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1. Introduction

Acute cholangitis secondary to choledocholithiasis is
a potentially life-threatening condition that requires timely
biliary decompression, most commonly achieved by endo-
scopic retrograde cholangiopancreatography (ERCP) [1].
However, ERCP can become technically demanding in pa-
tients with significant anatomical limitations that interfere
with endoscopic access, airway management, or procedu-
ral positioning [2]. In such situations, clinical decision-
making often extends beyond technical feasibility and in-
volves patient-centred considerations.

Ankylosing spondylitis (AS) is characterized by pro-
gressive spinal rigidity and deformity, which can severely
restrict cervical mobility and mouth opening. These
changes can substantially complicate airway management,
which is well documented in the literature [3,4]. However,
the implications of these anatomical limitations for endo-
scopic procedures have been less frequently reported, al-
though they may increase procedural difficulty. The present
case illustrates this issue. In such circumstances, clinicians
often face a difficult balance between procedural risk and
the pursuit of definitive treatment. In this setting, airway
difficulty affects not only anaesthetic management but also
the choice and performance of the endoscopic procedure.

Effective management of technically challenging pro-
cedures depends on multidisciplinary collaboration among
gastroenterologists, anaesthesiologists, and specialized
nursing staff, as such teamwork supports procedural plan-
ning, risk reduction, and patient safety in complex endo-
scopic settings [5]. In complex clinical situations, decisions
are influenced not only by technical considerations but also
by communication between clinicians and patients. In sit-
uations where procedural risks are substantial and multi-

ple treatment options exist, patient-centred care and shared
decision-making play crucial roles in guiding appropriate
management.

Here, we present a case of recurrent acute cholangi-
tis in a patient with long-standing ankylosing spondylitis
in whom ERCP posed substantial anaesthetic and technical
risks. The case is therefore presented primarily as a reflec-
tion of how clinicians may approach a high-risk yet poten-
tially beneficial intervention when clinical needs, available
alternatives, patient preferences, and the duty to avoid pre-
ventable harm must be considered together. We also dis-
cuss how the Hippocratic tradition can be interpreted in
this setting not as a mandate to pursue intervention at all
costs but as a reminder that beneficence, nonmaleficence,
patient autonomy, and professional judgement must be con-
sidered together. The educational value of this case lies
in showing that patient involvement in high-risk decisions
should follow, rather than replace, careful professional as-
sessment. For trainees, this case highlights that difficult
procedural decisions require not only technical competence
but also communication, multidisciplinary planning, and
professional judgement.

2. Case Presentation

A 75-year-old man with ankylosing spondylitis (AS)
presented with recurrent episodes of fever, abdominal pain,
and jaundice during the previous month. He had a pre-
viously documented gallbladder stone on ultrasonography,
and these clinical features were considered consistent with
recurrent acute cholangitis, likely secondary to migration
of the gallstone into the common bile duct. Prior antibi-
otic therapy at a local hospital had provided only tempo-
rary relief. Laboratory findings revealed elevated inflam-
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Fig. 1. Positioning of the patient with ankylosing spondylitis and limited cervical mobility. Patient positioning demonstrates severely

limited cervical spine mobility and reduced mouth opening associated with long-standing ankylosing spondylitis. The image is a cropped

view focusing on the neck and oral opening; the patient’s facial features are not identifiable.

matory markers and abnormal liver function tests, support-
ing the diagnosis, and imaging studies suggested biliary
obstruction. Magnetic resonance cholangiopancreatogra-
phy (MRCP) was not performed because the patient had
recurrent symptoms, laboratory abnormalities, and imaging
findings suggestive of biliary obstruction, and timely ther-
apeutic biliary intervention was considered clinically nec-
essary after multidisciplinary evaluation. Because of the
anticipated procedural difficulty related to his severe spinal
deformity and restricted airway, clinicians at the referring
institution recommended percutaneous transhepatic biliary
drainage (PTBD) as a safer alternative to endoscopic treat-
ment.

