Duodenal pseudotumour: a silent impacted common bile duct
calculus
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Summary: We report the case of a man with mild dyspeptic symptoms referred for barium meal, who
was initially thought to have a duodenal tumour. Subsequent investigation showed this to be a
pseudotumour caused by impaction of a gallstone in the distal common bile duct, and endoscopic
sphincterotomy effected a cure. This readily treatable condition should be remembered when filling defects
are demonstrated in the duodenal loop.
Introduction

Impaction of calculi in the distal common bile duct
commonly gives rise to biliary colic, obstructive
jaundice or ascending cholangitis, and may precipitate
acute pancreatitis. We report the case of a man in
whom a mass in the medial wall of the second part of
the duodenum was found during investigation for
non-specific dyspepsia. Endoscopic retrograde
cholangiolancreatography (ERCP) revealed the
cause to be an impacted calculus in the common bile
duct, and endoscopic sphincterotomy successfully
dealt with the problem.

revealed normal duodenal mucosa. An ultrasound
examination demonstrated a dilated common bile
duct measuring 2 cm in diameter although no calculi
were seen and the pancreas appeared normal.

Case report
A 61 year old man presented with a one-year history of
vague intermittent epigastric discomfort, present on
three occasions in the previous 6 weeks. The pain did
not radiate and there were no precipitating factors or
associated jaundice or biliary colic. Serum alkaline
phosphatase, bilirubin and alanine transaminase were
all within the reference ranges. The patient was
referred by his general practitioner for a double
contrast barium meal.
This demonstrated a smooth rounded filling defect
on the medial aspect of the second part of the
duodenum with no evidence ofulceration or deformity
of the duodenal loop (Figure 1). Endoscopy was
subsequently performed and confirmed a smooth
filling defect in the second part of the duodenum
without mucosal ulceration. A superficial biopsy
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Figure 1 Double contrast barium examination of the
duodenal loop. Smooth filling defect (arrowed).
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The patient underwent ERCP when the smooth
mass in the medial wall of the duodenum was again
noted. The ampulla of Vater was found at its inferior
margin. Cannulation of the common bile duct and
injection of contrast medium revealed a large single
calculus at the lower end of the common bile duct with
proximal dilatation of the bile duct (Figure 2). The
contrast injection disimpacted the calculus (Figure 3),
but the mass on the medial wall of the second part of
the duodenum persisted and probably represented soft
tissue oedema around the lower end of the common
bile duct. A sphincterotomy was performed and the
calculus successfully removed with a Dormia basket.

Figure 3

Calculus (arrowed) disimpacted prior to retrieval from the common bile duct with a basket.
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Discussion

The differential diagnosis of a mass lesion on the
medial aspect of the descending duodenum includes a
primary lesion in the duodenal wall or ampulla of
Vater, and pathology in the adjacent head of the
pancreas. Both pancreatitis and carcinoma of the head
of pancreas may cause an impression on the medial
aspect of the duodenum. A primary tumour arising
from the duodenal wall, such as a leiomyoma, lipoma,
carcinoid tumour or primary carcinoma of the
duodenum should also be considered.
The mucosa overlying a leiomyoma is typically
smooth with effacement of duodenal folds, sometimes

with central ulceration. A primary carcinoma of the
duodenum typically shows evidence of mucosal destruction. A small ampullary tumour or distal common
bile duct tumour may also produce a mass effect in the
duodenum and cause diagnostic confusion.'
The normal duodenal papilla varies considerably in
size and may reach up to 3 cm in length, becoming
more prominent when a gallstone becomes impacted,
with subsequent oedema, and dilatation of the common bile duct above the calculus. The incidental
finding of a calculus partially obstructing the common
bile duct without producing any biliary symptoms, as
in this case must be unusual.
In the past, barium studies have been found helpful
in the assessment of biliary tract disease,2 and in
particular obstructive jaundice,3' but have now been
largely superseded by ultrasound, ERCP and computed tomography (CT). Ultrasound has a high
accuracy in the detection of common bile duct calculi
although occasionally non-echogenic calculi at the
lower end of the common bile duct can be missed or
misinterpreted as a pancreatic mass.5 CT has been
suggested as being particularly useful in the assessment of neoplastic duodenal lesions, allowing accurate
staging in 80% of malignant tumours.6 Although it is
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not yet generally available, endoscopic ultrasonography offers high resolution imaging of the pancreas
without intervening bowel gas, and excellent mucosal
definintion in the duodenum.7
ERCP offers the potential both for accurate diag-

nosis and for therapy, and we suggest that a stone
impacted at the lower end of the common bile duct
should be considered, even in an asymptomatic
patient, when a mass is found in the medial aspect of
the second part of the duodenum.
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