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The Use of Self Expandable Metallic Stent in the Management of
Malignant Biliary Obstruction

Joon Koo Han, M.D., Byung Ihn Choi, M.D., Jin Wook Chung, M.D.,
Jae Hyung Park, M.D., Gi Seok Han, M.D., Man Chung Han, M.D.

Department of Radiology, Seoul National University College of Medicine

Self expandable metallic stent is a good alternative of percutaneous transhepatic biliary drainage because it
can eliminate numerous problems caused by external drainage catheter, such as tube dislodgement, bile leak-
age and psychotic problems. Authors analyzed initial results of self expandable metallic stents used in the pa-
tients with malignant biliary obstruction to evaluate the efficacy of the procedure and to find the technical
problems in the procedure.

Self expandable metallic stents were inserted in 14 patients: three with recurrent stomach cancer: three
with gallbladder cancer: seven with Klatskin tumor: one with common duct cancer. Gianturco type stent was
used in 9 cases ans Wallstent was used in 2 cases. In remaining three cases, both Z-stent and Wallstent were
used in the same patient.

The average period of follow up was 104 days (4-409 days). In 13 cases, the patency of the bile duct was
restored by the stent (technical success: 92.9%). Occlusions of the stent were found in two cases, after two and
13 months, respectively. Causes of failure and stent occlusion were associated duodenal obstruction, tumor
overgrowth and shortening of Wallstent. In remaining 11 patients, one patient was lost to follow up an 10 pa-
tients did not show recurrent jaundice until death or last follow up. There was no major complication related
to the procedure.

The insertion of self expandable metallic stent is a safe procedure and can eliminate major disadvantages of
PTBD. Overstenting, overlapping and evaluation of associated GI tract obstruction is crucial for obtaining

technical success and long-term patency.
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Fig. 1. 54 year old female patient with gallbladder carcinoma. She experienced the leakage of ascitic fluid

around the tube.

a. Tubogram showes complete occlusion of common hepatic duct.

b. 10mm diameter, 4cm long gold-coated Z-stent was inserted.

Follow up tubogram showes good passage of contrast material to distal CBD and duodenum. The leakage of
ascites stopped after the removal of PTBD tube and she died three months later without recurrence of jaun-

dice.
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Fig. 2. 56 year old female patient with recurrent
stomach cancer and obstruction of the 3rd portion
of the duodenum (A-loop) as well as distal common
bile duct.

a. Initial PTBD tubogram showes complete occlusion
of distal common bile duct.

b. 10mm diameter, 34mm long Wallstent and 10mm
diameter, 40mm long Z-stent were inserted across
the papilla of Vater (lead balls), however, there is no
passage of contrast material to duodenum.

c. Computed tompgraphy showes ill-defined high at-
tenuation area around the 3rd. portion of the duode-
num, suggesting the direct invasion of the duodenum
by the malignant process (arrows).
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Fig. 3. 48 year old male patient with Klatskin tumor and tumor overgrowth.
a. Three 10mm diameter, 20mm long Z-stents were inserted overlapping each other. Two lead marks repre-

sent the obstruction segment involved by tumor.

b. 13 months later, recurrent jaundice developed. PTBD was done and tubogram reveals tumor overgrowth
above and below the stent segment that intrahepatic ducts are isolated and distal CBD is irregularly marrowed.
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Fig. 4. 73 year old female patient with Klatskin tumor and shortening of the stent.

a. 10mm diameter, 34mm long wallstent and 10mm diameter, 40mm long Z-stent were inserted. Now. the
lack of sufficient overlapping of two stents (Arrow).

b. 2 months later, recurrent jaundice developed. Because of shortenning of the wallstent, wallstent is
seperated from the Z-stent and there is a complete obstruction of the left hepatic duct in the mid-portion of
the wallstent. We could not confirm the etiology of the obstruction whether it is due to tumor ingrowth or bile
sludge secondary to the obstruction of the distal portion of the stent by the shortening seperation.
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