In search of a more definitive solution, the patient
presented to our centre. During the consultation, the pa-
tient expressed a clear preference for definitive treatment
rather than temporary biliary drainage alone. The team ex-
plained that ERCP might allow stone extraction and avoid
repeated drainage procedures but that the procedure car-
ried increased risk because of severe cervical rigidity, re-
stricted mouth opening, anticipated airway difficulty, and
challenging endoscopic positioning. The risks discussed in-
cluded post-ERCP pancreatitis, bleeding, cholangitis, per-
foration, cardiopulmonary events, failure of cannulation,
and the possibility of terminating the procedure if airway

or procedural safety could not be maintained. Risk esti-
mates were explained with reference to published data and
current guidelines [6]. The team also explained that his risk
was likely to be higher than that reported for routine ERCP
because of his severe spinal deformity and anticipated air-
way difficulty. PTBD was discussed as a potentially safer
but less definitive alternative for stone clearance, as it could
provide biliary decompression without necessarily remov-
ing the common bile duct stone. These risks, benefits, alter-
natives, and contingency plans were also provided in writ-
ten form as part of the informed consent process. After dis-
cussing the risks, alternatives, and uncertainty involved, the
patient and his family chose to proceed with ERCP. The fi-
nal decision was made only after the multidisciplinary team
determined that the airway could be secured and that the
procedural risks could be reduced to an acceptable level.

Physical examination revealed severely limited cervi-
cal spine mobility and markedly reduced mouth opening of
approximately two fingerbreadths, findings consistent with
long-standing AS that significantly restricted conventional
airway management and endoscopic positioning (Fig. 1).
These anatomical limitations were discussed by the multi-
disciplinary team during procedural planning.

During the procedure, fiberoptic bronchoscopy-
guided awake transnasal intubation was successfully per-
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Fig. 2. Temporary height adjustment during airway management and endoscopic retrograde cholangiopancreatography (ERCP).

(a) Awake fiberoptic transnasal intubation was performed with temporary height adjustment using a step stool to maintain airway access

under restricted positioning conditions. (b) Duodenal papilla cannulation during ERCP was performed with temporary height adjustment

using a step stool because of fixed spinal deformity and procedural height limitations.

formed to secure the airway. Because of the patient’s se-
vere spinal deformity and the fixed height of the endoscopy
platform, a temporary height adjustment with a step stool
was used to maintain airway access and stable control of the
anaesthesia circuit during intubation (Fig. 2a). A similar
adjustment was required during cannulation of the duode-
nal papilla (Fig. 2b). Before use, the step stool was checked
for stability and positioned on a dry, level floor; a member
of the team remained beside the operator during the relevant
steps. A medical student from Peking Union Medical Col-
lege observed the case during clinical attachment, including
the multidisciplinary discussions and procedure.

ERCP was completed successfully without complica-
tions, and a 1.0-cm black oval stone was removed from
the common bile duct (Fig. 3). The gallbladder was pre-
served, and cholecystectomy was not needed. Follow-up
abdominal ultrasonography revealed no residual gallblad-
der stones. The procedure was performed in February
2024, and biliary function remained normal through Febru-
ary 2026, with no recurrence of cholangitis.

3. Discussion

Acute cholangitis in patients with ankylosing
spondylitis can present significant procedural challenges.
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Severe spinal rigidity, cervical deformity, and restricted
mouth opening may complicate both airway manage-
ment and endoscopic access, making ERCP technically
demanding in such patients [3,4]. In these situations,
percutaneous transhepatic biliary drainage (PTBD) is
sometimes considered as an alternative strategy when
endoscopic intervention is deemed high risk. However,
although PTBD can provide biliary decompression and
may be safer in selected high-risk patients, it does not
necessarily achieve definitive stone clearance [1,2]. In the
present case, although PTBD had been recommended at
another institution, multidisciplinary evaluation supported
an attempt at ERCP to pursue definitive treatment while
maintaining procedural safety. This decision therefore
required careful balancing of procedural risk against
the potential benefit of complete biliary clearance. The
challenge in this case was not technical difficulty alone
but deciding whether the potential benefit of definitive
treatment justified the additional risk.

The central ethical difficulty in this case was not
whether the patient wished to undergo ERCP but whether
the team could responsibly offer ERCP despite the in-
creased anaesthetic and technical risks. Although the pa-
tient expressed a clear preference for definitive treatment,
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Fig. 3. Endoscopic view of a common bile duct stone. Endo-

scopic view showing a 1.0-cm black oval stone removed from the
common bile duct.

that preference could not by itself justify proceeding with
ERCP. The key question for the team was whether the po-
tential benefit of definitive stone removal justified the ad-
ditional risk. This assessment required consideration of
several factors, including the feasibility of airway manage-
ment, the availability of PTBD as a safer but less definitive
alternative, and the existence of contingency plans should
ERCP or airway management prove unsuccessful. Only af-
ter this assessment could the patient’s preferences be incor-
porated into shared decision-making.

