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Advanced endoscopic rescue after failed endoscopic 
ultrasound–guided choledochoduodenostomy

Stefan Michaelis, MD, Ulrich Rosien, MD, Alexander Arlt, MD, PhD 

Hamburg, Germany

Background and Aims: EUS-guided choledochoduodenostomy (EUS-CDS) has become an established alterna-
tive to percutaneous or surgical approaches in cases of failed or predicted difficult ERCP.

Methods: We report a case of complex endoscopic management of biliary obstruction in a 46-year-old woman 
with inoperable pancreatic adenocarcinoma. Because of tumor-related deformation of the papillary region, pri-
mary transpapillary drainage was not feasible.

Results: EUS-CDS using a 6- × 8-mm electrocautery-enhanced lumen-apposing metal stent (LAMS) (Hot AXIOS 
stent; Boston Scientific, Marlborough, Mass, USA) was performed. Misdeployment of the distal flange led to bile 
leakage and stent dysfunction. Subsequent placement of a fully covered self-expandable metal stent (8 mm × 
6 cm) (BONASTENT; MTW, Wesel, Germany) resulted in secondary stent dislocation into the paraduodenal 
space. The dislocated stent was successfully retrieved endoscopically through the original access using a 3-
mm cholangioscope (Scivita, Boston Scientific). The duodenal defect was closed with 2 closure clips (MANTIS 
Clip, Boston Scientific). The patient recovered uneventfully and remained asymptomatic at 2-month follow-up.

Conclusions: This case illustrates the feasibility of endoscopic rescue in a challenging scenario after LAMS mis-
deployment using advanced ERCP and closure techniques. (VideoGIE 2026;11:337-41.)

INTRODUCTION

EUS-guided biliary drainage (BD) has become an estab-
lished alternative to percutaneous or surgical approaches 
in cases of failed or predicted difficult ERCP. 1,2 Among the 
various techniques, EUS-guided choledochoduodenostomy 
(EUS-CDS) using lumen-apposing metal stents (LAMSs) al-
lows for direct internal BD. However, stent misdeployment 
or migration remains a rare but severe adverse event, poten-
tially leading to bile leakage, peritonitis, or duodenal 
perforation. 3

We present a case of endoscopic rescue after misdeploy-
ment of a Hot AXIOS (Boston Scientific, Marlborough, 
Mass, USA) stent with subsequent biliary and duodenal ad-
verse events (Fig. 1).

CASE PRESENTATION

A 46-year-old woman with an inoperable pancreatic 
head carcinoma presented with progressive jaundice and 
pruritus because of malignant biliary obstruction. Cross-
sectional imaging revealed tumor infiltration and compres-
sion of the distal bile duct as well as deformation of the 
papillary region. Because of the anatomical distortion, 
ERCP access to the papilla was very difficult. In the EUS, 
the bile duct measured 15 mm from the duodenal bulb 
(Fig. 2)

After multidisciplinary discussion, EUS-CDS was per-
formed using a 6- × 8-mm Hot AXIOS stent. During 
deployment (Video 1, available online at www.videogie. 
org), the distal flange was misdeployed, resulting in an 
incomplete apposition of the bile duct wall and no effec-
tive BD (Fig. 3A and B).

Under EUS and fluoroscopic guidance, a guidewire was 
advanced through the misplaced stent into the intrahepatic 
biliary system (Fig. 3C). The LAMS was removed, and a fully 
covered self-expandable metal stent (FCSEMS, 8 mm ×
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6 cm, BONASTENT; MTW, Wesel, Germany) was placed 
across the choledochoduodenal fistula. Under endoscopic 
and fluoroscopic control, the stent was initially correctly 
positioned. Directly after the release, the stent started to 
dislocate initially from the bile duct and then from the duo-
denum into the paraduodenal space, resulting in complete 
extraluminal dislocation and a perforation defect in the bile 
duct and duodenum (Fig. 4).

RESCUE PROCEDURE

The patient remained stable without a relevant pneumo-
peritoneum, and, in agreement with the surgical department, 
an endoscopic approach to address these adverse effects was 
chosen. To close the leakage of the bile duct, a second 
attempt at BD was performed by ERCP. The papilla was 
reached with the duodenoscope after a forced dilatation ma-
neuver of the duodenal lumen. After difficult wire-guided 
cannulation of the common bile duct (CBD), a sphincterot-

omy was performed, and a 10-mm × 8-cm FCSEMS (WallFlex, 
Boston Scientific) was successfully inserted transpapillarily 
by standard endoscopic retrograde cholangiography, sealing 
the hole in the CBD and restoring BD (Fig. 5).

Efforts to retrieve the migrated stent through the duodenal 
defect were initially unsuccessful (Fig. 6). Because the defect 
was still over 5 mm in diameter, a 3-mm digital cholangio-
scope (Scivita, Boston Scientific) was advanced through a 
duodenoscope and the duodenal wall defect into the para-
duodenal cavity. Under direct visualization, the dislocated 
stent was identified and retrieved endoscopically using chol-
angioscopy biopsy forceps (SpyBite Max, Boston Scientific) 
(Video 2, available online at www.videogie.org).

