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Intestinal perforation: an unusual complication of barium enema

Dear Editor,

An 83-year-old female patient complaining of constipation 
was referred to our institution for elective enema with barium 
contrast, which showed diffuse irregularity in the mucosal folds 
of the colonic loops and signs of extravasation of the contrast 
medium into the abdomen and pelvic cavity (Figure 1). After 
the examination, the patient remained stable, without additional 
complaints. However, she did not agree to being hospitalized, 
signing a waiver. Despite being informed of the risks, she re-
mained resolute, promising to return if there were any symp-

toms. She subsequently returned to the hospital with an acute 
abdomen, at which time she underwent computed tomography 
of the abdomen for preoperative evaluation, which demonstrated  
abdominal wall hernias, diverticulosis of the sigmoid colon, 
and a large amount of contrast material distributed diffusely 
throughout the peritoneal cavity and the hernias (Figure 2). 
The main hypothesis was perforation of the wall of the gastroin-
testinal tract by the enema. The patient underwent exploratory 
laparotomy, with an inventory of the abdominal cavity, which 
confirmed the tomography findings and identified a laceration 
at the rectosigmoid junction. After 14 days in the intensive care 
unit, the patient died.

Figure 2. Computed tomography 
scans of the abdomen, in the axial (A) 
and sagittal (B) planes. A B

Figure 1. Images acquired during bar-
ium enema examination, in lateral (A) 
and anteroposterior (B) views. A B
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Colorectal perforation is a serious complication of a barium 
enema. Although its exact occurrence is difficult to establish, 
some studies indicate a mean incidence of 0.02–0.23% among 
the exams performed, with a mortality rate of up to 50%(1,2). 
The sites most commonly affected are the sigmoid colon and 
the rectum.

Etiologically, colorectal perforations cause by enema ad-
ministration can be divided into those that are iatrogenic and 
those that are secondary to weakness of the colorectal wall. Iat-
rogenic perforations can occur as a result of forced introduction 
of the catheter into the anterior rectum wall, balloon hyperin-
flation, or excessive hydrostatic pressure during contrast injec-
tion. Perforations secondary to colorectal wall weakness occur 
in patients with a history of inflammatory bowel disease, acute 
diverticulitis, or obstructive colorectal processes, as well as in 
those who have recently undergone a surgical procedure, are 
of advanced age, or are on corticosteroid therapy, any of which 
make these patients more susceptible to perforation during the 
administration of the enema(3). In such high-risk cases, the use 
of water-soluble contrast should be considered.

The symptoms of colorectal perforation are variable, de-
pending on the location and size of the lesion, and can initially 
manifest as abdominal pain progressing to peritonitis, sepsis, 
and shock. However, in fewer than 10% of cases, patients are 
asymptomatic in the first days after the examination, and the ra-
diologist can be the first to suggest perforation, as was the case 
in the patient described here(3,4).

In cases of colorectal perforation in which the patient is 
stable, the puncture is small, and there is no fecal matter in 

the gastrointestinal tract or retroperitoneum, conservative treat-
ment is adopted. Otherwise, exploratory laparotomy is neces-
sary(5).

Although barium enema is a routine examination, it should 
be performed with caution. In cases of perforation resulting 
from the examination, treatment should be initiated early and 
should be tailored to the type of injury, as well as to the clinical 
status of the patient, thus reducing the morbidity and mortality 
associated with the condition.
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Dear Editor,

A 53-year-old male patient with a 3-month history of back 
pain presented with progressive paraparesis, although without 
loss of sphincter control. Magnetic resonance imaging (MRI) 
of the dorsal spine (Figures 1A and 1B) showed an expansile 
lesion with lobulated contours, involving the posterior medias-
tinum and extending to the vertebral canal, thus reducing the 
amplitude of the vertebral canal and compressing the medulla. 

A synchronic lesion of similar appearance, affecting the 12th 
dorsal vertebra, was observed. The histopathological study re-
vealed large cells with vacuolated cytoplasm and partially vesic-
ular nuclei (some demonstrating prominent nucleoli), with the 
appearance of physaliferous cells (from the Greek physallis, or 
bubble), consistent with a diagnosis of chordoma (Figure 1C).

Recent studies in the radiology literature of Brazil have 
highlighted the importance of imaging methods in improving 
the diagnosis of intrathoracic alterations(1–5). Chordomas are 
slow-growing malignancies derived from primitive remnants of 
the notochord. They typically occur in the fifth and sixth de-

Figure 1. Magnetic resonance imaging scans: axial T2-weighted image (A) and contrast-enhanced sagittal T1-weighted image (B), showing a lesion affecting the 
posterior mediastinum and invading the vertebral canal (arrow in B). Histopathology (C) revealing physaliferous cells.


