
 

 

Inadvertent Gallbladder stenting during Endoscopic management of Choledocholithiasis 
detected during laparoscopic cholecystectomy: A Case Report 

 
 
 

Abstract: 
 
Endoscopic retrograde cholangiopancreaticography (ERCP) is the standard management 
protocol for choledocholithiasis, which more often than not involves a placement of stent in 
the common bile duct. Here we present a case of inadvertent stenting of the cystic duct and 
gallbladder during ERCP for choledocholithiasis which was detected during laparoscopic 
cholecystectomy. A 38 year old lady presented with jaundice and right upper quadrant pain, 
diagnosed with choledocholithiasis, underwent ERCP with stenting and stone extraction. 
After 6 weeks, she underwent laparoscopic cholecystectomy, when it was noticed that the 
biliary stent was inadvertently placed into the cystic duct and gallbladder. The stent was 
removed laparoscopically through a rent in the gallbladder and cystic duct stump clipped. 
We report this case to enhance awareness amongst surgeons regarding the unintended 
location of a biliary stent. 
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Introduction: 
 
The prevalence of gall stones is quite high in the general population, being as high as 15% 
[1]. Of these, 10-18% are found to have common bile duct (CBD) stones [1]. Most CBD 
stones are secondary having migrated from the gallbladder. A possibility of CBD stone must 
be excluded prior to laparoscopic cholecystectomy. Since the introduction of endoscopic 
retrograde cholangiopancreaticography (ERCP) over 40 years ago, the ability to tackle CBD 
stones with minimal complications has improved [2]. Though complications such as 
pancreatitis, haemorrhage, viscous perforation exists following ERCP [3], but those of stent 
migration, wrongful stenting into the cystic duct are quite rare. 
 
Here we present a rare case of inadvertent biliary stenting of the cystic duct and gallbladder 
following ERCP for choledocholithiasis, which was detected during subsequent laparoscopic 
cholecystectomy. 
 
Case Report: 
 
A 38 year old lady presented with right upper abdominal pain and jaundice since 10 days 
with similar complaints in the past. On examination she was icteric, with normal vital signs. 
There was tenderness over the right hypochondrium with no features of peritonitis. Initial 
evaluation and magnetic resonance cholangiopancreaticography (MRCP) revealed 
cholelithiasis and choledocholithiasis with a distal CBD calculus of size 12 mm as showed in 
figure 1. She underwent ERCP with stone extraction and biliary stenting with no adverse 
events. Following the procedure patient was relieved of symptoms and discharged to follow 
up for cholecystectomy.  
 



 

She was readmitted after 6 weeks with the plan for laparoscopic cholecystectomy. Repeat 
ultrasonography revealed contracted gallbladder with cholelithiasis and no CBD stones and 
stent in situ in the CBD. She underwent the standard 4 port laparoscopic cholecystectomy. 
Intraoperatively, there was minimal adhesions in the region of Calot’s triangle as shown in 
figure 2. During Calot’s dissection, the cystic duct was found rigid. It was observed that the 
biliary stent was present within the cystic duct and entering into the gallbladder. It was 
removed via a rent in the gallbladder as shown in figure 3, following which the 
cholecystectomy was completed. Postoperative period was uneventful and patient was 
discharged to follow up on post operative day 3. 
 
Figure 1: MRCP showing CBD calculus 

 
 
Figure 2: Intraoperative photograph showing adhesions in the region of Calot’s triangle 

 
 



 

Figure 3: Intraoperative photograph showing the removal of the stent through the 
gallbladder 
 

 
Discussion: 
 
ERCP with biliary stenting is now the standard of care as the first line management for 
certain cases of choledocholithiasis. It involves either a sphicterotomy or balloon dilation of 
the common bile duct followed by sweeping of the stones [2]. A biliary stent is usually 
placed to prevent recurrence or stricture. Such patients after ERCP are candidates for 
laparoscopic cholecystectomy either within the first 48 hours or after 6 weeks, although 
there are varied guidelines [4]. With many documented complications of ERCP, some are 
rare and less understood [5]. Of these inadvertent biliary stenting into the cystic duct and 
gallbladder is one such complication with none to very few cases reported. 
 
Our case describes this complication of inadvertent biliary stenting into the cystic duct and 
gallbladder, which was later detected during laparoscopic cholecystectomy. Although this is 
not a fatal complication, it is important for the surgeon to be aware of such occurrences as 
it can pose trouble while ligating the cystic duct during cholecystectomy. Should a surgeon 
encounter such a finding intraoperatively, it is best tackled by stent extraction 
laparoscopically by a rent in the gallbladder, followed by completing the cholecystectomy as 
depicted in our case report. If identified preoperatively by means of any radiological 
investigation, a repeat ERCP and stenting may be tried to reposition the stent without any 
adverse consequences.  
 
Conclusion: 
 
Awarness among surgeons regarding the complication of inadvertent biliary stenting into 
the cystic duct and gallbladder is necessary to avoid intraoperative surgical surprises during 
interval laparoscopic cholecystectomy following ERCP for choledocholithiasis.  
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