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CASE REPORT

A rare case of massive hepatic abscess 6 years after ERCP due
to retained biliary stent
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Abstract : Backround : ERCP combined with the insertion of biliary endoprosthesis is considered a daily prac-
tice endoscopic intervention for the treatment of choledocholithiasis. Nevertheless, retained biliary stents for a 
prolonged period without follow up may cause serious complications. Case presentation : We present the case of 
a 62-year-old man who was hospitalized with symptoms of vomiting, abdominal pain, fatigue and fever. Clinical 
examination and laboratory results were indicative of an intra abdominal infection. Ultrasound and CT scans 
were performed, identifying a 17x11.3x7.7 cm. The cause of this lesion was a retained stent in the common bile 
duct which was placed 6 years ago via endoscopic retrograde cholangiopancreatography. The patient did not 
attend his follow up appointments after his initial ERCP. Patient’s clinical status deteriorated, and an urgent 
ERCP was performed replacing the retained stent, followed by ultrasound-guided pigtail stent insertion into 
the hepatic abscess and administration of antibiotics intravenously. Patient’s clinical condition was improved 
and after two months of surveillance complete resolution of the hepatic abscess was achieved. Conclusion : The 
insertion of biliary stents is common endoscopic technique, but close follow up is of outmost importance. J. Med. 
Invest. 70 : 508-512, August, 2023
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INTRODUCTION
 

Endoscopic retrograde cholangiopancreatography (ERCP) is 
widely accepted as the gold standard technique for the treatment 
of choledocholithiasis and, is usually combined with the endo-
scopic insertion of biliary endoprosthesis in order to establish 
and secure patency of the common bile duct (CBD) (1, 2). Biliary 
stents are tubular devices made of plastic or metal, and is rec-
ommended to be replaced or removed within 2-6 months from 
insertion (1-4).

Retained biliary stents for a prolonged period without follow 
up may cause serious, or even life-threatening, complications 
such as acute cholangitis, pancreatitis, internal stent migration, 
endoprosthesis occlusion and obstructive jaundice (3-12). In 
these cases, the mortality rate can reach up to 12% (3). The for-
mation of liver abscess is a rare complication of a forgotten stent 
in the CBD. Only 2 cases have been described in literature to the 
best of our knowledge (7, 8).

We present the case of a 62 year-old male patient with liver 
abscess due to retained biliary stent, who was treated via 
ultrasound (U / S) guided drainage of the abscess and adminis-
tration of antibiotics intravenously. This report aims to bring to 
clinicians’ attention this relatively rare entity and highlight the 
management options.

CASE PRESENTATION

We present the case of a 62 year-old Caucasian male patient 
who was hospitalized with symptoms of vomiting, abdominal 
pain, fatigue and fever. The symptoms have begun 3 days 
before his admission to the hospital. His vital signs on the 
admission were the following : Temperature = 38.5ºC, Heart 
rate = 95 beats / min, Respiratory rate = 23 breaths / min, Blood 
pressure = 110/70 mmHg. The patient was pale but with good 
nutrition status (Body Mass Index = 20.2 kg / m2). Moreover, his 
tobacco use was 30 pack-years and he did not consume alcohol.

Patient’s past medical history included hypothyroidism treat-
ed with levothyroxine and CBD stent placement after an ERCP, 
6 years ago, due to an episode of obstructive jaundice. A CBD 
stricture, related to inflammation, was identified as the cause of 
the jaundice. Cytological samples taken from the stricture were 
negative for malignancy and a plastic 10 Fr-10 cm stent was 
inserted. Patient did not appear on the scheduled appointments 
for evaluation of the biliary stent. Furthermore, there was no 
previous surgical history. 

