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@ f Complaint

Abrovement

Physical examination
Cucenr

Con’s alert Not anemia ight lower chest and upper abdominal
Not icteric

echo and x ray survey
Abdomen
Soft and flat
*Tenderness on lower

ribs & upper abdomen - - Chest & Heart

*Murphy’s sign(+)
*No muscle guarding Clear BS

| RHB

*Freely movable
*Warm
*No edema




WRFR L | B

aDTT, CRP, Glu, Cre, Na/K,

%
x1000/ul

Diagnosis :

[MBED AND IHD DILATATION
Comment :

CHECE LAB PROFILES
CONSIDER CT SCAN FOR POSSIBLE DUODENAL OR DISTAL
Examiner : ESEfI  Checker : [FEEE 0

CBD LESION

Diagnosis

Endoscopy :

Periampullary diverticulum,

Chelangiography :

Distal CBD stenosis with upstream dilatation, r/o tumor

s/p IDUS s/p Biopsy s/p Biliary stent insertion

Comment
Subcutanecus emphysema was found
on the neck, face, limbs, and trunk.

Retroperitoneal perforation (maybe
microperforaticn) due to guide-w
penestration ; Rdmitted for ocbservation




gspital course

day2 ER 16:40 E2V4M5 T/P/T 37.4/88/24 BP 178/102

General emphysema durine ERCP from head to foot

SP0O2 100% NRM , con’s awake

eContact CS->OP ¥ » 4o ¥ L f&chest tube » & 7 % &2 duodenal
perforationz_ R® 3%

Gl VS-> Minimal PTX,* % on chest tube » JzRICU

PUS>FJp# % 7 4 ¢ > 4 4-4SOBE it > need intubation and bilateral

chest tube insertion

Dx:
1.Microperforation of bowel(maybe duodenum) with
pneumoretroperitoneum,pneumomediastinum,pneumothorax,pneumoperica
rdium,subcutaneous emphysema
2.Distal CBD stenosis r/o Tumor s/p EST stenting and biopsy
P: NPO and hydration,NG decompression, 02 supplement

Cefmetazole 1g iv Q8H

Dulcolax 1# supp QD&ST

sInserted pigtail(8F) into
subcutaneous space of left
upper chest

-> emphysema improved

Remove pig- tail
Transfer to general ward

Pathology: chronic inflammation

GPT(ALT)
T-Bilirubin
D-Bilirubin
Amylase

Lipase

Urine retention-> urologist was consulted.
Harnalidge and dampurine were given after
starting oral intake was suggest.

Try soft diet.
Clinical stable,oral intake was smooth
without abdominal pain




Discussion
Post- ERCP perforation

Iilsoduction

an uncommon complication of
jdence between 0.3% and

ERCP-related
as been reported
ause is sepsis

@®Pxsification

gain classification systems for ERCP-

Howard Classification Stapfenda =

. . . (1) type I: lateral or medial duodenal wall perforations(H I11)
I:guidewire perforations
TRy (2) type II: peri-Vaterian injury (H I1)

3)t 11 bil tic duct inj HI
1Il duodenal perforations (3) type lelonpanereaticductin vl

(4) type IV: presence of retroperitoneal air alone

ical presentation in the postprocedure
Ily nonspecific
ed a prospective analysis of
ationafter ERCP found :

Abdominal or flank discomfort

Elevated heart rate 74%
Mild to moderate abdominal tenderness 64%
Low-grade fever 47%
Hyperamylasemia (amylase>150U/L) 37%
Mild leukocytosis (WBC 10000-12000/ml) 32%
Peritoneal signs 18%
Subcutaneous emphysema 16%

pective study used a clinical score to compare
2t underwent operative versus nonoperative
gf the perforation .

vas comprised of giving one point for

Fever (238.5°C)
Tachycardia (heart rate 2100 bpm)
Abdominal guarding on physical examination
Leukocytosis (WBC count > 10, 000).

® managed had

Table | Cases of pr




ing study is usually an abdominal X-
minictratinn)

Abdominal CT without contrast is considered the radiographic imaging
of choice to detect ERCP-related perforations in a patient that has
abdominal pain or signs of systemic inflammatory response and
peritonitis.

gotoms, such as

detected in

@)y clusions

g perforation is uncommon, but

Righ clinical suspicion for
gotimal management of
Rrognosis.




