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CASE PRESENTATION

A 76-year-old female presented with jaundice,
weight loss and pruritus for 6 weeks. Her evalu-
ation revealed obstructive jaundice with evi-

dence of dilated biliary tract with a fullness in the head
of the pancreas. An endoscopic ultrasound showed 
2- to 3-cm mass lesion in the head of the pancreas and
enlarged celiac nodes, but biopsies were inconclusive.
She subsequently underwent an endoscopic retrograde
cholangiopancreatography (ERCP) and a 10-French 
7-cm plastic stent was placed with gradual resolution
of her pruritus and jaundice. Two weeks later, a stent
exchange with a self-expanding metal stent was 

performed. She subsequently presented with progres-
sive fatigue, anorexia, nausea, vomiting, abdominal
distention, epigastric and right upper quadrant pain but
her jaundice had resolved. Her physical examination
revealed right upper quadrant tenderness and labora-
tory evaluation was significant for an elevated white
blood cell count. Her liver enzymes, alkaline phos-
phatase and bilirubin were normal. 

A CT scan of the abdomen was then performed,
and coronal and coronal and transverse sections are
shown (Figure 1A and B).

Questions
1. What are the findings on the abdominal CT scan?

2. What is the most likely diagnosis?

3. What would have lead to the above condition?
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ANSWERS

1. The bile duct dilatation had resolved with the inter-
val placement of a metallic biliary stent (Figure 1).
However, there was presence of pneumobilia with
mild gallbladder wall thickening, with adjacent
inflammatory stranding in the fat, and gas within
the gallbladder wall.

2. The above findings are concerning for emphysema-
tous cholecystitis. 

3. This happened secondary to cystic duct obstruction
by the self-expanding metallic stent. 

4. She was managed with intravenous antibiotics and
subsequently underwent a cholecystostomy tube
placement (Figure 2) and there was pus drainage
from the gallbladder and rapid improvement in her
symptoms. 

DISCUSSION
An ERCP with endobiliary stent placement for a
malignant common bile duct obstruction is a com-
monly performed procedure (1). Complications asso-
ciated with this procedure include stent occlusion or
migration, tumor ingrowth and cholecystitis (2,3).
Patients should improve after successful decompres-
sion of an obstructed biliary tract and failure to do so
should lead to an investigation. Obstructing the cystic
duct, which can lie low in the common bile duct, with

a covered metal stent may result in cholecystitis (4).
Emphysematous cholecystitis is rare but associated
with high morbidity and morbidity. There is an
increased risk of gangrene and gall bladder perforation
(5). The management includes antibiotic therapy, and
early surgical intervention or a cholecystostomy tube
placement. n
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