Figure 2 Endo−
scopic retrograde
pancreatography−
guided advancement
of the coil by push−
ing with it a nitinol
wire. The coil is load−
ed in a straight posi−
tion within the cath−
eter and resumes its
shape when leaving
the tip of the cathe−
ter.

A 45−year−old man with a history of
chronic pancreatitis was admitted with
symptoms of upper abdominal pain. Six
months earlier, he had undergone a pan−
creatic tail resection to remove a suspect−
ed tumor (histologically found to be a
chronic inflammatory lesion), and a
symptomatic cyst (with a diameter of 5
cm) ensued locally.
Endoscopic retrograde cholangiopancrea−
tography (ERCP) showed contrast extrava−
sation at the end of the pancreatic duct.
Pancreatic endoscopic sphincterotomy
and pancreaticoduodenal stent place−

ment and conservative therapy failed.
Percutaneous drainage was judged to be
impossible. An endoscopic ultrasound
(EUS)−guided cystogastrostomy [1] was
carried out, including balloon dilation
and placement of two 7−Fr double−pigtail
stents, followed by endoscopic retrograde
pancreatography (ERP) to visualize the
pancreatic duct and leakage from the end
of it (Figure 1). A coil (for intravascular
use ± a fibered platinum coil, 0.035 inches
in diameter, straight length 50 mm, coiled
size 5  4 mm; Target Vascular, Boston Sci−
entific, Ireland) was preloaded into an
ERCP catheter and then deployed (Fig−

ure 2) by advancing a 0.035−inch wire un−
der guidance with fluorescence. In its fi−
nal position, the coil partly returned to
its preset shape and remained firmly in
place (Figure 3).
The patient experienced pain relief, and
the cyst diameter decreased to 2.5 cm
after 5 days. After 3 weeks, ERP showed
complete closure of the leak (Figure 4).
Ultrasound and endoscopic examinations
of the gastrocystic drain showed that the
residual lumen of the cyst was negligible.
After removal of the two pigtail stents and
an uneventful postinterventional course,
the patient was discharged after 26 days.
At follow−up examinations after 3 and 12
months, the patient had no further symp−
toms and a cyst was not evident.
The aim of the standard interventional
approach is to drain accumulated fluids
[1, 2], reduce pancreatic duct pressure, or
bypass the fistula/leak [2, 3], but these
methods may fail. As additional sealing
of the leak with glue [4] was deemed in−
appropriate and risky, we successfully
used a vascular coil in the pancreatic
duct for this purpose for the first time, on
the basis of our experience with transjug−
ular intrahepatic portosystemic stent
placement [5]. The coil acts by mechani−
cal obstruction and probably by ductal
hyperplasia, due to its fibered surface.
The results were favorable, although it
may be difficult to envision the way in
which the flow of pancreatic juice might
be blocked, despite the rather longitudi−
nal shape of the coil, which was not maxi−
mally coiled. In retrospect, it might have
been better to use a smaller coil, which
would have produced more mechanical
obstruction. However, this was a first−
time procedure. Even partial obstruction
of a ductal leak (combined with a draining
procedure, as described) will promote
closure of it. The fibered surface of the
coil itself (designed to allow faster clot
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Figure 1 Endo−
scopic retrograde
pancreatography,
showing a poorly de−
fined leak in the pan−
creatic tail region
following a left−sided
pancreatic resection.
The leaking contrast
is accumulating in
the cyst lumen,
which is already
being drained with
two double−pigtail
catheters.
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Figure 4 The repeat
endoscopic retro−
grade pancreatogra−
phy (3 weeks later)
shows complete clo−
sure of the previous
leak.
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formation when applied intravascularly)
might also have promoted ductal hyper−
plasia within the 3−week period before
the repeat ERP with contrast injection
(Figure 4) definitively confirmed closure
of the leak. Further supportive data on
this type of coil application will need to
be obtained from appropriate animal ex−
periments in vivo and eventually from lar−
ger series in humans.
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Figure 3 The coil
has reached its final
shape within the end
of the main pancre−
atic duct. The coil is
obstructing the duc−
tal leak.

