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Case 1 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A 49 years oldmale, known case of chronic

bronchitisandthymoma,presentedwithfever,jaundice

and rightsubcostalpain.Hisbloodchemistry revealed

mild cholestatic pattern. His abdominal computer

tomography scan showed mild intrahepatic duct

dilatationwithoutadefinitecauseofobstruction.

 ERCP	was	done	as	shown.	


Part 4 
Hepatobiliary and Pancreas 
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	 The	ERCP showedmultiplemicro-abscesses (white arrows) communicatedwith small

intrahepaticductbrancheswithsomebeadingand taperingchanges.Therewasnodilatationof

commonbileduct,commonhepaticduct,gallbladderandcysticduct.Multiplemicro-abscessesand

sclerosingcholangitisarethediagnosis.

	 The	differential	diagnoses	areprimaryorsecondarysclerosingcholangitis.

 His total immunoglobulin especially IgG has been always at very low side. Thus the

diagnosisofGoodûssyndromeisentertained.Hehasbeentreatedwithantibioticandsupplemental

immunoglobulinsince.

Discussion 
 Secondarysclerosingcholangitis(SSC)isadiseasethatismorphologicallysimilartoprimary

sclerosingcholangitis (PSC)butoriginates fromaknownpathological process.SSCusuallyhas

clinicalandcholangiographic features likePSC,butnaturalcoursemaybemorefavorable if there

areapromptdiagnosisanddefinitivetreatments1.Sclerosingcholangitisduetobiliaryobstructionis

characterizedbyaprogressivedestructionof the intraandextrahepaticbiliary treewithmultiple

strictureformationandsubsequenthepaticfibrosisduetochronicbacterialinfection2.

 Goodûssyndrome(thymomawithimmunodeficiency)isararecauseofcombinedBandT

cell immunodeficiency inadults. Itsclinicalcharacteristicsare increasingsusceptibility tobacterial,

opportunisticviralandfungalinfections.

References 
 1. Abdalian R, Heathcote EJ. Sclerosing Cholangitis: A focus on secondary causes.

Hepatology2006;44:1063-74.

 2.GelbmannCM,RummeleP,WimmerM,HofstadterF,GohlmannB,EndlicherE,etal.

Ischemic-like cholangiopathywith secondary sclerosingcholangitis in critically ill patients.AmJ

Gastroenterol2007;102:1221-9.

 3. Kelleher P,MisbahSA.What isGoodûs syndrome? Immunological abnormalities in

patientswiththymoma.JClinPathol2003;56:12-6.




At
la
s 

of
 G

I. 
En

do
sc

op
y 

Th
e 

Se
rie

s 
of

 I
nt
er

es
t 

119

He
pa

to
bi
lia

ry
 a

nd
 P

an
cr
ea

s 

Case 2  
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.


 A48yearsoldmalepresentedwithfever,

jaundiceandrightsubcostalpain.

 ERCP	was	done	as	shown	



 The	ERCP	showedanovalfillingdefectintheoverlappingcysticandhepaticducts(white

arrow).Therewasalsoupstreamdilatationofbilateral intrahepaticducts.Thecommonbileduct

(CBD)wassmallerandappearednormal.MirizzisyndrometypeIVisthediagnosis.

 The	differential	diagnoses	arecommonbileductstonewithcommonbileductstricture

anddiscordantductwithproximalstone.

 Thispatientunderwentbiliarysphincterotomyandballoonextractionforstoneremovalwas

done after mechanical lithotripsy. He had no immediate complication. Later laparoscopic

cholecystectomywasperformedsuccessfully.
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Discussion 
 Mirizzi syndrome isa rarecomplicationofcholelithiasis thataccounts for1%ofall

patientswithgallstonedisease.Thissyndromeisaformofobstructivejaundicecausedbya

stone impacted in thegallbladder neckor the cystic duct that impingeson the common

hepaticductwithorwithoutacholecystocholedochalfistula1.