This decision-making process may be understood
through two complementary frameworks: Elwyn’s three-
talk model for shared decision-making and Jonsen’s four-
box approach for clinical ethics [7,8,9]. In this case, PTBD
and ERCP were identified as reasonable options; their risks
and benefits were discussed with the patient and family, and
a final decision was reached only after the team judged that
ERCP could be offered within an acceptable safety margin.
The case can also be considered using the four-box frame-
work, particularly in balancing medical indications, patient
preferences, and contextual factors [9].

Beyond its ethical dimensions, the case also had ed-
ucational value. A medical student undergoing clinical
attachment observed the multidisciplinary discussions, in-
formed consent process, procedural preparation, and ERCP
itself. In addition to the technical aspects of the proce-
dure, the student observed how risks, alternatives, and pro-
cedural uncertainty were discussed before the intervention.
Such bedside learning complements formal teaching be-

cause difficult clinical decisions often require physicians
to balance procedural risk, patient preference, and profes-
sional responsibility [10,11,12]. In this case, the team had
to consider whether the potential benefit of definitive stone
removal justified the increased anaesthetic and procedu-
ral risks, whether PTBD should be preferred as a safer al-
ternative, and whether those risks could be reduced to an
acceptable level. These are questions that are difficult to
answer using textbooks alone but are frequently encoun-
tered in clinical practice. In contemporary healthcare set-
tings, concerns about complications and medical liability
may sometimes encourage the use of defensive medicine.
However, this case illustrates that avoiding intervention is
not always the most appropriate response. The challenge is
to determine whether a procedure can be offered safely and
whether its expected benefits justify the risk. This reflects
the practical application of the Hippocratic tradition, which
emphasizes balancing potential benefits against avoidable
harm while maintaining professional judgement [13,14]. In
the present case, definitive stone removal offered potential
clinical benefit but was associated with increased anaes-
thetic and technical risks [15,16,17].

In this case, trust was relevant, but its ethical role
was supportive rather than determinative. A patient’s con-
fidence in clinicians may facilitate communication and help
the patient express preferences more openly, but it must not
lead clinicians to overstate benefits, minimize risks, or pro-
ceed without independent professional judgement. When a
patient accepts a high-risk procedure because of confidence
in the medical team, the team has a particular responsibility
to confirm understanding, discuss alternatives, and clarify
that declining the procedure or choosing a less invasive op-
tion remains acceptable. ERCP was therefore offered only
after the multidisciplinary team judged that the risk could
be reduced to an acceptable level, discussed PTBD as an
alternative, and confirmed that the patient and family un-
derstood the uncertainty involved. The ethical lesson of this
case is that trust can support shared decision-making, but it
must be protected by clear information, realistic risk assess-
ment, and professional restraint.

4. Conclusion

This case illustrates that managing a high-risk proce-
dure in a patient with severe anatomical limitations requires
more than technical expertise. The decision to proceed with
ERCP was reached only after the multidisciplinary team in-
dependently assessed the risks, considered the available al-
ternatives, and ensured that the patient was fully informed.
This process demonstrates that trust and open communica-
tion, while valuable, must be grounded in rigorous profes-
sional judgement rather than substituted for it. From a med-
ical education perspective, the case offers a concrete exam-
ple of how ethical reasoning, multidisciplinary collabora-
tion, and shared decision-making can be taught alongside
procedural skills, helping future clinicians learn to navigate
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the tension between patient autonomy, procedural risk, and
professional responsibility in complex clinical situations.

Key Points

* In high-risk procedural care, physician professional-
ism, patient trust, and shared decision-making are all impor-
tant, but patients’ preferences should be incorporated only
after independent professional assessment of feasibility and
acceptable risk.

» Multidisciplinary collaboration is essential for bal-
ancing procedural risk, patient benefit, available alterna-
tives, and contingency planning in complex clinical situ-
ations.

* Bedside observation of complex clinical decision-
making can help medical trainees understand how ethical
reasoning, patient autonomy, and professional responsibil-
ity are applied in real-world practice.
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