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Hepatic Microabscess with Ascending Cholangitis
| Complicated by Endoscopic Retrograde
Cholangiopancreatogram (ERCP) : A Case Report'

Mi Young Kim, M.D., Yong Ho Auh, M.D., Moon-Gyu Lee, M.D.

Complicated hepatic microabscess secondary to ascending cholangitis following ERCP
(Endoscopic retrograde cholangiopancreatogram) is rare, and needs to be differentiated from
other microabscesses, metastasis or Caroli's disease. We experienced a case of hepatic
microabscess associated with septic cholangitis following ERCP. Cholangiogram showed
multiple sac-like abscess pockets with characteristic biliary communication, and CT scan
revealed multiple low attenuated lesions. Atthe resolving stage of cholangitic microabscess,
CT scan showed partial rim enhancement of the abscesses and disproportional dilatation of
intrahepatic ducts. The residual parenchymal enhancement surrounding the resolved
microabscess pockets and dilatated biliary ducts, however, remained even after clinical re-

covery.
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INTRODUCTION

Hepatic microabscess secondary to ascending chol-
angitis is rare. Most microabscesses are hemato-
geneous in origin either from fungal or tuberculous in-
fection in immunocompromised patients. Ascending
microabscess following percutaneous transhepatic
drainage have been reported in the literature [1, 2].
These iatrogenic retrograde abscesses have a high
motality rate with progression to sepsis which man-
dates prompt medical or surgical management. The
procedure of ERCP has a chance of ascending cholan-
gitis ; however, hepatic microabscess resulting from
retrograde cholangitis brought on by the procedure has
not been reported to date. We report a case of hepatic
microabscess associated with septic cholangitis fol-
lowing ERCP and discuss its radiologic features.

CASE REPORT

A 41-year-old man with severe abdominal pain and
fever was trasferred to our hospital. A known alcoholic,
the patient previously had multiple episodes of acute
pancreatitis which were alleviated conservatively each
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time. Four weeks earlier, during admission at a local
hospital with abdominal pain and alow grade fever, ab-
dominal CT scan and ERCP were taken. CT scan
showed the features of acute pancreatitis, i. e., irregu-
lar fat infiltration of peripancreatic and left anterior
pararenal space. ERCP did notreveal any abnormality.
Two hours after ERCP, abdominal pain, fever and
nausea were acutely aggravated. These symptoms
were not improve for the following two weeks, but were
compounded by jaundice. A follow-up CT scan
obtained three weeks after ERCP showed some new
findings, i. e., the multiple small low attenuated Iesions
scattered throughoutthe liver (Fig. 1a).

When the patient was transferred to our hospital,
approximately four weeks after ERCP, laboratory
examination showed white blood cell count 17.2 X
103/ul, serum alkaline phosphatase 2,515 IU/L and total
bilirubin 10.1 mg/dl, and normal aminotransaminase.
New intravenous antibiotics were started. Six weeks
after ERCP, a follow up ERCP showed multiple small
abscess pockets communicating with the peripheral
intrahepatic ducts, and abscess debries in common
hepatic duct (Fig. 1b). Eight weeks after the initial
ERCP, a postcontrast abdominal CT scan revealed
multiple microabscesses with partial rim enhancement
and disproportional dilatation of intrahepatic ducts
(Fig. 1c). The patient gradually improved. The patient
was discharged when all labaratory values returned to
normal. Two months later, the enhanced abdominal CT
scan still showed patch parenchymal enhancement
surrounding the resolved microabscesses and slightly
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Fig. 1. a. Three weeks after ERCP, abdominal CT scan reveals
multiple small low attenuated microabscesses scattered
throughoutthe liver.

b. Cholangiogram demonstrates multiple abscess pockets com-

municating with dilated intrahepatic ducts.

c. Eight weeks after initial ERCP, contrast enhanced abdominal CT scan shows rim enhancement of microabscesses(arrows) and dis-

proportional dilatation of leftintrahepatic ducts.

dilated intrahepatic ducts.
DISCUSSION

The previously reported complications following
ERCP included acute pancreatitis, biliary and duodenal
perforation, retroperitoneal dissection of air, pneumo-
peritoneum, retroperitoneal abscess [3, 4]. After diag-
nostic ERCP, the incidence of acute cholangitis and bili-
ary sepsis was reported as 7 and 2.5 percent, respect-
ively [5, 6]. These complications, as have been thought,
may be predisposed by residual biliary sepsis, biliary
ductal obstruction, or forceful injection of hyperosmo-
lar contrast media [5]. Once an ascending cholangitis
is suspected, prompt antibiotic therapy should be
started along with endoscopic or radiologic decom-
pression.

CT findings of cholangitic microabscesses are non-
specific. The precontrast scan usually shows multiple

low attenuated lesions in the liver. Hematogeneously
spread lesions such as pyogenic, tuberculous, fungal
microabscess and cancer metastasis share a similar
feature with cholangitic microabscesses, but usually
lack communication with bile ducts. Thus, cholangio-
gram showing multiple sac-like abscess cavities with
biliary communication may be helpful in differential di-
agnosis from other low attenuated CT lesions. A history
of immunocompromise or primary maligancy makes
this differentiation easier. Caroli's disease is char-
acterized by communicating cavernous ectasia of bili-
ary ducts, usually revealing multiple low attenuated
lesions on CT scans. However, this disease shows the
typical portal radicals with a central dot-like enhance-
ment in the dilated bile ducts [7]. Clinically resolving
cholangitic microabscess in this case correlated with
partial rim enhancement of the abscesses and dispro-
portional dilatation of intrahepatic ducts on CT, which
suggested postinflammatory biliary stricture. How-
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ever, the residual parenchymal enhancement around
the resolved microabscess cavities and dilated bile
ducts remained even after complete clinical recovery
ofthe patient.

Ascending cholangitic microabscess is a rare but
possible complication following ERCP. The Cholang-
iogram is likely to demonstrate characteristic biliary
communication with microabscesses. A contrast en-
hanced CT scan appears useful for evaluation of paren-
chymal change surrounding the resolving abscesses,
andresidual biliary dilatation.
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1994/09/25—10/1 XV Symposium Neuroradiologicum
venue : Kumamoto Prefectural Theater
contact: Prof. Mutsumasa Takahashi, Dept. of Radiology, Kumamoto Univ.
School of Medicine 1-1-1 Honjo, Kumamoto 860, Japan
(tel: (81) 96 —344—2111; fax:(81) 96 —362 —4330)

1994/09/26—30 6th Congress World Federation of Societies of Nuclear Medicine and Biology

venue : Sydney, Australia.
contact: IFGO, 27 Sussex Place,
Regent’s Park ,NWI1 4RG London, United Kingdom.
(tel: 44 —71 —7232951; fax:44—71—-7230575) [DD0946)

1994/11/27—-02 80th Meeting Radiological Society of North America(RSNA)

venue McCormick Place Chicago, USA.
contact: Michael P. O’ Connell, Director of Exthibits,
2021 Spring Road, s. 600, Oak Brook, IL 60521, USA.
(tel: 1 —708 —5712670; fax:1—708—5717837) [RA0079]

1994/12/13—15 26th Annual SC. Meeting British Medical Ultrasound Society
venue : Spa Centre Scarborough, United Kingdom.
contact: General Secretary, Bmus,
36 Portland Place, London WIN 3DG, United Kingdom.
(tel :44 —71 —6363714; fax:44—71—3232175)
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