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A Case of Pneumoretroperitoneum, Pneumomediastinum, and Subcutaneous
Emphysema after Endoscopic Sphincterotomy
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Perforation complicates endoscopic sphincterotomy (EST) in approximately 1% of cases. However,
pneunomediastinum and/or subcutaneous emphysema due to duodenal perforation after EST have rarely
been reported. The management strategy of this awkward complication of EST remains controversial.
Conservative treatment with antibiotics and nasogastric and/or biliary drainage has been reported to be
adequate, but some authors still advocate early surgery for all perforations. Therefore, it seems necessary
to accumulate more data in order to set up a management algorithm in these cases. Recently, we

experienced a case of pneumoretroperitoneum, pneumomediastinum, and subcutaneous emphysema
developed after EST and stone removal in which recovery was achieved with conservative treatment
in a 87-year-old woman with previous Billroth II partial gastrectomy. We herein report this rare
complication of EST and a management algorithm is suggested based on a literature review. (Korean

J Gastrointest Endosc 2000;21:676 —679)
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Figure 1. (A) A magnetic resona-
nce cholangiopancreatographic
finding. A 1.5 cm sized stone
is noted in the distal common
bile duct with dilated extrahe-
patic bile duct and a large duo-
denal diverticulum. (B) An en-
doscopic retrograde cholangio-
graphic finding. The duodenos-
cope was inserted through the
afferent limb of the Billroth II
gastrojejunostomy. A 1.5 cm
sized floating stone is noted in
the common hepatic duct level.
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Figure 2. (A) A plain abdominal x-ray finding after endoscopic sphincterotomy and stone removal. A large amount of air is seen along
the psoas muscle and pararenal spaces. (B) A chest x-ray finding after endoscopic sphincterotomy and stone removal. Air is noted
in the mediastinum and subcutaneous tissue. (C) A chest x-ray finding taken 10 days after endoscopic sphincterotomy and stone removal.
Complete disappearance of air from the mediastinum and subcutaneous tissue is shown.

o] B 9) o v (Fig. 1B), Billroth I AANEE A&
sfo] ESTE A% ¥ whaglow 9aS 4340w

Al A s e}

AL A% oF 37 FHE 4G AT 55S
B2sg, o, % Aol A4 Rkl sle
7Fo] WA olu) AW B 43 B(Fig
24) 9§ W F XA BIFig 2B TR 71F,
FA% 1% 2 de A1Fe] Waslo] HolAg 1T
o2 Agetelth. A7 1HY WAL ATEL A3
SA G2 ek, A, w9 F, AW 9 FF
U GAA o NE NEE ARRen, A% ¥
10207 B F5 XA B (Fig. 204 FA% /1% o
St 7% 2450l A ¥ 149 8 FAGe] =9

o}

sl

%

1

EST & Z5ub7r Wz o] AolA4 A2 <k 1% 4
SollA Al Aoz gl glom) 1 gzt
E2AE =g AAME2 em o)), AN FHRe] t—‘%
W 2Ae Aot g AF 8 2 94 fF 711
2 Esto] AAe A4S Bol LA Ak’ &5
F9 AAY EAl #5709 A AMNES A4 %%L
7b Aol Agel Ade F7HITIEA N deliAe
Akl A7} 9lem > Billroth 1T 18 A4S 4] 0]A]

& Al 98¢ 27714
TAASY ZAE $5 ATHE E0

SR 29 A EA) 5L AolAR
1ALZ 7hA AL gk & 4 9k
B oZgo} 2 29 Zg|E n|Fo] Hwl EST & b

ol Ao g oA 9
w4 9] A7
gl 4

_?L

2 o

ol S
o, 1%
N

L

N,

N

ofN

N

oftt

N,

A77F AA HAS
Cotton S'0] A3t u} 9l
Age) @7 ueks 22w
g A 715 AlS AR 7
A7} sheke Aoldt. 4-;,%

RET A&LFog I

I

o o >
o A

O
fo

ok
o)
L
32
lo
2

o XN e [
_<‘>_l-’
Py
>¥ﬂr

o
T

-
N
o

J ]Xl% "4"— *}ﬂa QAsEA sk
AAL w744 715 AE A
337 WH-Er°ﬂ 45 71% 9 I3t 717 A
Aoz AZAE}. Tu|E A% Ciaccia ' EST &
27 gol $7% 715 9 9% 1%
AR 9% Baseal, Aol el 27
2% sl P17k e
section)& L 7|H o2 Awslgict. F Aol
L T Eul ) FzRE %% i L.%E(visceral sheath) &
Aol Qe of WRzE $4% Ul AE% %
(rchea) & o2} Foel7] Aol ol A% ol &
2 B0k WRES B 4504 S22 & 9

