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Introduction

Endoscopic retrograde cholangiopancreatography (ERCP) is the
procedure of choice for biliary drainage in patients with biliary
obstruction from multiple etiologies. When ERCP is unsuccessful,
the traditional alternatives are percutaneous transhepatic biliary
drainage or surgical decompression. We present a case of a
malignant ampullary mass causing both biliary and duodenal
obstruction that was successfully treated with simultaneous
endoscopic ultrasound (EUS) guided choledochoduodenostomy
with metallic biliary and duodenal stents placement.

Case profile

An 84-year old Caucasian lady with history of malaise, abdominal
fullness, weight loss, abnormal LFTs and biliary obstruction
was referred to our facility for an ERCP. She was previously
diagnosed with ampullary adenocarcinoma with tumor invasion
into the head of the pancreas. As the patient was deemed to be
at high surgical risk due to significant comorbidities, a wide
local excision of the ampulla of vater including a portion of head
of the pancreas followed by a sphincteroplasty was performed.
She subsequently underwent adjuvant chemo and radiation
therapy due to the pancreatic head involvement by the tumor.
An attempted ERCP failed to canulate the common bile duct
(CBD) due to a large, infiltrative, ulcerated and circumferential
mass involving the ampullectomy site and partially obstructing
the second part of the duodenum (Fig. 1). An EUS showed
dilation of the extra-hepatic bile duct associated with severe
stenosis of the distal CBD (Fig. 2). Using the therapeutic
linear echoendoscope (GFUCT160, Olympus, Tokyo, Japan),
a 19 gauge FNA needle (Wilson-Cook Corporation, Winston-
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Salem, North Carolina, USA) was advanced through the wall
of the duodenal bulb into the CBD and a cholangiogram was
performed by injecting contrast through the needle. A 0.035 inch
guide wire (Boston Scientific, Natick, Massachusetts, USA) was
then introduced through the needle into the common bile duct
and advanced up to the intra-hepatic biliary tree. The needle was
then removed and the RX-44 sphincterotome (Boston Scientific,
Natick, Massachusetts, USA) was advanced over the guide wire
into the CBD to dilate the choledochoduodenal fistula tract.
The choledochoduodenal fistula was then created after further
dilating the fistula tract with a 6 mm dilating balloon (Boston
Scientific, Natick, Massachusetts, USA)(Fig. 3). An expandable
metallic fully covered biliary Wallstent I (8 mm in diameter
and 60 mm in length, Boston Scientific, Natick, Massachusetts,
USA) was placed within the fistula tract (Fig. 4). The partially
obstructed second part of duodenum was traversed with the
endoscope and insertion of the Wallstent I (Boston Scientific,
Natick, Massachusetts, USA) uncovered enteric expandable
endoprosthesis (22 mm in diameter and 90 mm in length)
was accomplished (Fig. 5, Fig. 6, Fig. 7). The patient had no
complications from the procedure. Subsequently, a preplanned
EUS-guided celiac plexus neurolysis was performed to control the
patient’s chronic abdominal pain. The patient had no complaints
related to biliary and duodenal obstructions for the following six
months.

Discussion

Ampullary cancers arise distal to the confluence of CBD and
pancreatic ducts and usually present with jaundice secondary
to distal CBD obstruction. ERCP is the procedure of choice for
biliary cannulation and relief of obstruction via stent placement.
Alternative therapies, that include percutaneous transhepatic
drianage’ and surgical bypass,” are associated with significant
morbidity.> EUS guided extra hepatic biliary drainage via
choledochoduodenostomy (EUS-CDS) has been reported in
literature for biliary decompression in advanced pancreatic
carcinomas in the context of a failed ERCP.# This method has
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Figure 1. Recurrent infiltrative and ulcerated malignant mass in the
second part of duodenum causing biliary and duodenal obstruction
(arrow).
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Figure 3. Fluoroscopic image showing balloon dilatation of choledo-
choduodenostomy tract with the guide wire located in the intra-hepat-
ic bile ducts (arrow).

also been published for malignant ampullary lesions causing
CBD obstruction.” Its major advantages include its immediate
availability in the setting of a failed ERCP session, provision
for internal and long lasting biliary drainage by the virtue of its
anatomic location away from the tumor.® This technique has been
described to be safer than the percutaneous drainage and more
successful than the rendezvous approach.”® Notable complications
from the procedure are local peritonitis, cholangitis and stent
migration.® Combined choledochoduodenostomy and duodenal
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Figure 2. EUS showing dilated CBD (15 mm) with distal obstruction
(arrow).
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Figure 4. Fluoroscopic image showing successful deployment of Wall-
stent | fully covered biliary expandable endoprosthesis (8 mm x 60 mm)
(arrow). Endoscopic view of the choledochoduodenal stent within the
duodenal bulb (inset).

stent placement in the setting of advanced pancreatic cancer
were previously reported.” However, no case has been reported
on simultaneous EUS-CDS and duodenal stent placement in a
patient with malignant ampullary tumor. The average duration
of stent patency varied from three to nine months.'>"

Our patient had advanced recurrent ampullary cancer not
amenable to therapy and underwent an EUS-CDS through the
duodenal bulb with successful relief of biliary obstruction. This
procedure is more valid for end-stage malignancies where patients

J Interv Gastroenterol 89



14 (12:06)
1

Figure 5. Fluoroscopic visualization after successful deployment of cho-
ledochoduodenostomy (red arrow) and duodenal (blue arrow) stents.

Figure 7. CT visualization after successful deployment of choledocho-
duodenostomy (red arrow) and duodenal (blue arrow) stents.
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are wary of undergoing more invasive surgical therapies. With a good
success rate and lesser morbidity and mortality compared to other
techniques, this procedure offers an alternative palliative therapy for

patients with combined biliary and duodenal obstructions.
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Figure 6. Endoscopic visualization after successful deployment of
duodenal (blue arrow) and choledochoduodenostomy (red arrow)
stents.
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