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Abstract 
ERCP (endoscopic retrograde cholangiopancreatography) represents a safe endoscopic procedure and serious complica-

tions (perforation, haemorrhage, and acute pancreatitis) are usually uncommon. We present the case of a 38-year-old patient 
with gallstones in the common biliary duct who developed acute pancreatitis after ERCP. One month later a huge fluid col-
lection with necrotic tissue in the right paracolic gutter was found, the fluid being drained by percutaneous drainage under 
ultrasonographic guiding. The particularity of the case is the post-ERCP pancreatitis, complicated with walled-off necrosis, 
resolved without surgical intervention by using percutaneous drainage.
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Introduction

Pancreatitis is one of the most common complica-
tion of endoscopic retrograde cholangiopancreatography 
(ERCP), accounting for an incidence of 1.6% to 15.7%, 
depending on a variety of risk factors [1,2]. Acute severe 
pancreatitis occurs in 1–5% of cases and can be compli-
cated with pancreatic walled-off necrosis in its late phase 
(at least 4 weeks after the beginning of the disease) [3]. 
Percutaneous drainage of pseudocysts or recently formed 
abscesses can lead to complete recovery or, in other cas-
es, it can delay the time of surgical intervention, until 
the patient becomes stable [4]. We present the case of a 
young patient in which ERCP for gallstones in the com-
mon biliary duct was complicated with severe pancreati-
tis and walled-off necrosis.

Case report

A 38-year-old woman presented at the Emergency 
Department with acute abdominal pain in epigastrum 
and right hypocondrium and nausea. She had no signifi-
cant pathological history with the exception of a recent 
cholecystectomy. The clinical examination on admission 
revealed painful abdomen palpation. Laboratory find-
ings showed cholestasis (alkaline phosphatase 380U/L, 
gamma-glutamyl-transferase 467U/L, normal bilirubin), 
hepatic cytolysis, positive inflammatory tests (leukocyto-
sis 14,500/mm3, C-reactive protein 23mg/l). Abdominal 
ultrasonography revealed multiple hyperechoic images 
with posterior acoustic shadow in the common bile duct. 
The diagnosis of choledocholithiasis was established 
and ERCP with sphincterotomy was performed. Multi-
ple gallstones were removed without any periprocedural 
incidents.

After 36 hours, the patient complained of severe ab-
dominal pain radiating to the back. Blood tests revealed 
increased serum amylase concentration (1700 U/l). CT 
images showed fluid collections, pancreatic necrosis and 
important quantities of fluid in the peritoneal recesses. 
The Balthazar score was grade E and 4 points CT severi-
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Fig 1. a) Large fluid collection with necrotic tissue in the right 
paracolic gutter; b) Fluid in Morrison space.

Fig 1.  a) Right paracolic walled-off necrosis; b) Percutaneous 
drainage of the collection.

ty index. The patient’s clinical status deteriorated and she 
was admitted to the intensive therapy unit. Her evolution 
was slowly favorable under conservative treatment. One 
month later, abdominal ultrasonography and CT showed 
a large fluid collection (6.5/6.2/16.3 cm) with necrotic 
tissue in the right paracolic gutter, in the Morrison space,  
in the Douglas pouch, and peripancreatic, with an en-
larged, hypoechoic pancreas (fig 1).

It was decided to puncture the walled-off pancreatic 
necrosis under ultrasound guidance in order to drain it 
and to analyze the fluid, the procedure being a minimally 
invasive method. Therefore, percutaneously drainage 
was performed using a pig-tail catheter of 12F inserted 
by the Seldinger technique under ultrasound guidance, 
using first boujies on the guidewire (fig 2). 

During the next 3 days, 2.5 liters of purulent fluid 
were evacuated. A sample was sent for bacterological 
analysis. The results were positive for Citrobacter spp. 
These gram-negative bacteria are considered to be op-
portunistic nosocomial pathogens, being more frequently 
seen in immunocompromised patients during hospitaliza-
tion. The antibiogram showed high antibiotic resistance. 
This could be explained by the fact that the infection was 
probably nosocomial. As indicated, targeted antibiotics 
(Imipenem) were introduced. The patient was discharged 
with good clinical status, absent fever, absent abdominal 
pain and normal blood tests and with maintained percu-
taneous drainage. After one week, she returned for the 
drainage removal and the ultrasound showed minimal 
residual necrosis of 1 cm. 

