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Introduction

Endoscopic retrograde cholangio pancreatography  (ERCP) is 
an established minimal invasive technique of  treating benign 
and malignant disorders of  pancreatobiliary tract. Bleeding after 
ERCP is most commonly due to sphincterotomy.[1] Here, we 
describe an unsual case of  gastro‑intestinal bleed occurring due 
to migrated biliary stent following ERCP and biliary stenting.

Case Report

A 45‑year‑old man developed pain abdomen and melena 2 days 
after an ERCP and bile duct stenting, using a straight plastic stent 
with flaps [Figure 1a] for common bile duct stones associated with 
cholangitis. Physical examination revealed pallor and mild mid 
abdominal tenderness. Laboratory tests revealed a hemoglobin 
drop of  2  g/dl. Amylase and lipase values were normal. 
Suspecting a post‑sphincterotomy bleed, duodenoscopy was 
done, which revealed no bleed at sphincterotomy site but stent 
could not be visualized at the papilla [Figure 1b]. Immediately, an 

erect abdominal X‑ray [Figure 1c, Black arrow] was done, which 
showed a plastic stent lying in the right iliac fossa. There were no 
signs of  perforation on X‑Ray film. Repeat abdominal X‑Ray 24 h 
later showed stent lying at the same location in right iliac fossa. 
As melena persisted, a colonoscopy was done a day later which 
showed the stent lying in caecum [Figure 1d] with few adjacent 
erosions and mild blood ooze. Stent was grasped by rat tooth 
forceps and removed during withdrawl of  the colonoscope. His 
melena subsided 2 days post‑procedure. It was speculated that 
the cause of  significant melena was possibly the small bowel and 
caecal erosions caused by the migrated biliary stent which got 
impacted at the caecum. The patient improved with supportive 
treatment after removal of  the stent.

Discussion

Since first introduction by Soehendra and Reynders‑Frederix in 
1979, ERCP and stenting[2] has become an established modality 
for the management of  pancreato‑biliary disorders and often the 
first‑line treatment option in most of  these diseases, obviating 
the need of  surgery.[3,4]

Common compilations of  ERCP include pancreatitis, perforation, 
cholangitis, and hemorrhage.[1] With the increasing use of  ERCP 
in management of  pancreato‑biliary disorders, stent‑related 
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complications are on the rise. Stent‑related complications are 
primarily due to stent occlusion and stent migration. The most 
frequently encountered complication with biliary stents is that of  
stent block, leading to cholangitis. Stent migration (proximal or 
distal), on the other hand, is not very common. Other uncommon 
complications of  biliary stenting include cholecystitis, bowel 
perforation, bleeding, pancreatitis, and stent fracture.[5‑7]

Stent migration can occur both proximally  (hepatic ducts)[8,9] 
and distally (intestinal lumen). Distal stent migration (~6%) is 
commoner than proximal. Stent migration depends upon several 
factors.[10] Stent‑related factors include diameter, length, material, 
variety, and number of  stents, while nature of  biliary disease 
also has an impact on stent migration. Straight plastic stents 
migrate more often than metallic or double pigtail plastic biliary 
stents. Rate of  migration is higher in benign biliary strictures as 
compared to malignant strictures. Malignant strictures, larger 
diameter stents, and shorter stents have been found to be 
significantly associated with proximal biliary stent migration.[10] 
Placement of  multiple stents reduces the rate of  migration.

Not all stents, which migrate, cause clinically relevant symptoms. 
Proximally migrated stents often cause obstructive jaundice and 
cholangitis. Most of  the distally migrated stents are expelled 
spontaneously.[10] These stents can cause a variety of  injuries with 
bowel perforation being the most common usually occurring 
in patients with diverticular disease, hernia, or intraabdominal 
adhesion.[11]

Rate of  post ERCP gastrointestinal bleeding is about 1.3% and 
most of  them are mild to moderate in severity.[1] Sphincterotomy 
is the commonest cause and is considered to be a high‑risk 

procedure for post‑ERCP bleeding. Stent‑related bleeding is 
uncommon and only few case reports have been described.[12] Our 
present case highlights this unusual occurrence of  gastrointestinal 
hemorrhage post ERCP, caused by dislodged stent leading to 
erosions and bleeding. Early detection and prompt endoscopic 
intervention in our case lead to a successful outcome and 
prevented further complications like bowel perforation. Even 
at the primary care level, a simple abdominal X-Ray (erect) in 
patients with such manifestations can diagnose migrated biliary 
stent and they can be timely referred for further management.

To conclude, migrated stents can cause severe gastrointestinal 
hemorrhage and should always be kept in the differential diagnosis 
of  post ERCP bleed once sphincterotomy‑related bleed has been 
excluded. In addition, prompt diagnosis and intervention is the 
key to success and can prevent life‑threatening complications.
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