 The conditionmay results in the clinical presentation of intermittent or constant

jaundice2.

 Managementofthissyndromeisextremelyvaried.Recently,endoscopictherapyhas

been increasinglyused in theevaluationand treatmentofpatientswithMirizzi syndrome.

However,surgeryisstillthestandardtreatmentofthiscondition.

References 
 1. HazzanD,GolijaninD,ReissmanP,AdlerSN,ShiloniE.Combinedendoscopicand

surgicalmanagementofMirizzisyndrome.SurgEndosc1999;13:618-20.

 2. SafioleasM,StamatakosM,RevenasC,ChatziconstantinouC,SafioleasC,Kostakis

A.AnalternativesurgicalapproachtoadifficultcaseofMirizzisyndrome:Acasereportand

reviewoftheliterature.WorldJgastroenterol2006;12:5579-81.

 3. Rohatgi A, Singh K.Mirizzi syndrome: laparoscopicmanagement by subtotal

cholecystectomy.SurgEndosc2006;20:1477-81.




At
la
s 

of
 G

I. 
En

do
sc

op
y 

Th
e 

Se
rie

s 
of

 I
nt
er

es
t 

121

He
pa

to
bi
lia

ry
 a

nd
 P

an
cr
ea

s 



Case 3 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A54yearsoldmalepresentedwithdiscomfortatleftupperquadrantoftheabdomen.Hehad

ahistory of heavy alcohol consumption formany years.His chestX-ray demonstrated left plural

effusion.Thepleuraltappingresultedinveryhighamylasefluid.

	 ERCP	was	done	as	shown.




 The	ERCPshowedanextravasationofcontrastfromthetailofpancreaticductintoacystic

cavity.Therewasnocommunicationtopleuralcavity.A1.3cccombinationofHistoacryl (Histoacryl

blau®,Braun,Melsungen,Germany)andLipiodol(GuerbetLaboratory,Aulnay-Sous-Bris,France)was

injected via ERCP catheter to occlude the rent. After glue injection, repeat pancreatogram

demonstratednofurtherleakage.ThearrowheadshowedLipiodolstainatpancreatictail.
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 The	diagnosis	 ispancreaticpseudocystat thetailwithpossiblepancreatopleural

effusion.

Discussion 
 Pancreatopleuralfistulasoccurasararecomplicationofacuteorchronicpancreatitis

andpresentasahighamylasepleuraleffusion.Leakageofpancreaticfluid intothepleural

cavitymaybecausedbydisruptionofpancreaticductsorpseudocysts1.

 Pancreaticopleural fistula is generally suspected in patientswith a history of

pancreatitis,whopresentwithclassicalsymptomsrelatedtoexudativepleuraleffusionwith

highamylaselevel2.

 ERCP is more sensit ive than computed tomography in demonstration of

pancreaticopleural fistula (79% versus 43% respectively). Generally, early endoscopic

interventionwithpancreaticductstentplacementisrecommended3.

 Glueinjectionisreservedasasalvagetherapyandstillunderinvestigation.However,

manyexpertsprefer touseglue injection forpancreatic tail leakagedue to a significant

failurerateofstenttherapyinthistypeofleakage.

References 
 1. Koshitani T,UeharaY,YasuT,YamashitaY,KirishimaT,YoshinamiN, et al.

Endoscopicmanagementofpancreaticopleuralfistulas:areportofthreepatients.Endoscopy

2006;38:749-51.

 2. BoudayaMS,AlifanoM,Baccari S, Regnard JF.Hemothorax as the clinical

presentationofapancreaticopleuralfistula:reportofacase.SurgToday2007;37:518-20.

 3.OhYS,EdmundowiczSA,JonnalagaddaSS,AzarRR.Pancreaticopleural fistula:

reportoftwocasesandreviewoftheliterature.DigDisSci2006;51:1-6.
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Case 4 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.


 A45yearsoldmalepresentedwithpainlessjaundice.

