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Abstract

We report a rare complication of prophylactic pancreatic duct stenting during ERCP for suspected hilar chol-
angiocarcinoma. A 47-year-old woman presented with two weeks of painless jaundice, total bilirubin 18 mg/dL, and
cholestatic enzymes. Imaging revealed intrahepatic biliary dilation without CBD dilation. ERCP with cholangioscopy
identified a right hepatic duct stricture; biopsies were obtained. A 10 mm X 4 cm covered metal stent was placed in the
CBD, a 7 Fr X 12 cm plastic stent in the right hepatic duct, and a 4 Fr X 5 cm pancreatic stent was prophylactically
inserted after inadvertent duct cannulation.

Two days later, she developed acute abdominal pain. CT revealed stent migration with duodenal perforation. Repeat
ERCP removed the dislodged stent, closed the defect endoscopically, and replaced the metal biliary stent with plastic.
Biopsies confirmed perihilar cholangiocarcinoma.

This case emphasizes that although prophylactic stenting reduces the risk of post-ERCP pancreatitis, migration and
perforation can occur, underscoring the importance of vigilance and early recognition of post-procedural complications.
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1. Introduction A large cohort study reported migration in 8.4% of
patients undergoing biliary stenting, highlighting
that this is not an uncommon mechanical event,
though severe complications remain rare.” ’
Duodenal perforation due to migrated pancreatic
stents is exceedingly rare, with only isolated case

E ndoscopic retrograde cholangiopancreatog-
raphy (ERCP) remains central in the diagnosis
and palliation of cholangiocarcinoma. In patients at
high risk of post-ERCP pancreatitis (PEP)—especially ¢ !
after inadvertent pancreatic duct cannulation—  Teports described. We present a unique case of
placement of prophylactic pancreatic stents is widely ~ intraperitoneal duodenal perforation following
recommended by ASGE, ESGE, and JGES guide- proPhylactlc pancreatic d1.1ct stent plac.ement' in the
lines."”> Prophylactic stents reduce PEP incidence from ~ Setting of suspected hilar cholangiocarcinoma,
15 to 20% to <5% in high-risk populations.® highlighting bot}} a rare complication and its suc-
Despite its benefits, pancreatic and biliary stenting ~ cessful endoscopic management.
carries known risks, including migration, occlusion,
and fracture. Stent migration occurs in approximately
5—10% of cases, though most are clinically silent.
Clinically significant complications such as bowel A 47-year-old woman presented with two weeks of
perforation are rare but potentially life-threatening.  painless jaundice. Labs revealed total bilirubin of

2. Case description
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18 mg/dL and elevated alkaline phosphatase and
GGT. CT showed intrahepatic ductal dilation without
CBD enlargement. ERCP with SpyGlass cholangio-
scopy identified a dominant right hepatic duct stric-
ture; targeted biopsies were obtained. A covered
metal biliary stent (10 mm x 4 cm) and a right hepatic
plastic stent (7 Fr x 12 cm) were placed. Due to
inadvertent dorsal pancreatic duct cannulation, a
prophylactic 4 Fr x 5 cm plastic stent was placed. Two
days post-ERCP, the patient developed abdominal
pain. CT demonstrated free air and migration of
the pancreatic stent into the peritoneum (Fig. 1).

Fig. 1. Coronal section of CT abdomen that shows plastic stent perfo-
ration into the peritoneum (Blue arrow).

Repeat ERCP confirmed duodenal perforation from
the stent tip. The stent was removed, and the defect
was closed endoscopically (Fig. 1). The metal CBD
stent was replaced with a plastic stent to facilitate
closer follow-up. Biopsies confirmed moderately
differentiated perihilar cholangiocarcinoma. The
patient recovered and proceeded with further onco-
logic care (see Fig. 2).

3. Discussion

3.1. Role of prophylactic pancreatic stents

Prophylactic pancreatic stents remain the most
effective intervention for reducing PEP risk."”’
Both plastic 3—5 Fr short stents (3—7 cm) and
single-pigtail designs are favored to facilitate
spontaneous migration within days.” However,
even appropriately selected stents can migrate
unpredictably.

3.2. Mechanisms of migration and perforation

Stent migration occurs in up to 5—10% of cases.”
Risk factors include:

o Stent characteristics: larger caliber, straight
design, or excessive length.*”

e Anatomical factors: duct angulation, sphincter-
otomy, or high duodenal motility.

o Procedure-related: prolonged manipulation,
difficult cannulation, or concurrent biliary
stenting.

Fig. 2. ERCP views demonstrate stent-induced duodenal perforation and subsequent endoscopic closure using an over-the-scope clip (OTSC). The
top left panel shows the migrated stent perforating the duodenal wall. The top-right panel shows the perforation site prior to closure. The bottom
panels (left and right) show the perforation site after successful endoscopic closure.
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and duodenal perforation. Early recognition, im-
aging, and prompt endoscopic intervention are
critical to avoid morbidity. Our case highlights that
even appropriately placed, small-caliber stents can
migrate intraperitoneally, emphasizing the need for
vigilant monitoring.

Informed consent

Informed patient consent was obtained for pub-
lication of the case details.

Prior presentations

The study was presented as a poster at the 2025
ACG meeting.
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