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SUMMARY

Introduction The most common indications for placing a biliary stent are benign and malignant diseases
that interfere with the normal flow of bile through the extrahepatic bile ducts. This procedure carries the
risk of developing early and late complications.

Case outline We present a case of a 63-year-old female patient admitted to our hospital for additional
diagnostics and treatment. At admission the patient reported the onset of the following symptoms sev-
eral days prior to hospitalization: severe abdominal pain, predominantly in the upper quadrants, nausea,
vomiting, and icterus. With the initial idea of carrying out non-surgical treatment of this condition, the
patient was referred for endoscopic retrograde cholangiopancreatography for the purpose of endoscopic
calculi extraction. However, due to technical difficulties, the aforementioned procedure was not carried
out. Instead, upon endoscopic papillotomy, a plastic biliary stent was placed. The second day after the
procedure, the patient reported passing dark stools. After that, an esophagogastroduodenoscopy was per-
formed, which revealed a biliary stent in the duodenum, but without active bleeding. As part of the same
procedure, the biliary stent was removed, and the next day the patient underwent surgical treatment.
Conclusion In order to prevent and reduce the incidence of adverse effects and complications, special
caution should be applied when performing the procedure. It is even more important to timely recog-
nize the occurrence of complications and to treat them promptly, in order to achieve the best treatment
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outcomes possible.
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INTRODUCTION

One of the significant complications that may
occur after endoscopic retrograde cholan-
giopancreatography (ERCP) and biliary stent
(BS) placement, is stent migration. In current
literature, this complication has been described
in 5-10% of the cases [1]. The most common
indications for the placement of the BS are be-
nign and malignant diseases which obstruct
the normal flow of bile through extrahepatic
bile ducts. This procedure carries the risk of
the development of early complications, such
as bleeding, pancreatitis, cholangitis, and per-
foration, as well as the risk of the occurrence
of delayed (late) complications, such as stent
migration and late perforation [2, 3].

The aim of our study is to present a rare case
of early BS migration. We also present the en-
doscopic resolution of the said complication, as
well as the definitive treatment and the treat-
ment outcome.

CASE REPORT

We present the case of a 63-year-old female
patient admitted to our hospital for additional

diagnostics and treatment. Her medical records
showed that she had been surgically treated
15 years earlier, when cholecystectomy had
been performed, as well as that she was be-
ing treated for hypertension. At admission,
the patient reported the onset of the following
symptoms several days prior to hospitalization:
severe abdominal pain, predominantly in the
upper quadrants, nausea, vomiting, and jaun-
dice - icterus. Upon clinical examination and
laboratory test analyses, which showed elevated
inflammation markers (leukocytes: 14 x 10°/L,
C-reactive protein: 87 mg/L, as well as a to-
tal bilirubin level of 245), magnetic resonance
imaging (MRI) of the abdomen with magnetic
retrograde cholangiopancreatography (MRCP)
was performed, which verified diffuse dilata-
tion of the bile ducts, as well as calculi in the
common bile duct (Figure 1).

With the initial idea of carrying out non-sur-
gical treatment of this condition, the patient was
referred for ERCP for the purpose of endoscopic
calculi extraction. However, due to multiple large
stones, the aforementioned procedure was at-
tempted but not carried out. Instead, upon en-
doscopic papillotomy, a 10-French plastic BS was
placed. A second ERCP attempt was planned
within three months. After the procedure, the
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Figure 1. Preoperative magnetic resonance imaging of the abdomen;
stones in the main bile duct are marked with yellow arrows

patient was feeling well. However, on the second day after
ERCP, the patient reported passing a dark stool, which had
the hue of coffee dregs. Examination verified a dark stool,
upon which esophagogastroduodenoscopy (EGD) was per-
formed, which revealed the BS in the duodenum, however,
without active bleeding (Figure 2). Within the same proce-
dure, the BS was removed, while the patient was surgically
treated on the following day, whereby a biliary bypass was
performed, i.e., Roux-en-Y hepaticojejunostomy.