 ERCP	was	done	and	showed	as	shown	

 The	ERCP	showeddilatationofboth intrahepaticductswithstrictureatcommonhepatic

duct.Therewasnocommunicationbetweenboth intrahepaticducts.Therewasalsosubsegmental

involvementofsecondarybranchesof the right intrahepaticduct.ThediagnosisofBismuth type III

hilar cholangiocarcinomawasgivenandpatientwasdetermined tobeunresectable.Subsequently,

patient receivedbilateraluncoveredWallstent (arrowhead) insertion (Microvasive,Natick,Mass) for

palliativebiliarydecompression.
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	 The	differential	diagnoses	arebenignstricturessuchas iatrogenicbileduct

injuriesorothercarcinomassuchasgallbladdercancerorhilarnodalmetastases.

Discussion 
 Cholangiocarcinomacanoccuranywherealongtheintraorextrahepaticducts,most

commonly(60%)occursintheperihilarregionoftheliver(theconfluenceoftherightand

lefthepaticducts(Klatskintypetumor))1.

 Aggressive surgical treatment includinghepatic resection is recommendedas a

standard therapy.Theoperativemortality is9%.Negative resectionmargins is thesingle

mostimportantindicatorforprolongedsurvival2.

 Inadditiontoimprovequalityoflife,palliativeendoscopicbiliarydrainageisaimed

to relieve jaundice,pruritus,preventcholangitisandavoid liver failuredue toprogressive

biliary obstruction,.Metallic stent placement is themost cost-effective treatment of

inoperablemalignantbileductstrictures,especiallyforpatientswithouthepaticmetastases

whocansurvivelonger3.

References 
 1.HeimbachJK,HaddockMG,AlbertsSR,NybergSL,IshitaniMB,RosenCB,et

al.Transplantationforhilarcholangiocarcinoma.LiverTranspl2004;10:S65-8.

 2.HemmingAW,ReedAI,FujitaS,FoleyDP,HowardRJ.Surgicalmanagementof

hilarcholangiocarcinoma.AnnSurg2005;241:693-702.

 3.KhanSA,ThomasHC,DavidsonBR,Taylor-RobinsonSD.Cholangiocarcinoma.

Lancet2005;366:303-14.
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Case 5 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A64yearsold femalepresentedwithepigastriumdiscomfort for2days.Shedenied fever,

diarrhea,nauseaorvomiting.Shehaddiabetesmellitusandhyperlipidemia.

	 ERCP	was	done	as	shown	

 

	 The	ERCP	showedsmallmultiplestonesincommonbileductwithafewgallbladderstones

(whitearrow).

 This patient underwent biliary sphincterotomy and balloon extraction of stone. Repeat

cholangiogramshowedaclearcommonduct.Laterlaparoscopiccholecystectomywasperformed.
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Discussion 
 Thesymptomsandsignsof commonbileduct stones (CBD)arevariesandcan

range frombeing completely asymptomatic to severediscomforts such asbiliary colic,

jaundice,cholangitisandpancreatitis1.

 Endoscopic retrograde cholangiography with sphincterotomy is a standard

therapeuticapproachtomanageCBDstone2.

 MajorityofstonescanenterCBD fromgallbladder.After therapeuticERCP,early

removal of the gall bladder to decrease the risk of recurrent stone is practically

recommended.

References 
 1.CaddyGR, ThamTC. Symptoms, diagnosis and endoscopicmanagement of

commonbileductstones.BestPractice&ResearchClinicalGastroenterology2006;20:1085-

101.

 2.LeeSH,HwangJH,YangKY,LeeKH,ParkYS,ParkJK,etal.Doesendoscopic

sphincterotomy reduce the recurrence rateofcholangitis inpatientswithcholangitis and

suspectedofacommonbileductstonenotdetectedbyERCP?GastrointestEndosc2008

;67:51-7.

 3.McAlisterVC,DavenportE,RenoufE.Cholecystectomydeferralinpatientswith

endoscopicsphincterotomy(Review).CochraneDatabaseSystRev2007;4:CD006233.
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Case 6 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A 66 years oldmale presentedwith

cholestaticjaundice.