Discussions

Pancreatitis is the most serious complication of all 
post-ERCP causing prolonged hospitalization, important 
morbidity, and occasionally death. Although, 75% of the 
patients develop transient increases in serum pancreatic 
enzymes, severe acute pancreatitis occurs in only 1-5% 
cases [3,5]. It can be predicted by several risk factors: 
female, young age, Oddi dysfunction, Wirsung cannula-
tion, normal size of the bile duct, normal bilirubin, previ-
ous pancreatitis [5,6]. In our case, the pancreatitis caused 
a hospitalization for one month. 

According to the Atlanta Classification, acute pancre-
atitis can be divided into interstitial edematous pancreati-
tis and necrotizing pancreatitis. Necrotizing pancreatitis 
most commonly manifests as necrosis involving both the 
pancreas and peripancreatic tissues. Local complications 
of the disease are acute peripancreatic fluid collection, 
acute necrotic collection which develops in the early 
phase and before demarcation, pseudocyst that develops 
>4 weeks after onset of interstitial edematous pancreati-
tis, and walled-off pancreatic necrosis which occurs >4 
weeks after onset of necrotizing pancreatitis [4,7]. Our 
patient developed a walled-off necrosis, 4 weeks after the 
debut of pancreatitis.

Percutaneous drainage of peripancreatic collections 
may be considered as the first option treatment. In our 
case, the patient presented a walled-off necrosis and 
we used percutaneous drainage as a minimally invasive 
method. Finally, the procedure solved the case and the 
patient required no other invasive approaches. There are 
different sizes of catheters used, depending on the type 
of the fluid. If there is an infected necrosis, a thicker (14-
30F) pig-tail catheter should be chosen. To evaluate the 
size of the collection, ultrasound is the most suitable ex-
amination as it can be performed at the bedside [8,9].

The drain can be removed when there is no pus and 
the fluid is clear and sterile, or the drainage is less than 
10-30 ml/day and the cavity has deflated on imaging ex-
aminations [10]. If the cavity does not decrease or the 
septic status of the patient worsens, surgical treatment is 
indicated. Our patient’s status improved and the catheter 
was removed when there was no more pus and the drain-
age decreased.  

Studies have mentioned that in some cases of necrotic 
collections when drainage alone is not effective, a mini-
mally invasive additional method can be very successful 
used, especially for perigastric localization, for example 
endoscopic transmural necrosectomy through expand-
able stents [11,12]. Sometimes these modalities can be 
combined at the same time or sequentially. Recently, a 
well-designed study from the Netherlands using a step-
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up approach (percutaneous catheter drainage followed 
by video-assisted retroperitoneal debridement) which 
demonstrated the superiority of the step-up approach as 
reflected by lower morbidity and lower costs compared 
with open surgical necrosectomy [13]. It was reported 
that 20-50% of the patients recovered without surgery, 
only by drainage treatment [4,11-14].

Percutaneous drainage assisted by ultrasonography 
has rare complications. The injury of the surrounding or-
gans and bleeding is seen in less than 2% of the patients. 
More frequently, the catheter can get clogged and must 
be replaced. Pancreatic fistulae may develop in relation 
with the skin or gastrointestinal tract, but most of them 
close spontaneously [4,12].

There are several particularities of our case that con-
sist of the severity of post-ERCP pancreatitis, the pres-
ence of risk factors, and most important the minimally 
invasive approach of the case. The percutaneous drain-
age solved, in our case, a walled-off necrosis without any 
surgery. 

In conclusion percutaneous drainage may be the first 
minimally invasive method for managing the fluid col-
lections in necrotizing acute pancreatitis. Currently, a 
multidisciplinary consensus favors this method over 
open surgery for the management of pancreatic necrosis 
[15].
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