On inspection, he was ill-looking and had signs of dehydra-
tion. The clinical examination revealed sensitivity in the right 
upper quadrant of the abdomen without tenderness, whereas, 
the bowel sounds were normal. In addition, there was no blood or 
palpable mass on digital rectal examination. Furthermore, the 
clinical examination of cardiopulmonary and urogenital systems 
revealed no abnormal signs.
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The blood tests revealed elevated inflammatory markers, 
anaemia, jaundice electrolyte disorders, as well as deterioration 
of the liver function (Table 1). The results of all other laboratory 
markers were within normal range (Table 1). 

Taking into consideration all findings from the clinical exam-
ination and the blood tests, an abdominal U / S was performed, 
revealing a 17x11.3x7.7 cm hypoechogenic lesion with irregu-
lar borders and hyperechogenic rim in the right hepatic lobe, 
followed by computed tomography (CT) of the abdomen. The 
latter confirmed the findings of U / S, and, in addition depicted 
a stent in CBD causing slight dilation of intra-hepatic bile ducts 
(Figure 1). Furthermore, the gallbladder was distended without 
gallstones (Figure 2). The serological tests were negative for 
hepatitis, HIV infection and echinococcosis, whereas the tumour 
markers in blood were normal (Table 1).

Due to deterioration of his clinical status with exacerbation 
of abdominal pain, presence of electrolyte disorders and onset 
of fever, the patient underwent an urgent ERCP 6 hours after 
his admission to the hospital and replacement of the previously 
inserted plastic stent with a new one plastic 7 Fr–10 cm stent. 
The replaced stent was partially obstructed and many small 
gallstones and biliary sludge were removed from the CBD. The 
U / S-guided pigtail stent insertion into the hepatic lesion re-
leased a substantial amount of brownish fluid which was sent for 
microbial and cytological analysis. The cytological examination 

of the specimen was negative for malignancy, whereas the 
cultures revealed the growth of Enterococcus faecalis and Kleb-
siella pneumoniae. The initial empiric antibiotic therapy with 
ceftriaxone, metronidazole and gentamicin was modified accord-
ing to pus cultures to ciprofloxacin and linezolid. The clinical 
condition of the patient was improved and an abdominal CT was 
performed 8 days after his admission to the hospital revealing 
significant decrease in the dimensions of the liver abscess (Fig-
ure 3). Nevertheless, a second pigtail stent was inserted (Figure 
3). The patient received intravenously 0.8 gr Ciprofloxacin / day 
for 22 days and 1.2 gr Linezolid / day for 22 days. He also received 
1 gr Ciprofloxacin / day and 1.2 gr Linezolid / day per os, for 30 
days after his discharge.

The patient was discharged 27 days after his admission 
to the hospital and he underwent regular follow up meetings 
with clinical examination, blood tests and CT of the abdomen. 

Table 1.　Blood test results on admission

Blood test markers On admission Normal range values

WBC 19.170 3.800-10.500 / mL

Hct 29.5 41-53.8%

Hb 9.2 13.4-17.4 g / dL

PLT 301 150-400 K / μl

CRP 38.97 < 0.5 mg / dL

UR 48 15-50 mg / dL

CR 0.95 0.7-1.3 mg / dL

K- 3.4 3.5-5.1 mmol / L

Na+ 127 136-145 mmol / L

TA-BIL 2.04 0.3-1.2 mg / dL

D-BIL 1.3 0-0.5 mg / dL

SGOT 125 0-35 U / L

SGPT 116 0-55 U / L

GGT 322 0-50 U / L

ALP 348 40-150 U / L

CEA 2.64 0-5 ng / ml

AFP 0.96 0.89-8.78 ng / ml

CA 19-9 27.48 0-37 U / ml

PSA Total 0.389 0-4  ng / ml

TSH 0.3838 0.35-4.94 μUI / mL

Note.
WBC = White blood cells, Hb = Haemoglobin, Hct = Haematocrit, 
PLT = Platelets, CRP = C-reactive protein, UR = Urea, Cr = Cre-
atinine, Na+ = Sodium, K+ = Potassium, TA-BIL = total bilirubin, 
D-BIL = direct bilirubin, SGOT = Serum glutamic oxaloacetic 
transaminase, SGPT = Serum glutamic pyruvic transaminase, 
GGT = Gamma glutamyl transferase, ALP = alkaline phospha-
tase, CEA = Carcinoembryonic antigen, AFP = Alpha Fetopro-
tein, CA 19-9 = Cancer antigen 19-9, PSA Total = Prostate spe-
cific antigen Total, TSH = Thyroid stimulating hormone