The patient was discharged from hospital to recover
at home on the fifth postoperative day, while the follow-
up MRI and MRCP, upon six months, showed a normal
finding. The patient currently still comes in for regular
follow-up.

All the procedures performed involving human partici-
pants were in accordance with the ethical standards of the
institutional and/or national research committee and with
the 1964 Helsinki declaration and its later amendments or
comparable ethical standards.

DISCUSSION

It has been 40 years since Soehendra and Reynders-
Frederix first described the placement of a BS into the
common bile duct, which has become an alternative pro-
cedure for patients who are not eligible for surgical treat-
ment, in many benign and malignant diseases. In most
cases, the placement of the BS is free from complications;
however, a certain percentage of complications is unavoid-
able. The most frequent complications range from stent
migration, intestinal lesions, to complications with a lethal
outcome [4, 5].

Distal migration of the BS represents the most frequent
complication, as well as the most frequent cause of the
development of further complications. According to the
data from current literature, its incidence is around 6%.
The duodenum is the localization with the highest inci-
dence of lesions, although perforation occurs in only 1%
of the cases [6, 7]. Extrahepatic stent migration is very
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Figure 2. Esophagogastroduodenoscopy finding with a migrated bili-
ary stent in the duodenum

rare, but pleural effusion, bronchobiliary fistula, biliary
pneumonitis, hepaticogastric fistula, and abdominal wall
abscess have been reported after stent migration through
the liver capsule [8, 9, 10].

In most documented cases, late BS migration was re-
ported, and it usually occurred weeks or even months after
the procedure. Early migration, such as the one we have
presented in our case, is a rare occurrence [11].

In our patient, common bile duct was dilated, with a
maximum diameter of 17 mm. In the current literature,
possible risk factors for BS migration have been described,
such as common bile duct diameter > 10 mm,; time elapsed
since stent placement > one month; stent of a greater di-
ameter; performing endoscopic sphincterectomy prior
to stent placement, etc. [12]. In our case, the patient had
undergone endoscopic papillary sphincterotomy before
the occurrence of bile duct stent migration. Endoscopic
sphincterotomy before stent placement and a long BS are
considered risk factors for migration of the distal part of
the stent rather than its proximal part [13].

The most frequent signs and symptoms following BS
migration and the possible development of further compli-
cations (such as intestine perforation and the like) include
abdominal pain, the elevation of inflammation markers in
laboratory test results, and the elevation of amylase levels.
However, the elevation of inflammation markers in labora-
tory test results and the elevation of amylase levels may be
evidence of acute pancreatitis, which is yet another possible
complication [12, 14].

In the case report that we present, migration of the BS
into the duodenum occurred within the first 48 hours of
placement, with non-specific symptomatology. After the
occurrence of a dark stool, EGD and stent removal was
indicated.

The diagnostics, in such cases, comprises the analysis of
laboratory parameters, the clinical presentation, the pres-
ent symptomatology, the findings of abdominal computer-
ized tomography, as well as repeated EGD [14].

In our case, the BS was not the option of first choice, i.e.,
it was placed as a temporary solution, upon unsuccessful
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endoscopic treatment, whereby surgical treatment was the
only remaining option for further treatment and resolution
of the complications that had developed.

The treatment of complications can be surgical or non-
surgical, depending on the previous indication for the
placement of a BS, as well as on the degree of the compli-
cations that occur. Surgical treatment is performed when,
even after the removal of the migrating stent, the status is
such that it cannot be resolved endoscopically, or when
the BS has previously been placed as a temporary solution.
Non-surgical treatment involves endoscopic BS removal
and further conservative treatment [14, 15].
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The placement of a BS is a definitive or temporary treat-
ment option for most benign and malignant diseases of the
biliary tree. Although this is mostly an efficient and safe
method, it still carries with it certain risk factors for the de-
velopment of complications. In order to prevent and reduce
the incidence of adverse effects and complications, special
caution should be applied when performing the procedure.
It is even more important to timely recognize the occur-
rence of complications and to treat them promptly, in order
to achieve the best treatment outcomes possible.
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Mwurpupajyha 6ununjapHa eHaonpoTesa — npuKa3s 60n1ecHMKa U npernea auteparype

