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Acute Abdomen in a Patient with a History of Pulmonary Tuberculosis 
and Endoscopic Retrograde Cholangio-Pancreatography Due to 

Common Bile Duct Stones
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A 65-year-old woman was admitted with a chief complaint of fever and 
abdominal pain. The patient had severe abdominal pain with abdominal guarding, 
and a fever of 38.5°C. The patient had diarrhea, abdominal pain, and fever for 2 
days before the presentation. Her medical history was significant for pulmonary 
tuberculosis about 45 days earlier. She had also undergone endoscopic retrograde 
cholangiopancreatography (ERCP) a month earlier because of choledocholi-
thiasis, and a 10-cm biliary stent was inserted for her. The patient also had a 
history of two abdominal surgeries many  years ago but could not remember 
the reasons. The evaluation of vital signs in the emergency room showed a 
temperature of 38.5°C, pulse rate = 98 beats per minute (bpm), respiratory 
rate = 17 breaths per minute, and blood pressure = 125/86 mmHg. An abdominal 
examination revealed a distended, tender abdomen. The rest of the physical 
examination was unremarkable. Laboratory data showed hemoglobin = 10.7 
g/dL, white blood cell (WBC) count = 18300 mm3 (with 89% predominant 
neutrophils), platelet count = 450.000 mm3, sodium = 136 mmol/L, potassium 
= 4.2 mmol/L, blood urea nitrogen = 28 mg/dL, and creatinine = 1.92 mg/
dL. The patient underwent abdominal computed tomography (figure 1) with 
showed evidence of peritonitis.
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Fig.1: Evidence of peritonitis in computed tomography
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What is your diagnosis?

Answer:

Peritonitis due to rupture of the small intestine 
following the distal migration of biliary stents

CONCLUSION
Endoscopic biliary stenting is a treatment for the man-

agement of biliary obstruction secondary to malignant or 
benign diseases.1 The most frequent indication is the 
decompression of the biliary tract obstructed usually by 
lithiasis or tumors. They are also indicated in biliary fistulas, 
prevention of pancreatitis after ERCP, and hemorrhage 
after sphincterotomy or papillary dilation. ERCP is the 
procedure for its placement.2 The prosthesis can be made 
of plastic with a half-life of 3-5 months, or of metals with 
a half-life of 8 months, but the use of metallic ones is 
limited due to its high cost over plastic ones.3 There are 
complications associated with the placement of the stent 
with an incidence ranging from 8% to 10% , 4, 5 which 
include cholangitis, cholecystitis, duodenal perforation, 
bleeding, pancreatitis, fracture of the prosthesis, 
proximal or distal migration, and occlusion of the stent. 
6, 7 The migration of the endoprosthesis can be proximal 
or distal and is associated with certain factors such as the 
type of malignant or benign pathology, diameter, length, 
and duration, among others.8, 9 Stent extraction is usually 
performed by ERCP with various techniques such as the use 
of a balloon, Dormia basket, or Sohendra retractor.10 There 
are few reports of extraction in which open surgery was used.

In cases that the stent stays for a long time, stent 

migration can occur and, in rare cases, can cause serious 
complications. Sometimes the diagnosis can be difficult 
because of the absence of typical symptoms.And sometimes, 
it leads to intestinal perforation and peritonitis.11

Less than 1% of migrated biliary stents cause bowel 
perforation.12

In the case presented here, the stent entered the small 
intestine after migration,and because of the adhesion of the 
intestine following the previous abdominal operations, 
the intestine was punctured, and the patient developed 
infectious peritonitis. In a few similar case reports, 
perforation was often reported in the proximal ligament 
Tritz, and there are rare cases of distal ligament Tritz 
puncture, similar to the patient presented by us.13 Most 
notably, most cases occur in patients with intestinal 
problems such as diverticulitis or those with intestinal 
adhesions due to previous abdominal surgery.

Our patient underwent a laparotomy, and it was found 
that the biliary stent caused the rupture of the small intestine 
and caused peritonitis (Figure 2). The patient was dis-
charged with a good general condition after treatment.

One of the rare complications of biliary stents is 
peritonitis, which is more likely in patients with bowel 
problems or abdominal adhesions. Therefore, in such 
patients, a smaller size biliary stent should be applied 
more carefully, and it might be removed sooner.
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Fig.2: Perforated bowel due to biliary stent, 100 cm after ligament Tritz
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