 ERCP	was	done	as	shown		

 The	ERCP	showed abenign longstenosis (whitearrow)athepatichilumwithupstream

dilatationofbilateralintrahepaticducts.Duetotheinitialdiagnosisofpossiblehilarcholangiocarcinoma,

thenheunderwent a standard sphincterotomy anddouble pigtail stentwas inserted.His biopsy

revealednomalignancyandhislaboratoryfindingsshowedahighIgG4level(1,030mg/dL,normal8-

140mg/dL). The diagnosis of autoimmune pancreatitis was given. And after treatmentwith

prednisolonefor5months,subsequentERCPwithstentremovalshowedasignificantimprovementof

thestricture(arrowhead)whencomparedtothepreviousstudy.

 The	differential	diagnoses	arehilarcholangiocarcinomaorotherbenignstricturessuchas

iatrogenicbileductinjuries.
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Case 7  
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A54yearsoldfemalepresentedwithcholestaticjaundiceafterERCPandstentplacement

toreliefobstructivejaundice.

	 ERCP	was	done	as	shown	

 The	ERCP	showedupwardmigrationofplastic stent intocommonbileduct.Thiswas

demonstratedbyagapbetweentheampullaandthedistalendofthestent(redarrow).Thestent

wasgraspedbyarattoothforceps(whitearrow)andthensuccessfullyremoved.



At
la
s 

of
 G

I. 
En

do
sc

op
y 

Th
e 

Se
rie

s 
of

 I
nt
er

es
t 

129

He
pa

to
bi
lia

ry
 a

nd
 P

an
cr
ea

s 

Discussion 
 Themost frequent complication associatedwith bile duct stenting is early

occlusioncausedbyclogging,withorwithoutcholangitis.Stentmigrationproximallyand

distallyareuncommoncomplicationswithreportedincidenceupto6%1.

 Presentationscanbevaries frommild intermittentabdominalpain toacute life-

threateningorganperforationthatrequiredurgentlaparatomy2.

 Therefore, dislodgedormigrated stents shouldbe removedeither byDormia

basket,ballooncatheteror forceps.When thebileductsaredilated, thestentmaybe

graspedatitsshaft.Ifthebileductsarenotdilated,itispreferabletocatchthestentat

thedistalend3.

References 
 1.Namdar T,Raffel AM, ToppSA,Namdar L,Alldinger I, SchmittM, et al.

Complications and treatment ofmigrated biliary endoprostheses: a review of the

literature.WorldJGastroenterol2007;13:5397-9.

 2.KarimA,Orbell JH,BhattiK,ChaudharyB,ParvaizA.Biliarystentmigration

presentingasarecurrentabdominalwallabscesswithunderlyingenterocutaneousfistula.

GastrointestEndosc2006;63:874-6.

 3.ChaurasiaOP,RauwsEA,FockensP,HuibregtseK.Endoscopictechniquesfor

retrievalofproximallymigratedbiliary stents: theAmsterdamexperience.Gastrointest

Endosc1999;50:780-5.
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Case 8  
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A17yearsoldmalepresentedwithepigastricdiscomfortfor4days.Hehadmildjaundice.He

deniedanyfeverbeforearrival.

 ERCP	was	done	as	shown	



	 The	 ERCP	 showed few stones in the cystic duct andmultiple small stones in the

gallbladder(whitearrow).

 Thispatientunderwentbiliarysphincterotomyandballoonextractionofthecysticductstones.
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Discussion 
 Cysticduct stone is themajor causeof acute cholecystitis (95%of cases).Small

stones(<3mm)maypassreadilythroughthecysticductandbecomecommonductstones.

Thecysticductobstructioncausesinflammationanddistensionofthegallbladderandthis in

turn results and leads to gallbladder ischemia and transmural necrosis if the obstruction

persists1.

