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Migracion de endoprétesis biliar. Del olvido a su recuperacion
Biliary stent migration. From oblivion to recovery
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RESUMEN

La colangiopancreatografia retrégrada endoscépica (CPRE) es un procedimiento invasivo para el
diagnodstico y el tratamiento de la enfermedad biliopancredtica. Entre sus complicaciones mas
infrecuentes se encuentra la migracion proximal y distal de la endoproétesis biliar. Las escasas
publicaciones sobre tal complicacion motivaron la redaccidn de este articulo. Nuestro objetivo principal
fue presentar dos casos clinicos de migracion de endoprotesis biliar plastica, su manejo y resolucién.
Consideramos importante resaltar la necesidad del registro y seguimiento de los pacientes en quienes
se colocaron endoprétesis biliares, para la prevenciéon de su olvido mas alla del tiempo recomendado
de permanencia, y evitar asi complicaciones tardias, ya que “la ignorancia no es la felicidad”.
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ABSTRACT

Endoscopic retrograde cholangiopancreatography (ERCP) is an invasive procedure for the diagnosis
and treatment of biliary tract and pancreatic duct diseases. Proximal and distal stent migration is a rare
complication. The paucity of publications on this issue motivated this article. The main aim of this study
was to describe two case reports of migration of biliary plastic stents, how they were managed and
solved. We believe it is important to emphasize the need for recording and monitoring patients who
have undergone biliary stent placement, to avoid leaving the stent in situ beyond the recommended

time, and thus avoid late complications, since “ignorance is not bliss”.
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La colangiopancreatografia retrégrada endos-
copica (CPRE) es una intervencion diagndstica o tera-
péutica en patologias biliares benignas y malignas. El
uso de endoprotesis biliares tiene un papel central para
el tratamiento de la obstruccion y drenaje biliar. Existen
distintos tipos de prétesis utilizadas: las protesis plas-
ticas de polietileno, poliuretano o tefldon; las protesis
metalicas recubiertas o descubiertas; las proétesis de
aleacion de acero inoxidable (Wallstent ®) y las proétesis
de nitinol o platinol, entre otras.!

Las endoprotesis plasticas son mas econdmi-
cas, pero propensas a bloquearse y migrar en compa-
racién con las metdlicas. Son las mas utilizadas para el
drenaje biliar a corto plazo (3 a 6 meses)?. Con una tasa
de éxito temprano cercana al 100%, baja morbilidad a
corto plazo, asciende al 33-40% ante la permanencia
mas alla del tiempo recomendado, por complicaciones
como la oclusion de la endoprotesis y colangitis. Res-
pecto de su permeabilidad, la media de tiempo es de
12 meses aproximadamente®.
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La mayoria de las endoprotesis biliares plasti-
cas son del tipo “Amsterdam” con un eje y extremos de
anclajes ligeramente curvados para evitar su migracion.
Poseen una incidencia de migracion global del 8,58%
(proximal 4,58% vy distal 4,00%)*. Ante una migracién
proximal, la resolucion de preferencia es la extraccion
endoscopica; en determinadas situaciones se puede
adoptar una conducta expectante o resolver de mane-
ra quirdrgica. Con respecto a la migracién distal puede
manifestarse de forma asintomatica, mediante absceso
intraabdominal o perforacién, esta ultima debido a que
las aletas de las protesis se anclan en la pared intesti-
nal generando necrosis por presion con la consecuente
perforacion.

Caso 1. Mujer de 80 afios consultd por tumora-
cion dolorosa con orificio fistuloso en pared abdominal
y salida de secrecién purulenta (Fig. 1). Antecedentes
de realizacion de CPRE 6 meses antes, en la cual se
constatd colédoco de 25 mm de didametro con lito en
su interior de 20 mm, imposibilidad de extraccién del
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lito realizando papilotomia amplia y colocacion de en-
doprotesis plastica de 10 Fr. Radiografia de abdomen
de pie: evidencid localizacién atipica de la endoprétesis
biliar. Fistulografia por orificio abdominal: pasaje de
contraste a duodeno, sin tincion de la via biliar (véase
Fig. 1).
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Caso 2. Mujer de 66 afios que consultd por
orificio fistuloso en hipocondrio derecho con salida es-
pontdnea de secrecidn serosa e induracion perilesional
(Fig. 2). Antecedentes de haber presentado colangitis
leve y realizacion, en otro centro, de CPRE que eviden-
cié litiasis coledociana multiple con imposibilidad de

A: orificio fistuloso en hipocondrio derecho (flecha). B: extraccion de la endoprétesis (flecha). C: endoproétesis extraida (flecha). D: TC donde se

evidencia la migracion de endoprétesis biliar (flecha).