Bnagumup Munocasbesuh', bopuc Taguh?3, Hukona lpy6op??, AparaH Epuh?, Bopncnas Towkosuh'>

'KnuHuuko-60nHMYKN LeHTap ,bexanujcka koca', Oferbetbe 3a xenato-6unro-naHKpeatyHy xupyprujy, beorpag, Cpbuja;
2YHnBep3uUTeTCKI KNUHUYKM LieHTap Cpbuje, KnuHuKa 3a gurectusHy xupyprujy — Mpsa xupypLuka, Ofererbe

3a Xenato-6unmo-naHkpeaTuyHy xupyprujy, beorpag, Cpbuja;

YHusep3uTet y beorpagy, Kateapa 3a xupyprujy ca aHectesuonorujom, Meguumtckm dakyntet, beorpag, Cpbuja;

“Penybnnukm GpoHp 3a 30paBCTBEHO ocurypatbe, beorpap, Cpbuja

CAXETAK

YBop Hajuewhe nHgukauuje 3a noctasbake bunmjapHor
CTEHTa cy 6eHUIHe 1 ManurHe 6OeCT Koje OMeTajy HopMaraH
MPOTOK Xyul KPO3 eKCTpaxenaTnuyHe )yyHe KaHane. OBa npo-
Lieaypa HOCU pU3MK Of, Pa3Boja PaHUX 1 KaCHUX KOMMMKaLuja.
Mpukas 6onecHuKa MpeacTasbamo ciyyaj 63-roguilkbe 60-
NecHULe Koja je MpUM/beHa y Hawy 6onHuULy 360r gofaTHe
InjarHoCTUKe 1 neyewa. Ha npujemy je 6onecHrua HaBena
Terobe Koje Cy noyene HeKOIMKO AaHa npe XocnuTanusaumje:
jak 6on'y cTomaky, NpeTeXxHO y ropHMM NapTrjama, MyYHUHa,
nospahatbe 1 nKTepyc. MpBobuTHa nAaeja je 6rna cnposoherbe
HeXMpypLLKOT neyerba. bonecHnua je ynyheHa Ha eHOCKOMCKY
peTporpagHy XonaHruonaHkpeatorpadujy pagmn eHAOCKONCKe
eKCTpaKLyje Kamera 13 FaBHOT XXy4Hor Boaa. MehyTim, 36or
TEXHUYKUX NOTellKoNa, HaBeEeHN MOCTYNaK Hiije CPOBELEH.
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YMecTo Tora, HaKOH EHAOCKOMNCKe NanuaoToMuje, MOCTaB/bEH je
NAacTMyHU 6unujapHn cTeHT. [ipyror AaHa nocse npouenype,
6onecHuLa je npwjaBuna fa MMa TaMHy ctonuuy. HakoH Tora
je ypaheHa e3odaroractpogyofeHOCKONKja, Koja je oTKpuna
6VNnjapHY CTEHT y AyoaeHyMy, aniv 6e3 akTUBHOT KpBapeka. Y
OKBVPY MCTOT MOCTYTMKa YKJIOHbEH je bunmnjapHu CTeHT, a cyTpa-
[aH je 6onecHULa NOABPrHYTa XMPYPLLKOM JIeYetby.
3aksbyyak [la 61 ce cnpeynna v cMarbuna MHUMAEHLA HeXe-
/beHnx edekata U KomMnaMKaLwja, npy n3sohery npoLeaype
nnacvpama bunujapHor cteHTa noTpebaH je mocebaH onpes.
Jow BaxHMje je 6naroBpeMeHo Npeno3Haty nojaBy KOMMN-
Kauuja n 6naroBpemeHo 1x ieunTu, Kako 6v ce nocTurao Wro
60sb1 NCXOA Neyetba.

KmbyuHe peun: 6vnujapHu CTeHT; IyofeHyM; NpoLieaypa; KOM-
nnukauuje

www.srpskiarhiv.rs

479



