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A Case of Duodenal Perforation during Endoscopic Hemostasis in EST Site Bleeding
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Figure 1. Abdomen CT view. It shows GB wall thickening
associated with gallstones and dilated CBD with stones.
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Figure 2. ERCP finding. It shows a remnant round filling defect
at the distal common bile duct (arrow).

Figure 3. Endoscopic finding. (A)
The oozing blood with ex-
posed vessel is noted at the
previous EST site. (B) The
EST site bleeding is success-
fully controlled by hemoclip.
Note the proximal site of
EST, which ended just before
the end of the circular fold.
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Figure 4. (A) Simple abdomen
(Post-ERCP and EST) view. It
shows  previously  inserted
ENBD catheter without re-
troperitoneal air shadow. (B)
Chest PA  (Post-endoscopic
hemostasis). It demonstrates
free air under the diaphragm
and retroperitoneal air shadow.
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ABSTRACT

The endoscopic retrograde cholangiopancreatography
(ERCP) has become a commonly performed endoscopic
procedure in biliary pathology. ERCP is a relatively safe
procedure. however, there are chance of potentially severe
complications; pancreatitis, hemorrhage, infection, and per-
foration. Duodenal perforation, uncommon but severe
complication of ERCP, occurred in less than 1% of most
series. According to the related mechanism, anatomical
location, and the severity of injury, three to four distinct
types of perforations have been described. We experien-
ced the barotrauma associated duodenal perforation during
endoscopic hemostasis in patient with EST site bleeding.
This duodenal perforation was related with excessive air
inflation to maintain the patency of a lumen. Endoscopists
performing ERCP should bear in mind that continued air
inflation may lead to duodenal perforation. (Korean J
Gastrointest Endosc 2004;29:222-227)

Key Words: Barotrauma, Duodenal perforation, Endos-
copic sphincterotomy
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