m FIGURA 2

A: orificio fistuloso en hipocondrio derecho (flecha corta). B: fistulografia donde se evidencia localizacion atipica de endoprotesis biliar (cabeza
de flecha). C: extraccidn local de endoprotesis biliar (flecha larga). D: endoprotesis extraida (flecha blanca).
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extraccion de litos. Se hizo una papilotomia amplia y
colocacidn de endoprétesis plastica de 10 Fr. A las 72
horas se realizd una colecistectomia laparoscépica con
exploracién de via biliar mediante coledocotomia con
extraccion de los cdlculos y coledocorrafia, sin remo-
cion de endoprotesis biliar previa. Evoluciond con bi-
lirragia que remitié espontaneamente a los 7 dias po-
soperatorios. La paciente no concurrid a los controles
posquirdrgicos durante dos afios, luego de los cuales
ingresd en nuestro hospital. Se solicitaron estudios de
laboratorio: dentro de parametros normales; ecografia:
via biliar intrahepatica y extrahepatica no dilatada, ob-
servando en tejido celular subcutaneo imagen tubular
ecogénica con proyeccion a region hepatica. Tomogra-
fia computarizada (TC) de abdomen: leve dilatacion de
la via biliar intrahepatica con imagen tubular de 100
mm de longitud en intimo contacto con la pared del co-
lon, la cual se proyecta hacia el plano cutaneo (Fig. 2).

En ambas pacientes se sospechd la migracion
de la endoprotesis biliar. En el examen fisico se constatd
la palpacidn de esta en plano subcutdneo y se realizé la
exploracion local guiada por ecografia a través de los
orificios fistulosos, y se consiguid su extraccion (véanse
Figs. 1y 2). Las pacientes continuaron en seguimiento,
con cierre espontaneo de la fistula.

Para el tratamiento de la litiasis coledociana
del caso 1 se optd por la realizacion de una nueva CPRE
debido a las comorbilidades (paciente afiosa, diabética,
hipertensa y con EPOC) y ASA Ill; en esta oportunidad
resulté exitosa la litoextraccion.

Alos 5 meses, la paciente del caso 2 refirio epi-
sodios de epigastralgia leve que remitian espontanea-
mente, por lo que se realizd una colangiorresonancia
magnética nuclear (CRM) que evidencid litiasis coledo-
ciana a nivel del conducto hepatico comun y conducto
hepdtico derecho. El tratamiento frente a esta litiasis
fue mediante CPRE con extraccion efectiva del lito, con
via biliar expedita por CRM en el seguimiento a largo
plazo.

En este Ultimo caso surgid el interrogante de
si esta litiasis coledociana consiste en una litiasis cole-
dociana primaria o en un “stentolith”. Las endoprétesis
retenidas en la via biliar pueden generar la formacién
de novo de litos (stentolith), con unaincidencia del 18%
en casos de olvido de endoprotesis de mas de 2 afios.
Se caracterizan por ser radiotransparentes y formarse
en sus extremos proximales o distales.>.

En la revisién de los casos nos cuestionamos
si la extraccidn local fue la resolucion o si simplemente

nos adelantamos a la historia natural de la migracion
de las endoprotesis, las cuales no presentaron com-
plicaciones asociadas. Ademas, surgieron otros inte-
rrogantes: ¢cudles son los factores que determinan la
migracién proximal o distal de las endoprotesis?équé
factores determinan que se produzcan complicaciones
debido a esta migraciéon?

Aun hay cuestiones por dilucidar sobre la fisio-
patologia de la migracion de las endoprotesis a través
de la via biliar y sus complicaciones asociadas. Johan-
son y cols®describieron, en 1992, factores determinan-
tes que fueron estadisticamente significativos a la hora
de analizar casos de migracion, como la existencia de
estenosis malignas o iatrogénicas, patologia distal o
proximal, la utilizacion de prétesis de didmetro amplio
o de protesis cortas, la resolucion de la inflamacion y el
edema en las patologias biliares, papilotomias amplias
asi como también la estasis biliar generada por la mi-
gracién que predispone a la formacién de coledocolitia-
sis y colangitis .