 In contrast tocysticduct stoneandgallbladder stone,up to50%ofpatientswith

commonductstonepresentwithbiliarycolic,cholangitis,pancreatitisorjaundiceifthestone

isleftinsitu2.

 BiliarysphincterotomyhasbeenthefoundationoftherapeuticERCPforcommonbile

ductstoneextractioneveninasymptomaticone3.

 Insomecertainsituationasinthiscase,thecysticductstonescanalsoberemoved

duringendoscopy.

References 
 1.TurnerMA,FulcherAS.Thecysticduct:normalanatomyanddiseaseprocesses.

Radiographics2001;21:3-22.

 2. CaddyGR, Tham TC. Symptoms, diagnosis and endoscopicmanagement of

commonbileductstones.BestPractice&ResearchClinicalGastroenterology2006;20:1085-

101.

 3. Ginsberg GG. Endoscopic retrograde cholangiopancreatography. Endoscopy

2007;39:1010-2.
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Case 9 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A 72 years old female presented with fever and jaundice. She was found to have

cholangiocarcinomaofthecommonhepaticduct.SheunderwentERCPwithdoublepigtailstentfew

monthsago.Threemonthlater,shepresentedwithrecurrentjaundice.

 Repeat	ERCP	was	performed	as	shown.	



 The	ERCP	showedmalignantcommonhepaticductstricture(3cm.inlength,whitearrow).

TheoldplasticstentwasremovedandreplacedwithWallstent(arrowhead,Natick,Mass)
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Discussion 
 Main limitationof theplastic stentplacement is stentocclusionasa resultof

bacterialbiofilm.Themedian time for stentocclusion for standard large-borestents is

approximately 3months. Stent occlusion results in recurrent jaundice, usuallywith

cholangitis1.

 Forpatientswithoccludedplasticstents, treatmentoptions include replacement

withanotherplascticstentormetallicstent2.

 Metallicstentplacementisthemosteffectivetreatmentforinoperablemalignant

commonbile duct stricture. Placement of ametallic stent ismore cost effective in

patientswithouthepaticmetastasesthaninpatientswithhepaticmetastases3.

References 
 1.BaronTH.Palliationofmalignantobstructivejaundice.GastroenterolClinNAm

2006;35:101-12.

 2.ShahJN,MuthusamyVR.Endoscopicpalliationofpancreatobiliarymalignancies.

GastrointestEndosClinNAm2005;15:512-31.

 3.KaassisM,BoyerJ,DumasR,PonchonT,CoumarosD,DelcenserieR,etal.

Plasticormetal stents formalignant strictureof thecommonbileduct?Resultsof a

randomizedprospectivestudy.GastrointestEndosc2003;57:178-82.
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Case 10 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A61yearsold femalepresentedwithprogressive jaundice.Shealsohadbreastcancerwith

smallbowelmetastasis.

	 ERCP	was	done	as	shown	

 The	ERCP	showedmultiple strictures of the extra and intrahepatic ducts (arrowhead).

Endoscopicfindingsofthispatientalsorevealedduodenalulcerandduodenalstenosis.Malignantbiliary

obstructionfrommetastasiswasthediagnosis.

 The	differential	diagnoses	arehilarcholangiocarcinomawith intrahepaticduct involvement

or other benign strictures such as primary sclerosing cholangitis. There is no therapeutic role of

endoscopyinthispatient.
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Discussion 
 Malignantobstructive jaundicemaybecausedbyvariousmalignancies suchas

pancreaticcarcinoma,ampullarycancer,primarybileductcancer,andmetastaticcancers1.

 Primaryaimof treatment is toprovidebiliarydrainagewith long-term relief from

pruritis,cholangitis,painandjaundice2.

 Inpatientwith combinebiliaryobstruction andduodenal obstruction, combined

stentingforsimultaneouspalliationofbothobstructionsafeandlessinvasivethansurgical

palliationwithanacceptableclinicaloutcome3.

 However, patientwithmultiple intrahepaticduct stricture, roleofendoscopy is

deemedonlyforadiagnosticpurpose.

