileus, perfo-
ration, or peritonitis.
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