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Hepaticogastrostomy under EUS guidance for a patient 
with a history of bypass surgery with a new stent design 
(with video)
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ERCP is the gold standard method for biliary 
drainage. Alternative methods such as the percutaneous 
transhepatic biliary drainage (PTBD) or surgery have a 
higher rate of  complications.

Hepaticogastrostomy under EUS (EUS-HGS) drainage 
was developed in 2001 as an additional alternative to 
PTBD and ERCP.[1-4]

In this case, we report hepaticogastrostomy for a 
patient who has undergone a gastric bypass surgery to 
treat obesity with a new stent design.

A 64-year-old female patient with a history of  gastric 
bypass with esophagojejunal anastomosis and with 
6 months of  progressive weight loss, abdominal pain, 
anorexia, jaundice, and asthenia was sent to our medical 
center [Figure 1].

A 50-mm mass with infiltration of  the mesenteric 
artery and vein was observed in the pancreatic head 
on computed tomography; this was associated with the 

dilatation of  the main pancreatic and the common bile 
ducts. EUS-guided fine-needle aspiration performed 
in a left lateral position with intubation (22G needle, 
Cook medical) suggested a diagnosis of  pancreatic 
adenocarcinoma

Drainage by hepaticogastrostomy [Video 1] was 
performed at the level of  the gastric stump in a 
supine position. Segment III was punctured and a 
partially covered 10-cm HANARO stent, designed 
by MI tech in association with Dr. Poincloux, was 
inserted. The patient was discharged after one night of  
hospitalization and received chemotherapy after 15 days 
(four cycles of  Folfirinox) [Figures 2-4].

DISCUSSION

Patients with altered anatomy represent a challenge for 
biliary drainage. Deep enteroscopy-assisted ERCP for 
Roux-en-Y gastric bypass surgery has a success rate of  
63%, and it depends on the length of  the Roux limb.[5]
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Gastric bypass surgery with excluded stomach is a 
new challenge for biliary drainage. ERCP through a 
gastrostomy into the excluded stomach could allow 
success in 60% of  cases.[6]

Another drainage technique in two steps with the 
creation of  a transgastric fistula first to access the 
papilla with a duodenoscope has recently been 
described.[7]

In our case, drainage with EUS-HGS represents a new 
indication of  EUS-HGS (not yet described after gastric 
bypass surgery) and has the advantage of  involving 
only one step. The design of  this new stent with a long 
covered portion (7 cm) and a flap to avoid migration 
probably facilitates drainage.
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Figure 1. Pancreatic mass on CT scan Figure 2. CT scan after EUS‑HGS

Figure 3. Description of the MI‑tech stent

Figure 4. Endoscopic view of the proximal part of the stent
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