References 
 1.BaronTH.Palliationofmalignantobstructive jaundice.GastroenterolClinNAm

2006;35:101-12.

 2. Singhal D, Van Gulik TM, Gouma DJ. Pall iat ive management of hi lar

cholangiocarcinoma.SurgicalOncology2005;14:59-74.

 3.KawM,SinghS,GagnejaH.Clinicaloutcomeofsimultaneousself-expandable

metal stents for palliation ofmalignant biliary andduodenel obstruction. SurgEndosc

2003;17:457-61.
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Case 11 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A53yearsoldfemalepresentedwithsevereabdominalpainthatreferredtoherbackfor3days.

Sheunderwentexploratorylaparotomyfromcaraccidentfewyearsago.TheCTscanshowedpancreatic

pseudocystattheheadofpancreas.

 Pancreatogram	was	done	via	major	ampulla	as	shown.	



 The	ERCP	showedcompletelyobstructionofthemainpancreaticductatthehead.Therewas

asignificantbulgingofduodenumatthefirstpart.Transduodenalpseudoscystdrainagewasperformed

(contrastfilledcysticcavity,redarrow).Dilatedupstreampancreaticductwasdemonstratedafterfurther

fillingofcontrastinthepseudocyst.
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 The finaldiagnosis isapancreaticpseudocystwithdisconnectedductat theheadand

body.

 The	differential	 diagnoses	 are pancreas divisumwith pseudocyst and other

neoplasticpancreaticcystssuchas, intraductalpapillarymucinousneoplasms(IPMN),mucinous

cysticneoplasms(MCN)andserouscysticneoplasms(SCN).

Discussion 
 Pancreaticpseudocystscomprisemore than80%of thecystic lesionsof thepancreas

andcausecomplicationsin7-25%ofpatientswithpancreatitisorpancreatictrauma1.

 Indications forpseudocystdrainage includepain, infection,obstructionof theGIor the

biliarytract,leakage,orfistulizationofthecollection2.

 Percutaneousdrainageispossiblebutitiscontraindicatedinpseudoscystwithpancreatic

ductcommunication like thispatient.Pseudocystsmaybeendoscopicallydrained transpapillary,

transmurally, or using a combination of the two. Pseudocyst can be entered at a point of

endoscopically visible extrinsic compression.Entry is confirmedby aspiration of fluid and/or

injectionofradiopaquecontrast.Transmuraldrainageisachievedbyplacingoneormorestents

throughgastricorduodenalwall.Thetransmural tract isdilatedwithastandarddilatingballoon

catheterbeforeplacementofoneortwostents3.

References 
 1.SinghalD,KakodkarR,SudR,ChaudharyA. Issues inmanagementof pancreatic

pseudocysts.JOP2006;7:502-7.

 2.HookeyCL,DebrouxS,DelhayeM,ArbanitakisM,LeMoineO,DeviereJ.Endoscopic

drainage of pancreatic-fluid collections in 116 patients:a comparison of etiologies, drainage

techniques,andoutcomes.GastrointestEndosc2006;63:635-43.

 3.BaronTH.Treatmentofpancreaticpseudocysts,pancreaticnecrosis, andpancreatic

ductleaks.GastrointestEndosClinNAm2007;17:559-79.
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Case 12 
DanaiLimmathurotsakul,MD.

RungsunRerknimitr,MD.



 A34yearsoldmalepresentedwithbleedingperampulla.ERCPwithpancreaticstentplacement

wasperformedtoprotectpancreaticduct.Afterbleedingwaswellcontrolled,thestentwasfoundtobe

migratedupintothepancreaticduct.

 ERCP	was	done	with	attempting	stent	removal.	

 ACaesartripod(Wilson-Cook,WinstonSalem,NC)wasusedtograspthemigratorystentand

thensubsequentlythestentwassuccessfullyremoved.
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Discussion 
 Proximalmigrationofpancreaticstent isan infrequentoccurrencewhichsometimes

causesseverepain to thepatient.Thesestentscanbe removedendoscopicallywithahigh

degreeofsuccessinpatientwithdilatedductwithdifferenttechniques1.