En ambos casos aqui presentados se evidencio
una localizacién atipica de las endoprétesis biliares, y
se intentd analizar los eventuales trayectos recorridos
por ellas hasta llegar a su ubicacidn final. En el caso 1 se
puede pensar en la migracion distal, con la formacion
de un trayecto fistuloso a través del duodeno, sospe-
chando la perforacién duodenal retroperitoneal debido
a la ausencia de sintomatologia. En el caso 2 si bien la
migracion proximal es mas frecuente, por lo general el
stent permanece retenido de forma intrahepdatica con
las diferentes complicaciones de ocupacién de la via bi-
liar, aunque un recorrido a través del trayecto generado
por la bilirragia autolimitada del posoperatorio podria
ser un posible camino seguido por la endoprétesis.
También la migracion distal hacia el colon, impactacion
y exteriorizacidn a través de este seria otra posibilidad,
aunque aun menos frecuente ya que usualmente la
perforacién ocurre en sectores fijos.

Tanto el desconocimiento por parte del pacien-
te a quien se ha le ha realizado el procedimiento, como
la falta de seguimiento por parte del Servicio intervi-
niente, predispusieron a la ocurrencia de esta compli-
cacion.

Es importante hacer hincapié en la realizacion
o los refuerzos de protocolos para la documentacion y
el seguimiento de los pacientes tanto en los Servicios
de cirugia como en endoscopia, donde es frecuente el
uso de endoprodtesis biliares, y asi evitar estas compli-
caciones tardias.
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Endoscopic retrograde cholangiopancreatography
(ERCP) is an invasive procedure for the diagnosis and
treatment of benign and malignant biliary tract and
pancreatic duct diseases. The use of biliary stents plays
a key role in the treatment of biliary obstruction and
drainage. There are different types of stents: plastic
stents made of polyethylene, polyurethane, or Teflon;
coated metal stents or bare metal stents; stainless steel
alloy stents (Wallstent®) and nitinol or platinol stents,
among others?.

Plastic stents are cheaper but are prone to
obstruction and migration compared with metal stents.
These devices are more commonly used for short-term
biliary drainage (3 to 6 months)? and have a success
rate of about 100%. Short term morbidity is low but
reaches 33-40% if the stent is left in situ too long due
to stent obstruction and cholangitis. Mean duration of
stent patency is approximately 12 months3.

Most plastic biliary stents are of the
“Amsterdam” type with a slightly curved shaft and
flaps near each end to prevent migration. Overall
migration rate is 8.58% (proximal migration 4.58% and
distal migration 4.00%)". In case of proximal migration,
endoscopicremovalisthe preferred approach;in certain
situations, watchful waiting or surgical removal may be
considered. Distal migration may be asymptomatic, or
present as intra-abdominal abscess or perforation; this
may be due to the side flaps which cause entrapment
of the stent in the bowel wall, pressure necrosis and
perforation.

Case 1. An 80-year-old female patient
presented with a painful tumor in the abdominal wall
with a fistulous orifice and purulent discharge (Fig.
1). She had a history of ERCP 6 months before, which
revealed a common bile duct of 25 mm in diameter with
a 20-mm stone inside that was impossible to remove,
requiring large papillotomy and placement of a 10 Fr
plastic stent. The erect abdominal X-ray demonstrated
atypical location of the biliary stent. A fistulography
was performed through the abdominal orifice, showing
passage of the contrast agent into the duodenum and
absenceofcontrastagentpassageinthebileducts(Fig.1).

Case 2. A 66-year-old female patient presented
with a fistulous orifice in the right hypochondriac
region with serous discharge and induration of the
area around the lesion (Fig. 2). She had a history of
mild cholangitis with required ERCP in another center,
which revealed multiple common bile duct lithiasis
that was impossible to remove. A 10 Fr plastic stent
was placed through a large papillotomy. Seventy-
two hours later, the patient underwent laparoscopic
cholecystectomy with exploration of the biliary tract by
choledochotomy, removal of gallstones and bile duct
repair, without removing the biliary stent. The patient
evolved with biliary leak which spontaneously solved on

postoperative day 7. She did not attend the outpatient
clinic for postoperative follow-up for two years and
was admitted to our hospital thereafter. Several
complementary tests were ordered. The laboratory
tests were within normal ranges; the ultrasound
showed that the intrahepatic and extrahepatic biliary
ducts were not dilated, and a tubular hyperechoic
structure was observed in the subcutaneous tissue
with projection to the hepatic region. The Computed
tomography (CT) scan of the abdomen revealed mild
intrahepatic bile duct dilation with a 100 mm-long
tubular image in close contact with the bowel wall with
projection towards the cutaneous plane (Fig. 2).

Biliary stent migration was suspected in both
patients. On physical examination, the structure was
palpated in the subcutaneous layer; local exploration
guided by ultrasound was performed through the
fistulous orifices and the stents were successfully
removed (Fig. 1 and 2). During follow-up, spontaneous
closure of the fistula occurred in both patients.

