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Disclosures

⦿ Apollo/BSC

⦿ Cook

⦿ Creo 

⦿ Endogastric Solutions

⦿ Erbe

⦿ Medtronics

⦿ Olympus
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Physiologic consequences

• Immediate – air leak è 
tension pneumothorax or 
pneumoperitoneum è 
hemodynamic crisis

• TO DO: 
~CLOSE hole
~Decompress tension

Raju, GS GIE 2005



Tension Pneumoperitoneum



Swan GIE 2011

Target Sign = MP

Mirror Target Sign



Swan GIE 2011

Target Sign = MP



Endoscopic Detection of Perforation

“Tree moving
outside window”









Components of Endoscopic Closure

⦿ Approximation

⦿ Fixation

⦿ Seal



Approximation

Small Linear
Long Linear Gaping Hole



Parallel

Inverted

Everted

Types of Fixation



• Fixation
Mucosa to mucosa
Serosa to serosa





Diversion

If primary closure not possible…
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Endoscopic Clipping

Oudenijhuis RAB, et al Scand J Gastroenterol 2020; 55(10);1248-1252



Wang, T, et al. Gastrointest Endosc 2019;89:77-86

















LOCKADO HEMOSTASIS CLIP



“Gripping Anchors”



“Dual Action”





Anchor and Suture Approximation Device



Hernandez-Lara A, et al. VideoGIE 2021;6:243-245 







Padlock

Ovesco



Padlock Ovesco



Kobara, H. et al. World J Gastroenterol 2017; 23(9): 1645-1656

Considerations: 
1. Relatively quick and easy to deploy if entire lesion safely captured
2. May be difficult to manage/rescue if mis-deployed
3. Must remove scope and mount cap, which can compromise visibility





FTRD Device







Full thickness closure large gastric defect



OverStitch - considerations

1. Can close any size defect
2. It can approximate, fixate, and seal, even full thickness 

defects
3. Can add multiple/reinforcing sutures
4. Can be cut and revised
5. Some areas may be more difficult (right colon, 

duodenum, anterior position, retroflex)
6. 2T scope preferred (coming soon…newest iteration)
7. Steeper learning curve
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