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Abstract Spinal Epidural Abscess : The Importance of Early Treatment 3 Cases Report
Prapan Chonyuen M.D.*
* Department of Orthopedics,Nan Hospital, Nan, Thailand.

J Prapokklao Hosp Clin Med Educat Center 2006;23:22-28.

The objective of this study is to emphasize correct diagnosis and importance of
early treatment of spinal epidural abscess.

Reviewed literatures and previously reported cases on spinal epidural abscess.
Three cases of spinal epidural abscess in Nan hospital from September 200 1-
December 2003 were reviewed and compared with previously published
literatures.

Severe back pain, fever, radicular pain and with or without neurological
deficits were important clues for the diagnosis of spinal epidural abscess
which is in accordance to previously reported studies. Although MRI displays
the greatest diagnostic accuracy, myelogram and CT myelogram also reveal
abnormalities in all cases. Early management of spinal epidural abscess
relates to the better neurological recovery.

Early diagnosis and prompt surgical drainage with appropriate intravenous
antimicrobial therapy results better chances of neurological recovery and
hence excellent prognosis in the patient with epidural abscess.
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MRI pattern

The first pattern is the phlegmonous stage of
infection results in homogenous enhancement
of the abnormal area. Pathologically, this
correlates to granulomatous-thickened tissue
with embedded microabscesses without a

significant pus collection.

The second pattern is that of a liquid abscess
surrounded by inflammatory tissue, which
shows varying degrees of peripheral

enhancement with gadolinium
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Factor Good outcome Poor outcome
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thecal sac
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Computed Tomography of Choledochocele : A Case Report
Phornsuk Osathaphongkarn M.D.*

*Department of Radiology, Chaophya Abhaibhubejhr Hospital, Prachinburi Province,

Thailand.

J Prapokklao Hosp Clin Med Educat Center 2006;23:29-36.

Choledochocele is an extremely rare congenital anomaly of the common bile duct, causing
abdominal pain, pancreatitis and lithiasis. A choledochocele may be easily overlooked by the
conventional diagnostic methods such as upper gastrointestinal series or abdominal ultrasound.
Computed tomography (CT) is an effective means of diagnosis. One case of choledochocele
in a 8-year-old boy with right upper quadrant pain was reported, and the findings on CT
and endoscopic retrograde cholangiopancreatography are described. The patient was treated
by endoscopic sphincterotomy and, after 1-month follow up, is without complaint. Choledochocele
can be diagnosed by CT and can be recognized by the finding of a cystic mass contiguous
with the distal common bile duct that invaginates into the duodenum.
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sfazgjﬂmﬂﬁﬁaﬁmm (neutrophils 3888y 83,
lymphocytes fovas 13, monocytes fovae 4)

\N5ALABA 285,000 é’a@ia@mﬁﬁ

NaaLua3
LFT : total protein 7.2 g/dL; albumin 4 g/
dL, globulin 3.2 g/dL
AST 23 U/L
ALT 19 U/L

alkaline phosphatase 181 U/L
total bilirubin 0.4 mg/dL
direct bilirubin 0.1 mg/dL
serum amylase: 161 U/L
CT scan of the upper abdomen (plain and
post contrast axial CT scan, with 10 mm slice
thickness and intervals) Wi cystic mass gﬂiﬁdﬂau
YOULNILIOL WA 2.7 LTUGLNAT IAAIANAW
widld 1Ussana 8 hounsfield unit AuSLIadndfiu
head of pancreas léfel'aqu’]a mass #imdlaln
duodenal lumen N&1IABLAK duodenum \ugdl
e T Iauagjmdéﬁumwm mass (MW 1-
3) LLa:Lfiavlﬁ@LLﬁa wudn mass e common bile
duct (7w 2) nwlu cystic mass fiwy calcifications
waneewns ez duii (7w 4) 'lwund dilatation
VI intrahepatic WRE extrahepatic bile ducts
§nwaiznng CT #dnldfu choledochocele w3a
choledochal cyst type Il I¥n153fednduduann CT
vJu choledochocele with lithiasis b¥iIN130373

