a novel technique

A 77-year-old woman with cholangitis
underwent endoscopic retrograde chol-
angiopancreatography (ERCP), sphincter-
ectomy, and placement of a stent (CLSO-
10-7; Cook Medical Inc., Bloomington, In-
diana, USA) in the common bile duct.
Because the patient complained of food
regurgitation and coughing spells at her
follow-up appointment 3 months later,
repeat ERCP was performed (TGF-160F;
Olympus America Inc., California, USA)
which revealed an esophageal stricture
and acute inflammation (© Fig. 1).
Multiple biopsies were taken, the findings
of which were consistent with reflux dis-
ease. The patient was started on treat-
ment with proton pump inhibitors.
Esophagogastroduodenoscopy (EGD) with
dilation was then performed (GIF-H180;
Olympus America). The stricture was dila-
ted to 13 mm using Savary-Gilliard dila-
tors (Cook Medical) under fluoroscopic
guidance and a Polyflex stent (Boston Sci-
entific, Natick, Massachusetts, USA), 9 cm
long, with proximal diameter of 23 mm
and middle/distal diameter of 18 mm, was
successfully placed traversing the esopha-
geal stricture (© Fig. 2).

Three weeks later EGD was repeated due
to persistent symptoms. This revealed ab-
sence of the esophageal stent and signifi-
cant worsening of the stricture to almost a
pinpoint occlusion of the esophageal lu-
men with fibrosis and resolution of active
inflammation.

Balloon dilation of the stricture was per-
formed using a controlled radial expan-
sion (CRE) wire-guided balloon dilation
catheter (Boston Scientific) from 8 mm to
20 mm. The endoscope was then passed
through the stricture and the esophageal
Polyflex stent was found to have migrated
into the fundus of the stomach (© Fig. 3).
Initial attempts at stent retrieval using a
snare and a tripod were unsuccessful. Fur-
ther esophageal dilation was deferred, as
the mucosa was extremely friable after di-
lation.
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Subsequently the flared end of the stent
was grasped with a snare (SD-240U-25;
Olympus America), and, using a coagula-
tion current of 25 W, the outer diameter
of the stent was reduced in size. The stent
was then lined parallel to the esophageal
lumen and retrieved successfully using
hot biopsy forceps (FD-230U; Olympus
America). A new Polyflex stent with a lar-
ger flare-end diameter (25mm) was
placed traversing the esophageal stricture.
The patient remains asymptomatic and is
tolerating a full liquid diet without any
symptoms of dysphagia or regurgitation
for over a year to date.

Polyflex esophageal stents are self-ex-
pandable polyester mesh stents that have
been in use since 2001, primarily for man-
agement of refractory benign strictures of
the esophagus. The proximal end of the
stent is flared, while its body and distal
portions are of equal diameter. Stent mi-
gration is reported in 4.5%-25% of pa-
tients [1,2]. If left unattended, a migrated
stent has the potential to cause obstruc-
tion at the pylorus and at the ileocecal
valve [3]. There have been case reports of
Polyflex stent extraction by polypectomy
snares without cautery [4] and foreign
body extraction forceps [5] - techniques
that were unsuccessful in our patient due
to the tight nature of the esophageal stric-
ture. This compelled us to explore other
maneuvers for stent retrieval.

A novel technique was employed in our
patient, whereby the flared end of the
stent was reduced in size using coagula-
tion current. The possibility of mucosal
burning was avoided by holding the snare
in the open lumen of the stomach away
from the stomach wall. No literature to
date has reported use of this simple and
readily available technique to retrieve a
migrated Polyflex stent. This novel tech-
nique appears to be safer than repeated
dilations, decreases the risk of hemor-
rhage and perforation, and is a promising
alternative especially in tight esophageal
strictures such as seen in our patient.
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Fig.1 Esophageal stricture proximal to
esophagogastric junction with inflammation.

Fig.2 Endoscopic image of deployed Polyflex
stent.

Fig.3 Migrated stent in the stomach body.
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