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The clinical features of biliary lract perforation are important to physicians because they are associated with
variable and serious complications and poor prognosis according to misdiagnosis. Variable etiologies of bile duct
perforation could be diwvded into five clinical conditions as follows: 1) spontaneous, 2) surgery-related, 3)
trauma, 4) procedure(PTBD, liver biopsy. efc)-related, and 5) endoscopic procedure-related, especially in
endoscopic retrograde cholangio-pancreatography(ERCP). The type of endoscopic procedure-related perforation of
bile duct could divided into two t . therapeutic and diagnostic ERCP. The therapeutic ERCP- related
perforations included endoscopic sphincterotomy (EST), guide-wire passing, dilatation(1) and biliary steni(2),
and these were reported infrequently. The diagnoslic ERCP-related perforation was very rare and only one case
has been rted until now(3). We recently treated a rare case of bile duct perforation develogd during
diagnostic ERCP, and we would like to know the importance of this disease in respecl to its clinical course
and the possibility of pathogenetic mechanism through review of the related literature.

Case Presentation: A 57-year-old man was admitted to our hospital for evaluation of mild dilated biliar‘ tract
on abdominal ultrasonogarm(USG). He complained intermittent RUQ abdominal pain. His past medical history
was unremarkable and he was a social drinker. Abdominal physical examination showed mild tendemess
without rebound tenderness on the RUQ abdomen. Laboratory data was normal except mild increase in GGT
(200 1UM). Abdominal USG showed mild ditatation of the biliary tract (about 1.2 cm in diameter of CBD) without
evidence of definite obstructive lesion . We decided to perform ERCP and sphincter of Oddi(SO) manometry to
rule out other disease such as a missed small stone in distal CBD or SO dysfunclion. During ERC severe
RUQ abdominal pain was followed by dye injection into the biliary tract. ERC showed that radio-opaque dyé
leaked from the duodenal side of CBD and dispersed along the extrahepatic bile duct and into the
retroperitoneal cavity. The site of dye leakage was the point where was compressed bé the tip of the injection
catheter. We diagnosed this case as "a bile duct perforation developed during ERC" and inserted the
Tannenbaum stent(10 F/ 11 cm). Three days after stent inserion the abdominal CT scan showed a small
amount of fluid coflection in the pericholecystic area and in front of the right kidney. He could be discharged
without any abdominal pain or laboratory abnormalities 7 days after stent insertion, After 4 weeks the stent was
removed and ERC was performed. The cholangiogram showed intact CBD without dye leakage and with
muitiple small stones in distal CBD, which were removed by EST and slone baskel. We are able to contact
this patient at the OPD without any problems up to these days. Conclusion: endoscopist have to be more
careful to perform the ERC in patient who has a history of chronic cholangitis, and should be more careful to
change the position in state of catheter insertion in bile duct. especially. -
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