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ENDOSCOPIC RETROGRADE CHOLANGIOPANCREATOGRAPHY
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Gastric cé

Jastric malignancy.

' GIS- Lobulated filling defects .

©) 48¢€ / local wall thickening.
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gpancreatitis presents with different
p8tic and therapeutic challenges
@red to acute pancreatitis; the role of
figmay be interventional as well as
ostic.
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B 42 iICpancreatitis 1s characterized by
L \ hymal atrophy, ductal calcifications,
juctal dilatations and strictures.
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hal-antitrypsin, c) postnecrotic (hepatitis), d) metabolic disease: WilSo
818, glycogen storage disease, ¢) PBC, PSC, f) congestive heart failure.
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(Normal vs cirrhotic liver )
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U/Stadvanced cirrhotic liver appears to be nodular, irregular, and contractee
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bdepending on the extent of fatty
[brosis, and regenerating nodules, the
Bichyma may have either homogeneous

eous decreased attenuation.

fareas of fibrosis and regeneration may §
genseto parenchyma. The surface of the
be very nodular in cirrhosis.
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“Feathery-
- appearance” of
jejunum

Smooth
appearance
of ileum




Bowel obstruction (small bowel)

el obstruction
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Meniscus sign of intussusception at the hepatic flexure on barium enema.













Plain Films: Abdominal X-Ray (AXR)

Findings: Small (SBO) vs. Large Bowel Obstructions (LBO)

« Look at caliber, lines, and location to differentiate SBO vs LBO

« Air fluid levels on upright x ray are neither specific nor sensitive and
cannot help distinguish ileus, enteritis, or partial from complete SBO

Small Bowel Obstruction

SMALL

3cm max
diameter

Lines all the
way across
the bowel
(Plicae
Circulares)

Central

LARGE

6cm max
diameter

Lines not
fully across
(Haustra)

Peripheral

Large Bowel Obstruction




Volvulu, :

¥
ulus is a cause of large bowel
| |hnd occurs when the sigmoid

3tS on 1ts mesentery, the sigmoid

radiographs will show a large, dilated
colon, often with a few gas-fluid levels.
gns include:
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Volvulus of the distal
sigmoid colon, best
appreciated on the

coronal images.




Cecal vol

plvulus describes torsion of
g around its mesentery which
esults in obstruction.

4
cognized, it can result in bowel
10n and fecal peritonitis.



Abdominal X-Ray
Appearance

Comma :
S g ’ N - & I
Site RLQ E&J LUQ LLQ & 3 RUQ

Haustra + -

Coffee-Bean sign * kil

Obstruction + SBO + Colonic obstruction
Air-Fluid levels 1 (if seen) Few (if seen);ﬁ’::, ;,







.7 <.~ Pneumoperitoneum
(Air in the Peritoneal Cavity)

Causes of a Perforation What to Look for on Imaging to Diagnose
e Gastric or duodenal ulcer . . .

A tside the | f the Gl tract black
e Bowel dilation (SBO, LBO, ileus) ) o:,r)(zfail&%ne LR
* FB,OV}’eI |scgz(n|a iculiti e Air will be in anti-dependent (anterior when the
SRsl orzcal"ce. (diverticulitis, patient is lying flat, superior when upright, i.e.

appendicitis under the diaphragms)

e Trauma

e latrogenic (injury during surgery,
endoscopy, colonoscopy)

X-ray Findings CT Scan Findings

Images from Radipaedia.



Supine

* Bowel wall outlined by
intraluminal &
extraluminal air

| (extraluminal = free

B Rigler sign : 1 peritoneal gas)

) BOWQ\ ‘9.9 3QS ) T ( ‘ . ‘

. - (* Both of bowel wall
e s 22l can be seen

| (red arrows)
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__* Left lateral
decubitus

» Air-fluid level

e White arrow =
free air betwee
the abdominal
wall and the liv

1° Black arrow =
free fluid in the
peritoneum




* Supine
) * Falciform ligament

— connects the anterior
abdominal wall to the
liver

— extends inferiorly
beyond the liver -
becomes round ligament

— becomes outlined with
air in a patient with free
abdominal gas
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* massively air-filled
peritoneum




* massive
pneumoperitoneum

- sufficient air
beneath the
diaphragm

left & right
hemidiaphragms
contrasted by the

free gas appear as a
continuous structure
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