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— Abstract

However, Endoscopic retrograde cholangiopancreatography (ERCP) is still helpful procedure for the diagonosis of the
pancreatobiliary disease and treatment through endoscopic sphinterectomy (EST) is relatively safe, these have possiblity
of complications such as hemorrhage, infection, panceatitis, and perforation. ERCP related perforation was rarely
reported in 0.3 to 1.1% of previous study, but most serious complication. A report of Pneumomediastinum, Tension
Pneumothorax complicating perforation after ERCP and EST is very uncommon. In our hospital, we experienced case
of pneumomediastinum, subcutaneous emphysema, and tension pneumothorax after ERCP and EST, and the patient (a
58 years old female with suspicious common bile duct stone) was treated successfully with conservative treatment.

WA 73 & 3 A 4] 3% %4 & (Endoscopic

Key words : ERCP, EST, pneumomediastinum, pneumothorax

& |

retrograde S84 AAA7F 109458 At A8 552 F

5
cholangiopancreatography, ERCP)ll ®w@sl= HF-o] 1l stk W Al Et 110770, 2l 963)/32,
e 9 149, A3d 74 s @Sl vlsiM = 4= 24334, A 36.7C o9, H4 HAS 2
EEoIX 03 ~ L1%% M e 3 9ok a4 BRCPE o4 gRaldvh AR Al gl e ¢
Sk AT o fE 8]lo] AL, X8| dF e R X Zo A fAET e 2dS Bt g2
ORRZIA = m='ho] o] et A HE Btk & AAt A W L 5490/mi oA, MBS AA}
o2 Q1% 4T ¢ Hr|E, A 7187 AST/ALT 28/37 IU/L, ALP 282mg/dL, ZF4g
E AT e me =8 Aoz 2eA okt 0.7mg/dL itk L & @3 dsid B S AAL BT
MAse THAAM 0] A== 584 of=b gatelA WS Bivh A2 1L Alg g 55
E A & FAF 2 FarlE, 1084 7180l o AAIA B3 g E Y A Bo] SEHEA
ste] BEA X8RO g X fshl7]ol Bilsh= vt 4l&tol] ERCPE A8 sttt

FHxPs 4 TrEde g 3 Fae] 24
EST A% =4S o] &af TrEdo= Aas

SAXAL: R A A 2o AAEIET}F A EHFH o7 7AE

A %)7-7113 l‘:ﬁ%%ﬂ AT 9E1F 530-1

=19 Yz oJ = s gy o= S
TEL : 051-554-1233, FAX : 051-554-3162 A A SIS 75§55
H.P.: 010-2460-9487
E-mail : gunrise@naver.com

o &
>
iy
fllo
ofy

ftjo

- 238 -

=2

= o Hu
o go o> = X

>

il

ofN

>
oo 2

2



>,
oz
o
= %
N
1t
1o,
el
oft
I
=
e
of
o
}op
DX
ol
R
I
o oy
we o

Mo
o
A
=2
O o
oz
10,

N
oo
L
o
ro
u
¥ &
£
e
Ga

ol
il
N,
o\

o
ry
by
)
2

o
N
0 o

ol o
=
12
o
A

o
2

42 omoh off o ELOEL ooy
Hol X
>,
(}:101[ oo{r

T oz

ox b ol X

>,

2

o
offt = offt

(X ol
)
N
2

&,
il
I,
b
S

3
S AleslaL, AP BE T 10,200/
olA| 141U/L, &3tobA] 143U/L th Al&F 3
Ar WG 5420/mi, opetold] SOU/L, 2]TjolA
8oU/L o2 Zhrdlginh &< 5 #9748 7159 54
F AAAAE Fe1Ee] 24S BAL, T9A 8-S
A8 (Fig. 3). o] F 2N SddAle B F4
HHAN AAES Al A @A Y FAFe|th

o
ok
i

=

=

(o3

o

=)

et S

Fig. 1. Chest X-ray immediately after ERCP . shows Rt.
pneumothorax, pneumomediastinum along the Lt. paratracheal
stripe and subcutaneous emphysema in the upper chest wall

Fig. 2. CT view, immediately after ERCP (A) Chest CT.
Pneumothorax is seen in both lung. (B) Abdominal CT shows
large amonut of free air in peritoneal and retroperitoneal
space
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Fig. 3. Chest x-ray, 7 day after ERCP shows resolved
pneumothorax.
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