A [ ~ a .
udutn tavulan endoscopic retrograde



Vol. 23 No. 1 Jan. — Mar. 2006 ‘ : ME

Continuing Medical Education

J Prapokklao Hosp Clin Med Educat Center 31

contrast enhanced axial CT scan of the upper abdomen

o q; a < . d! a a as 1 . .
NN 1 scan ITAVINUIA L common bile duct GiluMIaUNG ‘Ylaﬂmaglu pancreatic head 1113 medial

' S A
@]E]q\‘i%ﬂﬂ

NN 2 scan ANRINN 10 ARRLUAT LU common bile duct NaaLdulu cystic mass ﬁayj%ﬁa@iaqdﬁwﬁ

NN 3 scan ANAINIEN 10 TaALWATWY cystic mass EutdlUlu duodenal lumen L duodenum \wgdl

wi:f?fuﬂ%l,duﬂauayjmaéﬁumwaa cyst

. e . 1 d! & A A' Qla
NN 4 WU multiple calcifications agfnulu cyst @sfidailalu choledochocele %uias

cholangiopancreatography (ERCP) WU “cystic
dilatation of the terminal portion of the common bile
duct ﬁiw,%”]vl,ﬂlu second part of duodenum LAZ
wuin 9 waoidaaglu cyst” wa ERCP Hudu
n33H98  choledochocele  IMEWEINANTSNIN
lagnisHnéa endoscopic sphincterotomy Gial,fiad
fuly ﬂé'amﬁﬂm;Eﬂmvl,&iﬁmmsﬁ@ﬂﬂa wazlal
NUAMZUNINGOU

Lﬁ'aaﬂmw%ﬂ’m‘luﬁﬂ 1 1audann lawu
91N1SAAUN@ Wa abdominal ultrasound AUN@A

laiwuanwaue cystic mass 8n adenzdng o lutasvias

% %
° °

VU AU AUsan qamﬁ NaUG

v

" uazla foglu
& ad X
LNINUNANS %

unInsel

Congenital cystic dilatation of the bile
duct 1iuanuAaUnanwuldlditentin S309m
Q’ﬂ’mﬂ%\unﬂluﬂ W.a. 23957 ganlud) w.a. 2502
Alonso-Lej kazamus biauiailszinn (classification)
aufaUnamEIueTusn’ sl
sUUMTIaLsnEnasalay Todani WazADAZ® 944N
Lﬂuixuum%’uwf%mﬂsl,uﬂa)a)‘ﬁu ot



< & Aaa Y
32 915 75ﬁuﬂﬂ7iﬁﬂy7!lw7’lﬂﬂ7 AIAAUN 77\7Wfl7ﬂ7ﬁWi$l/ﬂ!ﬂﬁ7

A o A =
N23 RUUN1 N.fl. — U.fl. 2549

Todani classification of choledochal cyst
Type | : dilatation of common bile duct
Type | A : large saccular common
bile duct dilatation
Type | B : focal segmental common
bile duct dilatation
Type | C : fusiform common bile
duct dilatation.
Type |l : true choledochal diverticulum
Type lll : choledochocele
Type IV : uiatin
Type IV A : multiple intrahepatic
and extrahepatic cysts
Type IV B : multiple extrahepatic
cysts
Type V : caroli disease
choledochocele %38 choledochal cyst
type Il HduawaaUnanwdldvesd q@luﬁy’am@
5 types ABWLLAEY S0882 1.4-5 Va4 bile duct cysts

13,14

NINNG fanwuiln “cystic dilatation of the

common bile duct in the descending part of

duodenum proximal to an ampulla of vater” '

lll a\
NAINNIIINA

s 1 v 1o R a

3l e qulduidatinalnninfaves
choledochocele §#ansdanaENR NI INETLY
L1 Wheeler 13831n1341a choledochocele #1392
LﬂugﬂLLUULaU’Jﬁu ureterocele Aa & inflammatory
reaction 11 papilla W&2@XNAANTYAGUVBY papilla
Ak AANTTlUawes289 intramural portion  of
common bile duct @uN1'® Bnnguniina1iin
choledochocele 813t 1u diverticulum fiLfiaagj1ewing
ampullary compartment 11U sphincter of oddi'® "%

