Spontaneous Rupture
of a Biliary Metal Stent

Endoscopic drainage using endoprostheses
is an established method of palliation for
inoperable pancreatic cancer. Metal stents
have been shown to have a significantly
better patency rate than plastic prostheses
for this purpose (1.2). We describe here an
unusual complication of metal stent place-
ment in a 38-year-old man with surgically
proved unresectable cancer of the pancre-
atic head (peritoneal carcinomatosis).

Rapid occlusion of the plastic prosthesis
that was nitially placed led to the implan-
tation of an 8-cm uncovered nitinol metal
stent (Dhamond stent, Boston Scientific/
Microvasive). The duodenal end of the
stent was positioned 5-6mm below the
level of the papilla to prevent overgrowth,
Six weeks later, however, the patient pre-
sented again with fever and elevated
laboratory values, indicating cholestasis.
Fluoroscopy before endoscopic retrograde
cholangiopancreatography (ERCP) already
indicated that the distal third of the stent
had become disconnected, with widening
of the mesh in this part (Figure 1). Due to
duodenal stricturing at the level of the
papilla, it was only possible to carry out
ERCP with an | l-mm duodenescope. Dur-
ing intubation of the common bile duct,
the distal part of the stent was mobilized
{Figure 2), and it was then easily extracted
and removed using a forceps (Figure3).
The remaining part of the stent, which was
occluded, was bridged by inserting two
7-Fr plastic prostheses. The patient’s
symptoms then improved.

Possible reasons for breakage in this stent
might be defects in the material, or shear-
ing forces; it could be speculated that such
forces acted on the 5-6 mm distal end of
the stent in the duodenum, In an earlier
case, breakage of a metal stent (Wallstent)
was reported when a percutaneous drain-
age tube was inserted through the stent (3).
but similar external forces were not applied
in this case. In the present patient, the
common bile duct was still easily cannu-
lated. The percutaneous drainage which
became necessary several weeks later, after
the duodenal stricture restricted further
endoscopic manipulations (4), was prob-
ably made easier due to the fact that the
distal end of the metal stent did not extend
into the descending duodenum.
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Figure 1: Fluoroscopy before the ERCP, already
showing the break in the stent.
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Figure2: Mobilizing the distal part of the stent
during cannulation of the bile duct.

Figure 3: Theex-
tracted broken section
of the stent.
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