
Endoscopic Ultrasound Fine Needle Biopsy (EUS-FNB) Helps Diagnose Adenocarcinoma  
of the Pancreas and Facilitates Palliative Treatment Using a Duodenal Stent

Patient History
A 74-year-old male with a past medical history of smoking and Chronic Obstructive 
Pulmonary Disease presented to the emergency room with complaints of nausea and 
vomiting and a three week history of fatigue and weight loss. On admission, a CT scan 
of the abdomen and pelvis was performed which revealed dilated common bile duct, a 
pancreatic mass with multiple metastatic lesions within the liver, as well as what appeared 
to be a small bowel obstruction with a transition point in the distal duodenum. 

Procedure
An initial upper endoscopy was performed prior to an EUS, which revealed a focal high 
grade stricture in the third portion of the duodenum. 

The linear echoendoscope was then introduced and the pancreatic body mass and the 
hepatic lesion were identified. Five transgastric passes were then performed of the 
pancreatic body mass using an Expect™ Slimline (SL) 22ga Endoscopic Ultrasound 
Aspiration (EUS) Needle. Additionally, 3 transgastric passes of the hepatic lesion  
were also performed using an Acquire™ 22ga EUS Fine Needle Biopsy (FNB) Device 
(Figures 1 and 2).

Next, the EUS scope was introduced into the duodenal bulb and the common bile duct 
was identified. This was not dilated. The common bile duct was then traced down to 
the ampulla by torqueing the scope. The pancreatic head appeared normal. Next, the 
common bile duct was traced more proximally by torqueing the echoendoscope in a 
counter-clockwise fashion. A large 2.5cm mesenteric lymph node was then noted, and was 
suspected to be the cause of patient’s duodenal stenosis. The procedure was then ended.

Interestingly, the liver biopsy (performed using an Acquire 22ga FNB Device) was positive 
for adenocarcinoma, whereas the pancreas biopsy was positive for cellular atypia. The 
lymph node was confirmed to be malignant. Given evidence of metastatic disease, the 
patient was deemed to not be a duodenal stricture surgical candidate and stent placement 
was discussed with the patient. page 1 of 2 >
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A 0.035inch x 450cm Hydra Jagwire™ High Performance Guidewire was then advanced through a 9-12mm stone extraction 
balloon. Deep enteral access beyond the tumor was achieved. This was confirmed under fluoroscopy. The extraction balloon was 
inflated and gradually pulled back while maintaining the wire position. Contrast was injected, and the stricture was characterized.  
A high-grade 1cm stricture was noted. The balloon catheter was then removed over the wire, and a 23mm x 12cm WallFlex™ 
Duodenal Stent was easily advanced through the stricture and deployed under fluoroscopic guidance with the proximal end 
opening within the stomach (Figures 3 and 4).

Outcome
The patient’s small bowel obstruction was resolved within 12 hours after placement of the enteral stent, and he was advanced to 
a puree diet and discharged home.

Conclusion
Evaluation of the pancreatic head or other etiologies of duodenal obstruction in the setting of an underlying malignancy is a 
challenging prospect. The location of the echoendoscope in such situations may require a substantial amount of torque as well 
as elevator use. In such situations, we’ve found the use of the Expect™ Slimline (SL) 22ga or 25ga EUS Needle to be ideal, with 
no significant difficulty in advancing despite the torque and the elevator angulation. Furthermore, the usage of the Acquire™ FNB 
Device to increase tissue diagnostic yield for biopsy of metastatic lesions, especially hepatic lesions, can be especially fruitful. 

Duodenal stenting can be a technically difficult procedure, however, once guidewire access was achieved, the WallFlex  
Duodenal Stent was easily advanced through the stricture and deployment was performed under direct fluoroscopic and 
endoscopic guidance.
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IMPORTANT INFORMATION: These materials are intended to describe common clinical considerations and procedural steps for the use of referenced 
technologies but may not be appropriate for every patient or case. Decisions surrounding patient care depend on the physician’s professional judgment in 
light of all available information for the case at hand.Boston Scientific (BSC) does not promote or encourage the use of its devices outside their approved 
labeling. Case studies are not necessarily representative of clinical outcomes in all cases as individual results may vary.

Results from case studies are not predictive of results in other cases. Results in other cases may vary.

All images provided courtesy of Dr. Oza.

All trademarks are the property of their respective owners.

CAUTION: U.S. Federal law restricts this device to sale by or on the order of a physician.

CAUTION: The law restricts these devices to sale by or on the order of a physician. Indications, contraindications, warnings and instructions for use can 
be found in the product labelling supplied with each device. Information for use only in countries with applicable health authority registrations. Material 
not intended for use in France.      
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