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An adverse event of EUS-directed transgastric ERCP:
stent-in-stent technique to bridge the peritoneal gap
re 1.
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A 49-year-old woman with a history of Roux-en-Y gastric
bypass surgery was referred because of elevated liver en-
zymes, right upper-quadrant abdominal pain, and a dilated
common bile duct on MRCP. The options for biliary access
were discussed with the patient, including laparoscopy-
assisted ERCP, enteroscopy-assisted ERCP, and EUS-
directed transgastric ERCP (EDGE). She opted to proceed
with an EDGE, in which a lumen-apposing metal stent
(LAMS) is used to create a gastrogastrostomy to facilitate
ERCP with a duodenoscope. A same-session ERCP was per-
formed because of the patient’s geographic constraints.

A linear echoendoscope was advanced into the gastric
pouch and was used to identify the remnant stomach by
identifying rugae. A 19-gauge needle was advanced into
the remnant stomach, and diluted contrast material was in-
jected to fill the lumen (Fig. 1). A 0.035-inch wire (Jagwire;
Boston Scientific, Natick, Mass, USA) was advanced
through the needle and coiled within the remnant stom-
ach. A 15-mm electrocautery-enhanced LAMS (AXIOS; Bos-
ton Scientific) was deployed over the wire, creating a
Remnant stomach filled with contrast material under
.
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gastrogastrostomy between the gastric remnant and the
gastric pouch. The LAMS was dilated with a 15-mm balloon
to accommodate same-session advancement of a diag-
nostic duodenoscope (JF 140; Olympus Medical Inc,
Figure 2. Lumen-apposing metal stent after dilation.

Figure 3. Two endoscopic sutures placed in an interrupted fashion to
hold the lumen-apposing metal stent in position within the gastric pouch.
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Figure 4. Diffuse dilatation of the main bile duct on cholangiogram.

Figure 5. Proximal flange of the lumen-apposing metal stent dislodged
from within the gastric pouch and grasped with forceps to bring back
into the pouch.

Figure 6. Distal flange of lumen-apposing metal stent within the perito-
neum, with wire maintaining access to remnant stomach.

Figure 7. Two lumen-apposing metal stents (15 mm and 20 mm) overlap-
ping with apposition of the gastric pouch and remnant stomach.
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Bethlehem, Pa, USA) (Fig. 2). Two apposing endoscopic
sutures (Apollo OverStitch; Apollo Endosurgery, Austin,
Tex, USA) were placed to hold the proximal flange of the
LAMS within the gastric pouch (Fig. 3).

The duodenoscope was advanced through the LAMS
into the duodenum, and an ERCP was performed. The
cholangiogram showed diffuse dilatation of the common
www.VideoGIE.org
bile duct, and a sphincterotomy was performed for pre-
sumed papillary stenosis (Fig. 4). To maintain access to
the gastric remnant during withdrawal of the endoscope,
the 0.035-inch wire (Jagwire; Boston Scientific) was left
in place within the lumen of the remnant stomach.

During withdrawal of the duodenoscope, the proximal
flange of the LAMS became dislodged from within the gastric
pouch and was partially within the peritoneum, with the
endoscopic sutures still intact (Video 1, available online
at www.VideoGIE.org). We switched to a diagnostic
gastroscope for better visualization. The proximal flange of
the LAMS was grasped with forceps and pulled back into
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Figure 8. Gastrogastric fistula seen after lumen-apposing metal stent
removal.

Figure 9. No gastrogastric fistula seen on upper-GI series 8 weeks after
lumen-apposing metal stent removal.
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the gastric pouch (Fig. 5). During these attempts, the distal
flange of the LAMS became dislodged from within the
gastric remnant and was completely within the peritoneum
(Fig. 6), revealing a large separation between the gastric
pouch and the remnant stomach. Fortunately, the
previously advanced “safety” wire maintained access to the
gastric remnant. An attempt at apposition of the remnant
and gastric stomach by counterpressure using a fully
inflated 20-mm extraction balloon (Cook Endoscopy,
Winston-Salem, NC, USA) was not successful. It was then
decided that a larger LAMSmight help provide enough coun-
terpressure to permit lumen apposition between the gastric
remnant and the gastric pouch. A 20-mmLAMSwas advanced
over the wire into the remnant stomach, through the dis-
lodged LAMS. The distal flange of the LAMS was deployed
and then gently pulled under fluoroscopic guidance to
appose the gastric remnant and the gastric pouch. Under
fluoroscopy, the 2 LAMSswere seen overlapping with apposi-
tion of the gastric pouch and the remnant stomach (Fig. 7).

The patient was admitted after the procedure, was
restricted to nothing by mouth, and was given antibiotics.
An upper-GI series showed no leak. She was discharged
home 3 days after the procedure on a regular diet and on an-
tibiotics. The LAMSs were removed 5 weeks later after endo-
scopic scissors were used to cut the sutures; a gastrogastric
fistula was seen (Fig. 8). Spontaneous gastrogastric fistula
closure was allowed andwas confirmed by an upper-GI series
8 weeks later (Fig. 9). At a follow-up visit 4 months later, she
reportedno further right upper-quadrant abdominal pain and
no weight regain, and her liver enzymes were normal.

This case demonstrates LAMS dislodgment, despite endo-
scopic suturing and the use of a diagnostic duodenoscope,
during same-session ERCP with use of the EDGE technique.1

This adverse event was managed endoscopically with a good
outcome, the essential aspect being maintenance of
guidewire access to the remnant stomach during
withdrawal of the endoscope. The LAMSs were removed,
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and the gastrogastric fistula closed spontaneously without
weight regain.

LAMS dislodgment is not uncommon in same-session
EDGE procedures.1-5 Most cases have been managed
endoscopically, with LAMS repositioning or placement of
a second LAMS, although surgery has been necessary in a
few cases.1-5 Consideration for ERCP after maturation of
the gastrogastric fistula should be made if the indication
is of a more elective nature and depending on the patient’s
circumstances. Although our case highlights LAMS dislodg-
ment despite endoscopic suturing, a small series of 5 pa-
tients who underwent same-session EDGE procedures
with endoscopic suturing or over-the-scope clipping of a
15-mm LAMS reported no episodes of stent dislodgment.
ERCP timing, the use of suturing and/or over-the-scope
clips to secure the LAMS, LAMS size (ie, the use of a larger
20-mm LAMS), and endoscope size may be factors in
reducing this adverse event.
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