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Ileus following duodenal stent fracture and
migration: a rare occurrence
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Summary

An 80-year-old male with a history of intermittent, colicky, abdominal pain for one month duration, presented with acute
exacerbation of his symptoms. The patient had had a covered, duodenal stent placed 10 years earlier due to a benign
stricture. The cause of obstruction was revealed to be stent fracture with subsequent migration and embedding of a stent
fragment into the jejunal wall. The affected jejunum was resected. Postoperative recovery was uneventful.

To the best of the authors’ knowledge, no similar complication has been reported. Further research is needed into outcomes
for duodenal stents indicated for benign strictures.
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Case report visible, which had migrated and led to intestinal obstruction.
An 80-year-old male patient with a history of intermittent, There was no free fluid visible in the abdominal cavity nor
colicky, abdominal pain for one month duration, presented visible signs of intestinal perforation (Figure 1).

with acute exacerbation of his symptoms. The patient had Due to the previous laparotomy as well as the uniqueness
had an open cholecystectomy 10 years earlier due to acute of this case, a decision was made to proceed with open
cholecystitis caused by gallstones. He also had a metal, rather than laparoscopic surgery. Upon gaining access

covered, duodenal stent placed endoscopically due to a to the abdominal cavity, there were dilated loops of the
benign, duodenal stricture. The patient had no significant jejunum, just proximal to the ileo-jejunal junction, with
comorbidities nor other previous abdominal surgery. chronic infiltration in the inner jejunal wall where the stent

An abdominal X-ray showed signs of bowel obstruction. had migrated and become embedded (Figure 2). In these
The patient was started on intravenous rehydration and i msances, around 50 cm of the jejunum was resected
symptomatic treatment. This was followed by a computed and repaired with a side-to-side anastomosis using a double-

tomography (CT) scan of the abdomen and pelvic region. . . .
The abdominal CT revealed a foreign body of metallic stapler .technlque. Postope?atwe pathohistology confirmed
the benign nature of the lesion.

density in the region of the second part of the duodenum . .
Postoperative recovery was uneventful. The patient was

that correlated with the previously placed stent. In the region ) ] ;
of the ileo-jejunal junction, an impacted stent fragment was discharged on the eighth postoperative day. Subsequent

Figure 1: A CT scan of the abdomen with the duodenal stent Figure 2: Intraoperative photograph where the affected
and migrated stent fragment labelled with red arrows segment of jejunum is labelled with a red arrow
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follow-ups have also been uneventful, and the patient has
been alive and well for the past 6 years.

Discussion

Endoscopic, duodenal stent placement was first described
in 1992 for a patient with intestinal obstruction due to
gastric cancer. This revolutionary technique soon became
widely accepted and was followed by many studies aimed
at comparing its results with those of the more classical
surgical approach involving biliodigestive anastomoses.'
Hosono et al.! conducted a metanalysis in 2007 that analysed
307 procedures throughout 9 studies, comparing endoscopic
to surgical palliative treatment of malignant gastroduodenal
obstruction. The authors concluded that endoscopic treatment
has a high clinical success rate, faster resumption of oral
intake, shorter hospital stay and low morbidity but stressed
the need for further randomised controlled trials with a
larger sample size.! Upchurch et al.> published a systematic
review in 2018, whose results echoed those of Hosono et al.!
However, they also found renewed obstruction due to stent
blockage to be more frequent when compared to surgical
treatment, necessitating reintervention.?

Certain complications of endoscopic treatment can be
dependent on the type of stent used: uncovered stents are
most often complicated by restenosis and tissue ingrowth.
Duodenal stent migration is significantly more common
with completely covered stents, with a rate of 20-40%,*
meanwhile the migration of partially covered and uncovered
stents is significantly rarer, 2.4% and 1.6%, respectively.>*

Management of stent migration can be non-invasive or
invasive. Non-invasive management consists of observation
combined with symptomatic therapy until spontaneous
passage of the stent. Invasive management involves
endoscopic or surgical procedures. The ileocaecal valve
presents a considerable barrier to the passage of metal
stents, resulting in a significant risk of consequent bowel
obstruction and/or perforation. Ko et al.® demonstrated a
desirably low rate of 4.3% for intestinal obstruction caused
by stent migration that required surgical treatment. To
prevent stent migration, modern countermeasures utilise
over-the-scope clips and suturing that fixes the stent to
the mucosal wall. Recent studies assessing this method
have yielded promising results but there are yet no large-
scale, multicentric, prospective studies with high quality of
evidence.”

Stent fracture is a rare complication of duodenal stents.
Its incidence, according to previous reports, is 0—4.8%.%
Fractures are most common in oesophageal stents, while
they are rarer in gastroduodenal stents.> Maetani et al. were
the first to describe this complication and hypothesised
that the contributing factors to this unfavourable outcome
could be the pressure induced by endoscopy, metal fatigue,
stomach acid as well as removal of the stent coating by
repeated, specific, endoscopic procedures, such as retrograde
cholangiopancreatography.®

Stent placement due to benign strictures is rare and the
majority of studies examining outcomes only include patients
with malignant obstruction.® The risk of stent migration and
intestinal obstruction has been cited as the main reason
for this hesitancy. This follows recommendations for stent
placement only in selected patients with strictures resistant
to balloon dilation.'® There is a lack, however, of studies
examining the outcomes in these selected patients.
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To the best of the authors’ knowledge, no previous case
of stent fracture, migration and then embedding in the
small intestinal wall causing ileus 10 years after placement
has been previously described. Fujikawa et al.® published
a paper describing two similar cases in the previous year.
These cases involved malignant duodenal obstruction
and the stent fracture and ileus occurred within 3 months
of placement. It is also noteworthy that these cases both
involved uncovered stents, whereas our case involved a
covered stent.Considering the continual development of
new treatments and therefore new guidelines, the long-
term consequences of since-abandoned medical procedures
(such as the placement of stents for benign strictures) are
inevitable, necessitating familiarity with both their incidence
and presentation for young as well as experienced clinicians.
Further research is needed to examine the outcomes of
endoscopic duodenal stent placement in patients with benign
duodenal obstruction.
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