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Localised pneumoperitoneum following liver mass
biopsy in the setting of post-ERCP pneumobilia
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Description

A 72-year-old woman presented with a 1-week
history of fatigue, weight loss and painless jaundice. Liver chemistries confirmed cholestasis with
hyperbilirubinaemia of 25.6 mg/dL. An abdominal
CT scan revealed multifocal liver lesions and dilation of intrahepatic and extrahepatic bile ducts. On
endoscopic retrograde cholangiopancreatography
(ERCP), a common bile duct stricture was found
requiring dilation and insertion of a biliary stent.
Cholangiogram demonstrated free bile drainage
without contrast medium leakage. The patient then
underwent CT-guided biopsy of a left lobe liver
mass. On the next day, she complained of constant
abdominal pain. She was afebrile and there were no
peritoneal signs. Abdominal CT scan demonstrated
localised free air in the peritoneal cavity (figure 1).
The stent was at the proper position and pneumobilia of the common bile duct and intrahepatic
bile ducts was noted. The occurrence of free air
in the peritoneal cavity post-ERCP raised significant concerns for duodenal or ductal perforation.
Review of the CT-guided biopsy scan revealed intrahepatic pneumobilia along the tract of the biopsy
needle (figure 2) suggesting that air has passed into
the peritoneal cavity through Glisson’s capsule after
rupture of intrahepatic bile ducts containing air.
The patient was treated conservatively and progressive improvement was noted.
Pneumobilia is a known complication of ERCP.
The occurrence of free air in the peritoneal cavity
after ERCP is a rare event usually related to
duodenal or ductal perforation.1 2 Duodenal or
ductal perforation secondary to ERCP was unlikely
given the absence of contrast medium leakage, the

Figure 2 CT-guided biopsy scan revealing intrahepatic
pneumobilia along the tract of the biopsy needle (arrow).
absence of retropneumoperitoneum and the localisation of pneumobilia along the tract of the biopsy
needle. Therefore, pneumoperitoneum is likely due
to the puncture of intrahepatic bile ducts containing
air during the biopsy procedure, as air was introduced to the peritoneal cavity from pneumobilia
along the tract of the biopsy needle. This case
describes an unusual complication of liver biopsy
following ERCP and emphasises on the importance
of interpreting radiology findings in the right clinical setting.

Learning points
►► The occurrence of free air in the peritoneal

cavity after ERCP should raise concern of
duodenal or ductal perforation.
►► The absence of ductal contrast medium
leakage on cholangiogram and the absence
of retroperitoneum on CT scan make ductal or
duodenal perforation unlikely in the setting of
pneumoperitoneum.
►► Radiology findings should always be
interpreted in the right clinical setting.
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Figure 1 Abdominal CT scan showing localised free air
in the peritoneal cavity anterior to the left hepatic lobe
(arrow).
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