. & 9/2: = |g 1 A a U

Daziel wazams Aldamnuflndduin MaTeusn
choledochocele anaLilu congenital duodenal

duplication cyst fitiaf ampulla of vater'” agi19l3A

0 ufdraudegiuezdimnde ;ﬂﬁ\i ﬁquLa:ﬂaVLﬂ
A3LA@  choledochocele bal kot LL@iﬁﬁQ’é;ly'ﬁa”am@]
Jfaus choledochocele azRan¥IULNIIANLINA
“WWuEAU common bile duct wan13nnlu
choledochocele ‘L‘g@hﬂ duodenal mucosa LR
choledochocele & premalignant potential (s'il”miﬂ
choledochal cyst type 8:19TALAK DI mﬁ\ﬁ;@
fufiafuandseanty  wazarsinisnuniulngan
131073339 choledochocele b33 choledochal

cyst 1aulidalun3aly &

4
91N ANUASHNITUNINDBOU
81N17% @9289 choledochocele NWULE
1 dl A U U U
Uaun afe thaviasldmalasedusin wolszanm
U A dl v a Yy
Youay 91 savndnnfendnl o nion wuldeuas 35
wazanaianzunsndeuld 13w G0 (jaundice)
WUUTZNUSeRs 26 WUALSaUANE UIINGEUITZNA
o A o . o
088y 38 URWUWY (lithiasis) Uizunminuay 43
Tapaunusuasitn wulémali choledochocele 183
qg = U dl o s a
LLazluqauﬁm 20-23 NIZENINTEUN AandIznIT
4 A a” = X 4 o
ﬁmﬂamim@mmwﬂu choledochocele 3Ld3N
guansalaziosunilaifivuiy bile duct cyst
dl & A U e
au g wandawaultzinmisusy 2-8 I@qu
¢ . A o¥ Ad 4
URELNNARR LR g R HE o M TR o
adenocarcinoma memsqﬁamawxL%dﬁ]:ﬁﬂﬁ’mi
wmmtﬂsmaa%ﬂmdauﬁwLu;i 2,25
d‘V U ) U U U
Tusne9ui pdﬂmmmummsﬂmmﬂ@
18la3I6 w13 UAa Ul "B Tu T AN Y
fuhe ulng wanIaTanedesfoanns wod
serum amylase 9 Uhsgwi Wezlinnzduden

ANt ULNINTOUIINGE

M35 UAUMI3I Inen

Lﬁadmﬂé’ﬂw choledochocele  ANNTAIE
ornsthavesldmnolaTad i M DE AN
LAuiaTniSudnn upper gastrointestinal series,
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ultrasound abdomen L8z CT abdomen
lun1sase upper gastrointestinal series

ﬂ?u choledochocele 3zl WanauziTn “sharply-defined

filling defect along medial wall of the duodenum at

» 26 ﬁadm@iaﬂﬁgﬂuaﬁmvlﬂvlé’ N

the papilla
ultrasound abdomen udaztdun1saTiadosdiung
NW130ATIINL bile duct cyst awalnglld wdd
d31Mafa  Wund mwmﬁlgnmﬁ'\ié’mmeaaaﬁlu
a7l lazanwnz choledochocele TuNaL&N CT
abdomen 39tduiITn1303723Na0N q@flums RN
choledochocele™' Tag 1wnsal¥nnsiteasle win
WURNBMELDY “a cystic mass contiguous with
the common bile duct and prolapsing into the
duodenum” GsfialJuanwusainiznng CT (specific
CT appearance) 284 choledochocele'’
luﬁﬂ’;mmﬁ CT Wull “cystic mass” fu
o , X o
1lulu  duodenum  uay cystic mass u@any
common bile duct 34 135039398 choledochocele

l¢anaw CT

mMuanguenIsnanmn CT

fHauNaNWMEN19 CT wad choledochocele
o | o & & A A

CIWNIZEINCAT ABDIIADIUNDINNCDUN 1IN
£ g AR o A & . d{
lvxmw CT ﬂﬂ’]ilﬂﬂ\‘]ﬂuﬂmﬂu cystic mass Hu
vinll duodenum L6 Lt

1. Intraluminal duodenal diverticulum :
L&JNIN choledochocele I@ULﬁﬂiﬁ%’ﬂ’mﬁu contrast
material 3¢WL contrast material Lﬁﬁvlﬂa%nu duodenal
diverticulum @3laiwuly cholecochocele

