
Patient History
In May 2015, a 65-year-old man was admitted to the emergency unit of the hospital for onset 
of jaundice and fever without abdominal pain that had started the week prior. His medical 
history included chronic HBV-related hepatitis and benign prostatic hypertrophy. He had 
no previous history of gallstones or choledocholithiasis. The blood tests showed moderate 
leucocytosis, and hyperbilirubinemia and cholestasis levels were increased. A CT scan of 
the abdomen showed a stenosis of the hepatic hilum mass-forming (Figure 1), ANA, AMA, 
ANCA, LKM and pANCA were negative. IgG4 were normal.

Procedure
A percutaneous trans-hepatic biliary drainage procedure was performed in another hospital 
and a brushing was conducted (Figure 2). Cytology results were negative for neoplasia. 
In June 2015 the patient underwent a laparoscopy in order to remove the mass. A 
cholecystectomy was performed but the excision of the mass was not possible due to the 
location of the hepatic artery, thus a biopsy of the mass and hilar nodes was performed. The 
histology results were negative again for neoplasia. 

An additional CT scan was performed in September 2015 and showed the growth of the 
hilar mass and confirmed the location of the hepatic artery. An ERCP was then performed 
at another hospital, during which two plastic stents were placed and a second brushing was 
performed, but results were found to be inconclusive. Two weeks later, another ERCP was 
performed at the endoscopy unit of our hospital using the SpyGlass™ DS System (Figures 
3-4). A white, irregular and hard-consistency tissue was found on the stenosis of the left 
hepatic duct and biopsies were performed using SpyBite™ Biopsy Forceps. Histological 
findings were suggestive of chronic inflammation with the presence of many granulocytes. 
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By November 2015, the patient’s cholestasis levels had increased and a new CT scan was performed, showing that 
the stents were becoming occluded. An ERCP confirmed the presence of sludge and stones inside the stents. New 
biopsies were then performed (Figures 5a and 5b), and confirmed chronic inflammation with granulation aspects.

In February 2016, the patient presented with hemobilia. An arteriography was performed and showed a 
pseudoaneurysm in a branch of the hepatic artery. A minimally invasive embolization procedure was then performed, 
using 2-6mm coils.

In April 2016 the patient was admitted to the endoscopic unit due to onset of jaundice and fever. Fluoroscopy was 
performed during the ERCP and showed recurrence of the hilar stenosis with the same morphological characteristics 
(Figure 6). Pneumatic dilation was then performed at the site of the stricture (Figure 7) and fully covered metal stents 
were placed for drainage. The jaundice and fever improved.

Outcome
To date, the patient is still in good clinical condition, and 
has no fever or jaundice. An ERCP was scheduled after 
six months to replace/remove the metal stents. In the 
interim, we recommended that the patient has blood tests 
(particularly cholestasis tests) every two months. 

The patient started an evaluation for liver transplantation, 
but prostatic cancer with bone metastases was found. 
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In this case, cytology was important in 

order to exclude neoplastic disease, but 

brushing is often inconclusive. Therefore, 

targeted biopsies were performed using 

the SpyGlass DS System, which has been 

shown to approximately double biopsy 

sensitivity compared to brush cytology1 

Practicing biopsies in the hilum with 

normal biopsy forceps is a very risky 

procedure and should only be performed 

by experienced endoscopists.



Conclusion 
In this case, diagnosis of an inflammatory stricture was confirmed after several cytological exams, biopsies, and endoscopic procedures. The course of this 
type of stricture is often indolent and relapsing, thus follow-up performed by blood tests and imaging is very important. The experience and technical skills 
of the endoscopist are crucial, but the availability of devices is equally as important to enable a wide variety of therapeutic options. In this case, the use of 
the SpyGlass DS System with SpyBite Biopsy Forceps helped to perform biopsies and confirm the diagnosis. 

Correct placement of stents during an ERCP, may also help avoid complications that may be associated with higher rates of morbidity and mortality, such 
as cholangitis which has the potential to prolong a hospital stay and increase costs.
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Results from case studies are not predictive of results in other cases. Results in other cases may vary. 

All trademarks are the property of their respective owners. 

In the United States, the WallFlex™ Biliary RX Fully Covered Stent System RMV is not indicated for use in benign strictures secondary to inflammatory strictures. In the European Union 
and regions outside of the US, The WallFlex Biliary RX Fully Covered Stent System RMV is indicated for use in inflammatory strictures. In these regions the device is indicated for use in 
the palliative treatment of biliary strictures produced by malignant neoplasms, relief of malignant biliary obstruction prior to surgery and for use in the treatment of benign biliary strictures. 
Check with your sales representative for local availability.

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.

CAUTION: Federal (USA) law restricts these devices to sale by or on the order of a physician 

Warning: The safety and effectiveness of the WallFlex Biliary RX Stent System for use in the vascular system has not been established.

Warning: Use caution when placing stent near ductal branches to avoid obstruction of duct. Placement of a fully covered biliary stent across a branch duct or major bifurcation may result in 
complications due to blockage of flow from the branch duct and prevent endoscopic or transhepatic access for future procedures.

Warning: The safety and effectiveness of the stent for benign stricture treatment has not been established for indwell periods exceeding 12 months.

A complete list of Indications, Contraindications, Warnings and Instructions for Use can be found in the product labeling supplied with each device.