 However,inpatientwithnormalpancreas,thesmallerdiameterofthepancreaticduct

andtheassociatedstent inductalsystemmay limit thepossibilitiesforendoscopicremoval2,

especiallysmallcalibersinglepigtailstents3.

 Agrasping tripod,which requires a smaller space in order to open, is our recom-

mendeddeviceforproximallymigratedpancreaticstentthatisimpactingasmallduct4.

References 
 1.LahotiS,CatalanoMF,GeenenJE,SchmaizMJ.Endoscopic retrievalofproximal

migratedbiliaryandpancreaticstents:experienceofalargereferralcenter.GastrointestEndosc

1998;47:486-91.

 2.BaronTH,DeanLS,MorganDE,HoltTL.Proximalmigrationofapancreaticduct

stent: endoscopic retrieval using interventional cardiology accessories.GastrointestEndosc

1999;50:124-5.

 3.HorwhatJD,JowellP,BranchS,FleishmanL,GressFG.Proximalmigrationofa3

frenchpancreaticstentinapatientwithpancreasdivisum:suggestedtechniqueforsuccessful
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 A63yearsoldfemalepresentedwithfeverandpalpablemassatleftupperpartoftheabdomen

for1month.Shehaddiabetesmellitusandhypertension.Thecystwasaspiratedandfoundtohavehigh

amylaselevel.

 ERCP	was	done	as	shown.	

 Pancreatogramdemonstratedanormalsizepancreaticduct.Arrowheadindicatedcontrastleaking

intocysticcavityfrompancreatictail.

 Histoacryl (Histoacryl blau®,Braun,Melsungen,Germany) andLipiodol (GuerbetLaboratory,

Aulnay-Sous-Bris,France)injectionattailofpancreaswasperformed.Whitearrowshowedsomelipiodal

staininperipancreaticllymphaticsystem.



At
la
s 

of
 G

I. 
En

do
sc

op
y 

Th
e 

Se
rie

s 
of

 I
nt
er

es
t 

141

He
pa

to
bi
lia

ry
 a

nd
 P

an
cr
ea

s 

 Therewasnosymptomrelatedtodistantemboli.Thecystdisappearedin2monthsand

wasconfirmedbyarepeatCTscan.

 The final diagnosis is postHistoacryl injection of pancreatic pseudocystwith local

lymphaticemboli.

Discussion 
 Pancreaticduct leakscanbe internalorexternal.External leaksusuallyoccur following

pancreaticsurgery.Internalfistulasmayresultfrompseudocystsandpresentaspancreaticascites

orpleuraleffusions1.

 ERCPismoresensitivethancomputedtomographyindemonstrationofpancreaticopleural

fistula (79%versus43%respectively).Earlyendoscopic interventionwithpancreaticductstent

placementisrecommendedduetohighsuccessrateinfistulaclosure2.

 Theendoscopic treatmentof fistulaswithbiologicalglues isagood therapeuticoption

withamuch lower risk thansurgery.This therapyachievesveryhighsuccess rate,3however,

complicationsuchas localemboli canoccur.The riskofdistantemboli in thiscondition is low

comparingtocirrhoticpatientwithportosystemicshunt.
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 A68yearsoldfemalepresentedwithfeverand jaundicefor2weeks.CTsanshoweddilated

intrahepaticductsbilaterallywithinfiltratingmassintothemainportalvein.

 ERCP	was	done	as	shown.	

 The	ERCP	showedstricture (arrowhead) interrupted themainhepaticconfluenceand right

secondaryhepaticconfluencewithupstreamdilatationofleftintrahepaticduct.Hilarcholangiocarcinoma

ofBismuthtypeIIIawasthediagnosis.
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	 The	differential	diagnoses	are benign strictures such as iatrogenic bile duct

injuriesorothercarcinomassuchasgallbladdercancerorhilarnodalmetastases.