After complete removal, the duodenal defect was closed us-
ing 2 closure clips (MANTIS Clip, Boston Scientific), achieving 
complete closure under endoscopic control (Fig. 7). Through-
the-scope clips were chosen over an over-the-scope clip to 
avoid an accidental closing of the bile duct lying directly 
behind the defect of the duodenal wall.

POSTPROCEDURAL MANAGEMENT

The complete procedure lasted 90 minutes and was 
performed using CO 2 for insufflation. The patient received 
a single dose of a broad-spectrum cephalosporin and was 
monitored in the intensive care unit for 12 hours. CT scan 
with oral contrast confirmed successful closure of the 
duodenal wall (Fig. 8). Oral feeding was reintroduced 
24 hours later. The postoperative course was uneventful, 
and the patient was discharged 4 days after the procedure 
in good condition.

FOLLOW-UP

At the 2-month follow-up, the patient remained asymp-
tomatic with normal bilirubin levels. Cross-sectional imag-
ing confirmed stable positioning and function of the 
biliary stent, without signs of leakage, infection, or abscess

Figure 1. Cartoon image of the dislocated stents and the final biliary fully covered self-expandable metal stent. Left arrow indicates LAMS outside of the 
CBD. Middle arrow indicates SEMS in the paraduodenal cavity. Right arrows indicate clips in the duodenum and SEMS in the CBD. CBD, Common bile 
duct; LAMS, lumen-apposing metal; SEM, self-expandable metal stent.

Figure 2. EUS showing the dilated common bile duct before lumen-
apposing metal stent placement. Arrow shows the diameter of the com-
mon bile duct.
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Figure 3. A, EUS image demonstrating misdeployment of the distal flange of the Hot AXIOS lumen-apposing metal stent (LAMS) (Boston Scientific, 
Marlborough, Mass, USA) with incomplete bile duct apposition. Arrow indicates the distal flange of the Hot AXIOS LAMS. B, Fluoroscopic image 
demonstrating misdeployment of the distal flange of the Hot AXIOS LAMS with incomplete bile duct apposition. Arrow indicates the middle of the 
Hot AXIOS LAMS. C, Fluoroscopic image demonstrating the wire through the LAMS in the intrahepatic bile duct system. Arrow indicates wire in 
the bile duct.

Figure 4. A, Fluoroscopic image showing dislocation of the fully covered self-expandable metal stent into the preduodenal space. Arrow indicates the 
FCSEMS. B, Endoscopic image of the duodenal opening without the dislocated stent. Arrow indicates the opening in the duodenal wall.
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formation. The underlying pancreatic malignancy remained 
unresectable and was managed palliatively.

DISCUSSION

EUS-guided BD has emerged as a key technique for pa-
tients in whom ERCP is not feasible. 1,2 LAMS devices, such 
as Hot AXIOS, simplify the procedure but carry specific 
risks of maldeployment, migration, and bile leak. 3

In this case, the distal flange misdeployment led to an 
incomplete choledochoduodenostomy, followed by direct

dislocation of a rescue FCSEMS. Such a combination of 
adverse effects is exceedingly rare and potentially life-
threatening.

Our management strategy included (1) guidewire salvage 
through the maldeployed stent to maintain biliary access; (2) 
secondary transpapillary stent placement to re-establish 
drainage; (3) cholangioscopic retrieval of the migrated stent 
under direct vision; and (4) endoscopic closure of the 
duodenal wall defect using advanced clip technology.

This multistep approach avoided surgery in a patient 
with advanced malignancy and poor performance status.
The use of a 3-mm cholangioscope proved crucial for visu-
alization and safe removal of the displaced stent.

CONCLUSION

Endoscopic rescue after LAMS misdeployment and stent 
migration is feasible in expert hands. Maintaining guidewire 
access, using advanced endoscopic procedures outside the 
GI lumen, and using advanced closure techniques are essen-
tial components of a successful minimally invasive manage-
ment strategy in such catastrophic scenarios.

PATIENT CONSENT

The patient in this article has given written informed 
consent to publication of her case details.

ETHICAL STATEMENT

All procedures were performed in accordance with institu-
tional and ethical standards and the Declaration of Helsinki.

Figure 5. A, Fluoroscopic image demonstrating the wire (arrow) positioned by endoscopic retrograde cholangiography in the intrahepatic bile duct 
system. B, Fluoroscopic image after transpapillary placement of a 10- × 8-cm fully covered metal stent restoring biliary drainage and the dislocated initial 
fully covered self-expandable metal stent in the paraduodenal space. Left arrow indicates dislocated initial FCSEMS and right arrow indicates the 
correctly positioned FCSEMS in the common bile duct.

Figure 6. Fluoroscopic image demonstrating the failed retrieval of the 
dislocated fully covered self-expandable metal stent through the defect 
of the duodenal wall through a duodenoscope. Arrow indicates dislo-
cated initial FCSEMS.
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Figure 7. A, Endoscopic image showing complete closure of the duodenal defect with 2 closure clips. Arrow indicates the clips. B, Fluoroscopic image 
demonstrating successful drainage with a biliary fully covered self-expandable metal stent and closure of the duodenal wall.

Figure 8. CT scan with oral contrast confirming sufficient closure of the duodenal wall. Arrow indicates the clips.
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