In case 1, common bile duct stones were
successfully removed by ERCP; this approach was
decided due to comorbidities (elder patient with
diabetes, hypertension and COPD) and ASA grade 3.

Five months later, the patientin case 2 reported
episodes of mild epigastric pain with spontaneous relief.
The magnetic resonance cholangiopancreatography
(MRCP) demonstrated common bile duct lithiasis at the
level of the common hepatic duct and the right hepatic
duct. The stones were successfully removed through
ERCP. During long-term follow-up, MRCP evidenced bile
duct patency.

In this case, we asked ourselves whether
this common bile duct lithiasis was primary or a
corresponded to a stentolith. Stents retained in the
biliary tract can lead to de novo stone formation
(stentolith), with an incidence of 18% in cases of
forgotten stents for more than 2 years. Stentoliths are
radiolucent stones formed in the proximal or distal
ends of the stent®.

While reviewing these cases, we wondered
whether local removal was the solution or if we simply
preempted the natural history of stent migration
which did not present any associated complications.
In addition, other questions arose. Which factors
determine the proximal or distal migration of stents?
Which factors determine the development of
complications due to this migration?

There are still questions to elucidate on
the pathophysiology of stent migration through the
bile duct and its associated complications. In 1992,
Johanson et al.’ described the statistically significant
factors for stent migration, as malignant or iatrogenic
strictures, distal or proximal diseases, larger diameter
stents, shorter stents, absence of inflammation and
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A: fistulous orifice in the right hypochondriac region (arrow). B: local removal of biliary stent (arrow). C: stent removed (arrow). D: CT section

showing biliary stent migration (arrow).

= FIGURE 2
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A: fistulous orifice in the right hypochondriac region (short arrow). B: fistulography showing atypical location of the biliary stent (arrow head).
C: local removal of biliary stent (long arrow). D: stent removed (white arrow).

edema after biliary tract diseases, large papillotomies,
and bile stasis generated by migration predisposing
to the formation of choledocholithiasis and
cholangitis.

Inboth cases presented here, biliary stents were
found in atypical locations, and we tried to analyze the
possible trajectories followed by the stents until they
reached their final location. In case 1, we may think of

distal migration, with the formation of a fistulous tract
through the duodenum, and probable retroperitoneal
perforation of the duodenum due to the absence of
symptoms. In case 2, although proximal migration
is more common and the stent generally remains
retained in the liver with the different complications
of bile duct obstruction, the postoperative self-limited
biliary leak could have generated a pathway through
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which the stent could have possibly migrated. Also,
distal migration into the large bowel, with stent
impact and exteriorization through the large bowel
would be another possibility even though it is even
less common as perforation usually occurs in fixed
sectors.

The patient’s unawareness of the procedure

Referencias bibliograficas /References

1. Kumars$, Chandra A, Kulkarni R, Maurya AP, Gupta V. Forgotten bi-
liary stents: ignorance is not bliss. Surg Endosc 2018; 32(1):191-5.

2. Dumonceau M, Tringali A, Blero D, Deviere J, Laugiers R, Heres-
bach D, Costamagna G; European Society of Gastrointestinal En-
doscopy. Biliary stenting: indications, choice of stents and results:
European Society of Gastrointestinal Endoscopy (ESGE) clinical
guideline. Endoscopy 2012; 44(3):277-98.

3. Odabasi M, Arslan C, Akbulut S. Long-term effects of forgotten bi-
liary stents: a case series and literatura review. Int J Clin Exp Med
2014; 7:2045-52.

4. Chaurasia OP, Rauws EA, Fockens P, Huibregtse K. Endoscopic

and the lack of follow-up by the intervening medical
staff predisposed to this complication.

Itisimportanttoemphasizetheimplementation
or reinforcement of protocols to document patients
intervened and their follow-up in surgery and
endoscopy departments where the use of biliary stents
is common to avoid these late complications.

techniques for retrieval of proximally migrated biliary stents:
the Amsterdam experience. Gastrointest Endosc 1999; 50(6):
780-5.

5. Riddhika Majumder, Chinmaya Rajan Behera, Deepak Kumar Das,
Ps Pujari Sudhir Kumar Panigrahi, Amaresh Mishra. Management
of forgotten cbd stent with stentolith (stent-stone complex) - a
rare case series. International Journal of Scientific Research. 2019;
8(12): DOI: 10.36106/ijsr

6. Johanson JF, Schmalz MJ, Geenen JE. Incidence and risk factors for
biliary and pancreatic stent migration. Gastrointest Endosc. 1992;
38:341-6.