2. Duodenal duplication cyst : 813uan
N choledochocelevl,é‘fmﬂ L1899 NUARINU contrast
material W&3 contrast material VL&J' TWITDHY
1flunalu duplication cyst was choledochocele
willauiu uawudn wlng duodenal duplication
cyst wagNuTImIeudaTzning first part miu

second part of duodenum waazlidariu common

bile duct uanmnﬁ%ﬂw duodenal duplication
cyst anundnaanTaule luias éoﬁﬁwulu%’ﬂm
choledochocele ¥

7 choledochal cyst type A 9 s 'l
suiludosiinds 1iesanaw CT dewdnauanedna
Ao cystic mass ﬁlwm:a%' cephalad N1
choledochocele  uazlawudnwarnisdmanllly

duodenal lumen"'

An v O 9
NIIIHUHINYUYU qﬂ“n’lf.l
a 4 1 o 1 & %
NI _3uuT@ L% choledochocele @3
817NN cholangiogram 'lai713zlasn13vin
percutaneous, intraoperative w38 T-tube
cholangiography F93a 1 dun1393730 invasive
spiral CT cholangiography LR magnetic
resonance cholangiopancreatography udnnng
a4 A “ .
Rennitanin wla iitesannidun1iaTian i invasive
MNTOATIINY choledochocele ‘leatinauaiugn 4
Uz " nFnwdediold v 28-30 udenaliiywide &
¢ A A o o \
Qﬂﬂsmmiawamn@mww:sluiidwmmammm
Ald3uluniiain v uazdesenduainutiungy
V0IEATN
m3u ERCP udvztdunnsasiandendng
. . | & o & . . dld
invasive wanaaLilu diagnostic procedure N@xNTN
dll U aa o U 1 ° =
Wiasan wnTaldniAtasuldudugn Je1ns
unIndauan  wazuenanbiiidunsaTiadiiadudu
U v as o as
LANPLRY B9 2WINNINIIINET choledochocele
dolédiaslun1saTiansaden I@u%’ﬂm"l,s\iél”au%mh
WRZANTZUZLIAINITUAUL TINNLNAGE

7]

NIFINHN
Taenly choledochal cyst diadldTun133nmn
Taun13HNd@ L% Roux-en-Y hepaticojejunostomy
WJudu we M#IU choledochocele HULANAIAN
o A @ A e e
choledochal cyst Tiadw 9 1JunueuiunuwiIn
137 W13D3NEN choledochocele L6 laslidasrda
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WHABYINLNE endoscopic sphincterotomy ST
WD ENANI TS NENNANINREL TN TUNING O
FNINNNIHNGR wallunIBANAAL ALk choledochocele
=3 ddl =
Ny I@mLﬂW’]ﬂuﬂiM‘ﬂcholedochocele JUBQ
I3 . = o % ) J 1
\&in endoscopist AanuT iy wazdesiulainlud
X L oo
w:ﬁaqumﬂu choledochocele $?™ 1u;§ﬂmsw
dglg Qas s . .
Anlesunssnelas endoscopic sphincterotomy
U a 1 (%3 a as
waclduad lufomisunindon nsGaeNUNERAY

13507 1 LAewlay ultrasound abdomen fAUN@®

51
q 1 1
ussrudiheroniinuwuuundeday
U U U dl v a

an1sdhaviadldralaeduawazadul “onniun
1¢5un13a319 vdulauyin CT abdomen WUSNSTA
“cystic mass contiguous with the common bile duct
and prolapsing into the duodenum” Fadu
SNBUZTUNIZ WIRLRNIARIS T wdue T u
choledochocele WazANAINUNIZANMZLNINTOUAD
#lu choledochocele (3nA W CT) uazdusan
s U A o U | Qar
ant U (INNAATIINNYBILLANNT) ;dﬂmvl,mu
mﬁﬁﬁ]ﬁfuﬁuq@ﬁmim ERCP futwinidu
choledochocele S’B‘dﬁﬁaa%imu‘lu wazhésunmIsnElay
endoscopic sphincterotomy Wan135n®1@ JauliA

1 6 1A v
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