Figure 1.　Hepatic abscess and stent in CBD.
CT of the abdomen depicting a 17x11.3x7.7 cm hepatic abscess in the 
right hepatic lobe and a stent in CBD causing slight dilation of intra-
hepatic bile ducts. The green arrow is demonstrating the hepatic 
abscess, whereas the red one is depicting the stent in CBD.

Figure 2.　Hepatic abscess, stent in CBD and gallbladder.
CT of the abdomen depicting the hepatic abscess, the stent in CBD 
and the gallbladder. The green arrow is demonstrating the hepatic 
abscess, the red arrow is depicting the stent in CBD and the yellow 
arrow is showing the gallbladder.



510 I. G. Gkionis, et al.  Hepatic Abscess 6 years after ERCP

His last follow up was in November 2021, 2 months after his 
hospitalization, in which he was found in good clinical condition. 
The abdominal CT depicted complete resolution of the hepatic 
abscess and, both the pigtail stents in the hepatic lesion and the 
stent in the CBD, were removed (Figure 4).

DISCUSSION

ERCP is an extremely useful endoscopic technique used in 
daily practice for both diagnosis and treatment of biliary pathol-
ogy. Insertion of biliary endoprosthesis during ERCP is consid-
ered the treatment of choice for patients of any age, in order to 
establish and maintain the bile flow in case of stone impaction in 
the CBD with a success rate of up to 95% (1, 2).

Biliary stents are tubes made of plastic or metal in different 
sizes and shapes, used to relieve obstruction in the biliary tree or 
to treat biliary leaks (1, 2). Plastic stents are considered a valu-
able option for benign biliary strictures, although they are relat-
ed to a notable complication rate (36.5% for single and 20.3% for 
multiple plastic stents) (13, 14). Compared to uncovered metal 
stents (39.5% complication rate), plastic stents are cheaper and 
safer (13, 14). However, fully covered metal stents are related to 
a similar complication rate (23.8%) with the plastic stents, but 
at a significantly higher cost (15). Nevertheless, metal stents 
have higher patency rates, and for this reason are considered the 
mainstay treatment for hilar malignancy and inoperable malig-
nant strictures of the common bile duct (16).

Patient’s adherence to follow-up is crucial. Regular appoint-
ments should be scheduled every 2-6 months after the initial 
insertion of endoprosthesis, and continues until the removal 
of the biliary stent (1-4, 11). Biliary stents are foreign bodies 
and, therefore, if kept for a prolonged period they contribute to 
formation of stones in the CBD and bacterial proliferation (3-
12).  A combination of biliary stasis, bile infection and microbial 
translocation is considered as the most probable mechanism of 
hepatic abscess formation in our case. Ascending cholangitis, 
due to occlusion of retained biliary stents, was also considered 
responsible for the formation of hepatic abscesses in the other 
two similar cases reported in literature (7, 8) (Table 2).    

 In general, hepatic abscesses may vary from a small (≤ 5 cm) 
to giant size (> 10 cm). The majority of hepatic abscesses present 
with an average size between 5 cm to 10 cm, and these lesions 
are characterized as “large” (17). They usually present with a 
combination of malaise, abdominal pain, fever and obstructive 
jaundice (18, 19). 

