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Abstract

Endoscopic biliary stenting is a well-established intervention for 
the treatment of biliary, hepatic, and pancreatic disorders. The com-
mon indications include strictures, neoplasms, stones, infections, and 
bile leaks. Stents can be occluded, predisposing patients to ascend-
ing cholangitis and biliary sepsis. Distal stent migration is another 
known complication of endoscopic stenting and is usually spontane-
ous. Bowel perforation, abscesses, bleeding, and pancreatitis are rare 
complications of distal stent migration and are usually limited to the 
duodenum. Herein, we describe an extremely rare case of bilio-cecal 
stent migration presenting as rectal bleeding.
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Introduction

The first case of endoscopic biliary stenting was reported in the 
1980s for the management of malignant obstructive jaundice 
[1]. Since then, biliary stenting has been widely adopted to 
treat biliary, hepatic, and pancreatic disorders [2-5]. Although 
rare, biliary stenting may have complications, with stent oc-
clusion and cholangitis being the most common complica-
tions [6]. Biliary stent migration is a known, yet infrequent 
long-term complication of endoscopic stenting and is usually 
without incident [3]. Most displaced stents find refuge in the 

duodenum and are passed spontaneously through the rectum 
[2-4, 6]. Bilio-cecal stent migration and rectal bleeding are 
exceedingly rare [4] and potentially life-threatening complica-
tions. Only a few cases of stent-related rectal bleeding have 
been reported in the literature [5, 7].

Case Report

A 64-year-old male presented to the emergency department 
(ED) complaining of acute-onset epigastric pain and hema-
tochezia. The patient was discharged a week prior after being 
admitted for acute gallstone pancreatitis and choledocholithi-
asis. His medical history was significant for chronic pancreati-
tis, pancreatic exocrine insufficiency, pancreatic cyst, and pan-
creatic duct calculi status post stent placement the year prior. 
During his recent hospitalization, the patient’s blood work was 
notable for elevated amylase (572 U/L) and carcinoembryonic 
antigen (CEA) (2,610 ng/mL) levels. An endoscopic ultrasound 
(EUS) revealed pancreatic duct obstruction in the genu of the 
pancreas. During endoscopic retrograde cholangiopancreatog-
raphy (ERCP), the bile duct was deeply cannulated with the 
Hydratome sphincterotome® (Boston Scientific), and contrast 
was injected. A filling defect was seen in the lower third of the 
main bile duct, consistent with stone (Fig. 1). Biliary sphinc-
terotomy was performed with a Hydratome sphincterotome 
using ERBE electrocautery® (ERBE USA), and there was no 
post-sphincterotomy bleeding. The ventral pancreatic duct was 
also deeply cannulated, and contrast was injected. The pancre-
atic duct in the genu of the pancreas was completely obstructed 
by a narrowing that did not appear to be a stone or a mass. The 
biliary tree was swept with a 12-mm balloon starting at the 
bifurcation and a small amount of pus was observed. Both pus 
and sludge were swept from the duct. One diminutive stone 
was also removed, and no stones remained in the biliary tree. 
One 4-Fr 5-cm plastic stent with a single external flap and no 
internal flaps was placed into the ventral pancreatic duct. One 
10-Fr 9-cm transpapillary plastic stent with a single external 
flap and a single internal flap was placed into the common bile 
duct (CBD) (Fig. 1). Once bile flowed through the stent and 
optimal stent positioning were confirmed, the endoscope was 
withdrawn from the patient. The next day, a robotic cholecys-
tectomy was performed to prevent future episodes of gallstone 
pancreatitis, and the patient was discharged with plans for out-
patient follow-up with the gastroenterology clinic.

On readmission, the patient was extremely pale, diapho-
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retic, and in acute distress due to abdominal pain. The abdo-
men was soft, diffusely tender to palpation, but without flank 
ecchymosis or peritoneal signs. Digital rectal examination 
demonstrated 200 mL of blackish maroon liquid stool with 
no palpable masses. The rest of the physical examination was 
unremarkable. The patient’s initial hemoglobin was 8.6 g/dL, 
a drop from 12.3 g/dL was observed during his most recent 
hospitalization. Two hours later, his hemoglobin level dropped 
again to 5.5 g/dL, and lactate level increased to 6.5 mmol/L. 
Laboratory values were also notable for a white blood cell 
count of 15.2 ×103 /mm3, blood glucose level of 914 mg/dL, 
alkaline phosphatase level of 266 U/L, aspartate aminotrans-
ferase (AST) level of 114 U/L, and alanine aminotransferase 
(ALT) level of 121 U/L. Owing to concerns for a mixed shock 
state, the patient was empirically started on vancomycin and 
piperacillin-tazobactam to cover for biliary sepsis. The patient 
received four units of packed red blood cells (PRBCs) and was 
transferred to the medical intensive care unit (ICU) for vaso-
pressor support and insulin drip according to the hyperosmolar 
hyperglycemic syndrome protocol.