7 (interstitial air dis-

-
- .
T HE 5 9 Aoluz A A sho] ¥
& MEe oA FES FolT g
-

Blol 94 B A Bk N
A 4 ks BnEe] gel gl wbd"" Fe
=
=

287} vteA] Aesirte HuE AR gkt o



S0l Sar 5 59l HolAg §F X9 A A
oA WA A% Foll WA Aol AR AFl F 4
dlolld &S eelgdthn Washdd, HER A
A%s SAAA e ASE FEE AQeA BEF
Aslgleh. BEH el P wAge] vhEA
AsEolel gebt A= g, ¢l S Dunham
B2 AP A Hold Gt WA S 1] 9
sfo] ERCPE Al ael izl olu) Zej Ak F4vizgo
2 $3EAG EE gt el Asfeld £47 A
A7k Beskeba shedeh. ey HolAg AFOL <
3 FA% 1% 1 313 A%l BAR BRI thA

ERCPE A3k AL ol2 o3t $207} 9 A
©2 Wol7] Wil npera b bz 47
5’9 Zwol| A& ERCPS A4
3 Al Fol o uE
o7& WA Al
AA=™ A3 WAIHA &

<= BHH A AE
H

_,
%
ot
or

o
A ekgkot w4, vl elabst

4]
s, ojkelel oAl e AshHA A
u ofghE s Aol eEe Adstd 2 e

ot
Kl
]
o

1. Freeman ML, Nelson DB, Sherman S, et al. Complications of
endoscopic biliary sphincterotomy. N Engl J Med 1996;335:
909-918.

OIS QI: EST &= Zalgt s=591&4,

2.

10.

11.

12.

13.

14.

15.

679

M

2AS & Lot 715

Tam F, Prindville T, Wolfe B. Subcutaneous emphysema as
a complication of endoscopic sphincterotomy of the ampulla
of Vater. Gastrointest Endosc 1989;35:447-449.

. Savides T, Sherman S, Kadell B, Cryer H, Derezin M. Bilateral

pneumothraces and subcutaneous emphysema after endoscopic
sphincterotomy. Gastrointest Endosc 1993; 39:814-817.

. Bvrard S, Mendoza L, Mutter D, Vetter D, Marescaux J.

Massive gas spread through a duodenal perforation after endo-
scopic sphincterotomy. Gastrointest Endosc 1993;39: 817-818.

c29H, F9E, AR 5 WABA R ANE

LA 715AF Bl I loll. did &y 334 1997,
29:399-403.

NP E T BSTO REAGHHE L 7 OB HASAMSE 1990;

2:613-618.

. Cotton PB, Lehman G, Vennes J, et al. Endoscopic sphinc-

terotomy complications and their management: an attempt at
consensus. Gastrointest Endosc 1991;37:383-393.

. Sarr MG, Fishman EK, Milligan FD, Siegelman SS, Cameron

JL. Pancreatitis or duodenal perforation after peri-Vaterian
therapeutic endoscopic procedures: diagnosis, differentiation,
and management. Surgery 1986;100:461- 466.

. Cotton PB. Pre-cut papillotomy - a risky technique for experts

only. Gastrointest Endosc 1989;35:578-579.

Leung JWC, Banez VP, Chung SCS. Pre-cut (needle knife)
papillotomy for impacted common bile duct stone at the
ampulla. Am J Gastroenterol 1990;85:991-993.

Ciaccia D, Branch MS, Baillie J. Pneumomediastinum after
endoscopic sphincterotomy. Am J Gastroenterol 1995;90: 475-
4717.

Dunham F, Bourgeois N, Gelin M, Jeanmart J, Toussaint J,
Cremer M. Retroperitoneal perforations following endoscopic
sphincterotomy; clinical course and management. Endoscopy
1982;14:92-96.

Martin DF, Tweedle DEF. Retroperitoneal perforation during
ERCP and endoscopic sphincterotomy: causes, clinical features
and management. Endoscopy 1990;22:174-175.

Booth FV, Doerr RJ, Khalafi RS, Luchette FA, Flint LM Jr.
Surgical management of complications of endoscopic sphinc-
terotomy with precut papillotomy. Am J Surg 1990;159:132-
136.

Bell RCW, Stiegmann GV, Goff J, Reveille M, Norton L,
Pearlman NW. Decision for surgical management of perfora-
tion following endoscopic sphincterotomy. Am Surg 1991;57:
237-240.