 Thispatientunderwentmetallicstentinsertionintoleftintrahepaticduct.

Discussion 
 HilarcholangiocarcinomawasfirstdescribedbyAltemeier,etal.in1957.Patientswith

hilarcholangiocarcinomaareusuallyintheir6thor7thdecade.Over90%presentwithpainless

jaundiceandonlyfewsurviveformorethan6monthswithouttreatment1.Ithasbeenaccepted

thatmetallicstentinsertionisthemainresourceforpalliativetherapy.Inthiscasenegotiating

theguidewire into the left biliary systemwasverydifficult due to a severe angulationof

commonduct and left intrahepatic duct (arrowhead).However, itwas succeedby using

ricochettechnique(havingtheguidewirehittheoppositewallofthemainductbeforeitmade

U-turnintothedesiredintrahepaticduct).

 Technical success rates for bilateral endoscopic stent placement are lower than

unilateral drainage.Most jaundicepatients canbepalliated adequatelywith only unilateral

drainage1.Median survival did not differ between the two strategies but a higher rate of

complication inbilateraldrainagegroupcouldoccur2.Therefore,wesuggest thatsinglestent

insertionismorecosteffectivesinceitcontainsalowerriskofprocedure-relatedcomplication

andmortality3.
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 A76yearsoldmalepresentedwith jaundiceandpalpablegallbladder for1month.CT

scanof the abdomendemonstrateddilated commonduct, gallbladder and intrahepatic ducts

bilaterally.

 ERCP	was	done	as	shown.	

 The	ERCP	showed a 1.5 cm. stricture at distal commonbile duct (arrowhead)with

upstreamdilatationofcommonhepaticductandmilddilatationofboth intrahepaticducts. In this

case, therewas no filling of contrast into gallbladder. Of note, vigorous injection of the

contrastwas not performed.A 10 Fr x 9 cm. plastic stentwas inserted across the stricture.

Cholangiocarcinomaofdistalcommonbileductwasthediagnosis.

 The	differential	diagnoses	arepancreaticheadcarcinoma,autoimmunepancreatitiswith

distalcommonductinvolvementandprimarysclerosingcholangitis.

 A76yearsoldmalepresentedwith jaundiceandpalpablegallbladder for1month.CT
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Discussion 
 Onefourthofcholangiocarcinomaarisefromthedistalcommonbileduct.Themost

commonsymptomispainlessjaundice1.

 In advancedcarcinoma,endoscopic stentingwithplastic stent is associatedwith

fewercomplicationsandshorter totalhospitalstay,butwithhigher riskof recurrentbiliary

obstructionthansurgery2.

 Placementofplasticstentshouldbeusedinpatientswithspreadofthetumortothe

liver,whereasametallicstentshouldbeplacedinpatientswithouthepaticmetastasesdue

tocosteffectiveness3.
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 A56year-oldThaimanpresentedwithintermittentpostpandrialepigastricpainandjaundicefor2

months.CTscanoftheabdomenshoweddilatationofbiliarytreestartedfromcommonbileduct.The

cholangiogramshowedstrictureof thedistalCBD[2cm. in length (arrowhead)]withdilatedcommon

hepaticductand intrahepaticduct.Pancreatogramdemonstrateddiffusenarrowingofpancreaticduct

withoutanysegmentaldilatation(whitearrow).

Discussion 
 Autoimmunepancreatitis (AIP) isaunique formofchronicpancreatitis characterizedbyahigh

serumIgG4concentration.1

 Hallmarkfindingondirectpancreatogramisdiffuseorsegmentalirregularnarrowingofthemain

pancreaticduct.Theintrapancreaticportionofthecommonbileductisnarrowinalmostofthepatients.2

 TreatmentofchoiceforAIPissteroidtherapy,whichhasbeenshowntoimprovethesymptoms,

reversetheinflammatoryprocess,andresolveoftheradiographicandlaboratoryabnormalities.3
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