The nuclear imaging results were negative for active 
arterial extravasation. Upper endoscopy revealed a normal 
esophagus with a non-bleeding gastric ulcer and clean ulcer 
base. The duodenum and major papillae were normal with-
out evidence of a CBD stent. Colonoscopy performed the 
next day revealed severe diverticulosis in the sigmoid and 
descending colon and non-bleeding hemorrhoids. A foreign 
body was noted in the cecum, which was successfully re-
moved using a snare (Fig. 2). Given the absence of colonic 
ulceration or stigmata of recent bleeding in the cecum, we 
hypothesized that the migrated stent lodged in the colonic di-
verticulum, resulting in localized injury and rectal bleeding. 
The patient had no further bleeding incidents after the proce-

dure. Hemoglobin level and blood glucose levels normalized, 
and the patient was discharged on day 7 of admission. At a 
2-week follow-up appointment with the gastroenterology 
clinic, the patient denied melena, hematochezia, or hematem-
esis, and his hemoglobin level was stable.

Discussion

Endoscopic biliary stenting is a less invasive procedure for 
treating benign and malignant biliary disorders [2, 6, 8]. Stent-
ing restores biliary tract patency and helps ease pruritus, jaun-
dice, and cholangitis associated with biliary tract obstructions 
[9]. Biliary stenting is associated with a 5% risk of early com-
plications such as pancreatitis, infection, bleeding, perforation, 
and early stent migration [10]. Late complications are more 
common and include stent occlusions and late stent migration 
[10]. Stent migration has been observed in 5-10% of cases, and 
stents usually pass through the rectum without complications 
[2, 8, 10]. Gut perforation and abscesses, lower gastrointesti-
nal bleeding, and fistulas are rare, occurring in less than 1% of 
cases, and are mostly found in the duodenum [2, 3, 6, 10-13]. 
Colonic diverticulosis, adhesions from previous surgeries, and 
abdominal hernias predispose patients to bowel perforations 
[2, 4, 8, 10], as they impede stent migration through the gut. 
Bilio-cecal stent migration with rectal bleeding is an infre-
quent event with few cases reported to date [5, 7]. Here, we re-
port a unique case of bilio-cecal stent impaction presenting as 
rectal bleeding. This case adds to the limited literature on this 
subject and raises awareness about this potential complication. 
Although there was no colonic ulceration or stigmata of recent 
bleeding noted in the cecum, we postulated that the migrated 
stent lodged in the colonic diverticulum causing ulceration and 

Figure 1. Endoscopic retrograde cholangiopancreatography images showing a filling defect in the biliary duct, sphincterotomy, 
and stent placement. (a) Image showing a short 0.035-inch soft Jagwire being passed into the biliary tree. (b) Endoscopic image 
showing a cannulating sphincterotome being inserted into the biliary tree. (c) Image showing a one 4-Fr 5-cm plastic stent with 
a single external flap and no internal flaps being placed into the common bile duct (CBD)/ventral pancreatic duct (PD). (d) CBD 
wire. (e) PD w/cutoff a level of genu. (f-h) CBD wire. Yellow arrows in (d-f) show a filling defect consistent with a stone in genu of 
the pancreas. Yellow arrows in (f) and (h) show a filling defect consistent with a stone as seen on the cholangiogram. w/cutoff: 
with cutoff.
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bleeding.
Biliary stent migration can be spontaneous, and patients 

may not have symptoms. In some cases, patients can present 
with abdominal pain, nausea, vomiting, pruritus, jaundice, 
weight loss, or steatorrhea [3, 4, 7, 8, 10, 11]. Blake et al [6] 
presented a unique case of recto-vaginal fistula secondary to 
biliary stent migration, in which the patient complained of 
passing flatus and stools through the vagina. The management 
of migrated stents depends on the location and the patient’s 
clinical presentation [10]. Conservative treatment is often em-
ployed with the expectation of spontaneous passage through 
the rectum [6, 8]. Serial abdominal X-ray examinations can 
confirm stent passage or track its location through the diges-
tive tract [6]. In this case, the patient was critically ill and ac-
tively bleeding from the rectum. A decision was made to fore-
go imaging studies of the abdomen and proceed with upper 
endoscopy and colonoscopy.

Endoscopic stent retrieval using forceps, baskets, or the 
lasso technique is the most preferred approach [4, 8]. Some 
sources recommend endoscopy with clip placement even 
in cases of bowel perforation due to stent migration [4]. Al-
caide et al [12] described a case of sigmoid perforation due 
to a migrated biliary stent, which was closed endoscopically 
with a through-the-scope clip. In this case, a colonoscopy was 

deemed to be appropriate for stent removal. Interventional ra-
diology techniques such as percutaneous drainage and fluoros-
copy may also be used to manage migrated stents. Culnan et 
al [3] reported an unusual case of ileal perforation and abscess 
caused by a displaced biliary stent that was managed with 
percutaneous drainage and fluoroscopy. Open surgery may 
be considered as an option for bowel obstruction or perfora-
tion refractory to endoscopic management [2, 10, 11]. Even 
so, open surgeries have a high risk of bleeding and infection 
and may be contraindicated in patients with coagulopathic dis-
orders [8].

Learning points

Biliary stenting is an effective and widely adopted interven-
tion for managing biliary disorders such as obstructions and 
choledocholithiasis. Stents can be occluded or displaced in 
the gut, leading to their spontaneous passage through the rec-
tum. Rarely, displaced biliary stents can be trapped in the 
digestive tract, causing perforation or small bowel obstruc-
tions. Biliary stent impaction in the cecum causing massive 
hemorrhage is a very rare event that warrants immediate in-
tervention

Figure 2. Endoscopic image showing a migrated stent impacted in the cecum and extending into the ascending colon. (a) Ce-
cum. (b) Ascending colon. (c) Sigmoid colon. (d) Rectum. Red arrows (a) and (b) show a migrated stent impacted in the cecum.
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