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Successful management of endoscopic retrograde 
cholangiopancreatography (ERCP)-related duo-
denal perforations, up to 20 mm, has been reported 
using several endoscopic devices [Von Renteln 
et al. 2010; Buffoli et al. 2012; Dogan et al. 2013; 
Donatelli et  al. 2013; Meduri et  al. 2014], how-
ever, surgery remains the standard of care man-
agement of larger defects [Wu et  al. 2006; Lee 
et  al. 2013]. Here we report, to the best of the 
authors’ knowledge, the first case of successful 
treatment of a large duodenal perforation (>20 
mm) during ERCP, using several Ovesco clips.

A 66-year-old white man was addressed for bil-
iary drainage due to important cholestasis sec-
ondary to a liver metastatic lesion of an urothelial 
cancer treated by surgery and chemotherapy.

During ERCP and while delivering the third plastic 
10F stent (Figure 1) a movement of the endoscope 
provoked a large retroperitoneal duodenal perfora-
tion occupying 1/3 of the duodenal wall (Figure 2), 
opposite to the papilla at the early beginning of sec-
ond duodenum. The size of perforation was impor-
tant, mostly because the duodenal wall is thin and 
injury provoked a mucosal laceration with tearing of 
the wall. The decision to deliver a plastic stent 
instead of a metal one was taken given the poor 
prognosis of the patient, and namely because the 
stenosis was evaluated as ‘Bismuth IV’, and in the 
case of no improvement of liver function tests, a 
radiological percutaneous transhepatic approach 
would be compromised. Then the duodenoscope 
together with the partially delivered stent were 
immediately retrieved. A standard gastroscope 
loaded with an 11t Ovesco (OTSC®; Ovesco 
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Figure 1. Hilar stenosis with 2 plastic stents in place. 
The guidewire in the left duct is about be placed, in 
order to deliver the third stent.

Figure 2. Large duodenal defect.
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Endoscopy GmbH, Tübingen, Germany), under 
CO2 insufflation, was introduced but unfortunately 
the duodenal tear was too large, both in length and 
width, making it impossible to aspirate both edges 
of the tear in the cap or approach using a Twin 
Grasper®. A coloscope loaded with a 14t Ovesco 
was subsequently introduced and endoscopic sutur-
ing was started between the greater omentum and 
one edge of the duodenal tear (Figure 3). Since a 
closure defect persisted at the other end as shown 
after contrast-medium injection (Figure 4), the gas-
tric Ovesco was delivered while aspirating the omen-
tum incarcerated between the first colic clip and the 
free edge of the perforation, achieving full closure 
without contrast-medium extravasation (Figure 5). 
A nasogastric tube was left in place in soft aspira-
tion. The patient was then transferred to the inten-
sive care unit (ICU), for surveillance, where he 
remained for 7 days before being discharged. During 
his stay in the ICU, no fever was detected, the liver 
function tests were improved, and no further ERCP 
was needed to add the third stent. We only noticed a 
transient rise of the C-reactive protein, before its 
complete normalization, and CT scan as well as 
water-soluble contrast upper-studies performed on 
days 2 and 5 postoperatively were normal (Figure 
6). Oral nutrition was started on day 6. At 1 month 
after endoscopy, the patient is fully asymptomatic.

In conclusion OTSC is a surgery-sparing device, 
and colic and gastric clips together can be a useful 
tool for the closure of large duodenal defects. 
However, the use of a colic Ovesco should be con-
sidered too, mainly because of its size, for upper 
gastrointestinal interventions in an expert’s hands.

Figure 3. Colic clip Ovesco in place incarcerating 
greater omentum.

Figure 4. Contrast-medium extravasation at the one 
end of the duodenal perforation despite colic Ovesco 
placement, given the large size of the defect.

Figure 5. Watertight closure achieved using a ‘bridge technique’ using Ovesco on Ovesco.
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Figure 6. CT scan showing clips in place with no extravasation of contrast medium.
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