Early diagnosis is crucial for appropriate treatment, and 
abdominal imaging is pivotal in confirming the diagnosis. Ab-
dominal U / S and CT are the most commonly used diagnostic 
modalities while further imaging with MRI is included in pa-
tient’s workup (20). Abdominal CT has a sensitivity of 97% in 
diagnosing liver abscess, and is considered the gold standard 
imaging technique (9). The double target sign is a characteristic 
imaging feature of hepatic abscess demonstrated on CT scan, 
in which a central low attenuation lesion filled with liquid is 

Figure 3.　Insertion of pigtail stents into the hepatic abscess.
CT of the abdomen showing two pigtail stents inserted into the 
hepatic abscess. The arrows are demonstrating the pigtail stents.

Figure 4.　Complete resolution of the hepatic abscess.
CT of the abdomen revealing complete resolution of the hepatic 
abscess.

Table 2.　Comparison of the 3 cases with hepatic abscess due to retained biliary stent presenting patients’ age, symptoms, abscess’s character-
istics, characteristics of retained stent and management

Author Age Symptoms Abscess location Abscess size Characteristics 
of retained stent

Duration of 
retained stent    Management

Alhaddad O 
et al. (7) 62

-Abdominal pain
-Fever

- Jaundice

Right hepatic 
lobe 10x10 cm Plastic stent 20 years

-ERCP
-Pigtail stent insertion 

to abscess
-Antibiotics

Rajmohan R 
et al.  (8) 37

-Abdominal pain
-Fever

-Diarrhea
Hepatic dome Multiple, < 3 cm Multiple plastic 

stents 10 years -ERCP
-Antibiotics

Gkionis et al. 62

-Vomiting 
-Abdominal pain

-Fever
- Jaundice

Right hepatic 
lobe 17x11.3x 7.7 cm Plastic stent 6 years

-ERCP
-Pigtail stent insertion 

to abscess
-Antibiotics
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surrounded by a high attenuation inner rim representing the 
membrane of the abscess and a low attenuation outer ring de-
picting the edema of the liver parenchyma (18). Moreover, CT 
is extremely helpful in guiding accurate percutaneous drainage 
which is nowadays the most widely accepted approach in terms of 
treatment along with antibiotic administration (21).

In the vast majority of cases the abscess is polymicrobial and 
the most commonly involved pathogens in the formation of hepat-
ic abscesses are Escherichia Coli, Klebsiella pneumoniae, Bacte-
roides and Enterococcus (17). In abscesses due to retained biliary 
endoprosthesis the first step in patient’s management, should 
be the removal or replacement of the forgotten stent via ERCP 
followed, in most cases, by a combination of antibiotic therapy 
and adequate drainage (19). The antibiotic regimen should cover 
a wide spectrum of microbes and for that reason should consist 
of ampicillin combined with an aminoglycoside and metronida-
zole (18). Antibiotic therapy alone, without drainage, should be 
reserved only for patients in good clinical status and those who 
have multiple micro abscesses, smaller than 3 cm in diameter, 
not amenable to drainage (18). The antibiotic treatment can 
be modified based on the results of blood or pus cultures. The 
duration of the antibiotic therapy should be individualized on 
the basis of the clinical response and most of the patients should 
receive antibiotics for 4-6 weeks (17-19).

Drainage of pyogenic liver abscesses is the mainstay treatment 
and can be performed surgically or with the use of minimally 
invasive techniques. Image guided percutaneous drainage has 
success rate up to 90% and has become the treatment of choice 
in most centers, while surgical drainage nowadays is reserved 
for patients who fail to respond to treatment with percutaneous 
drainage and antibiotics or have concurrent intraabdominal pa-
thology which requires surgical management (21).

In conclusion, CBD patency should be always checked after in-
sertion of biliary endoprosthesis as it can lead even to the forma-
tion of hepatic abscess, a rare but potentially lethal complication. 
Clinical vigilance, early appropriate imaging, rapid removal of 
the endoprosthesis along with drainage and antibiotic treatment 
are pivotal in the management of this rare clinical scenario.

CONCLUSION

The formation of hepatic abscess due to retained biliary stent 
is a rare complication of ERCP. Obviously, close follow up is of 
outmost importance. 
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