EDITORIAL

“Cross-wired” biliary metal stents for malignant hilar
strictures: a new window of opportunity?

The majority of malignant hilar lesions are diagnosed at
an advanced stage, with surgical resection possible in only
20% of patients.™* Palliation is therefore the focus of most
interventions.” Because surgical decompression carries
asignificant morbidity, ** less-invasive interventions, includ-
ing endoscopic6'7 Or percutaneous stelrlting,&9 are fre-
quently offered. In many tertiary centers, endoscopic
biliary drainage has become the preferred approach for
palliation in patients with inoperable malignant biliary
obstruction.'”"* All attempts to prove the superiority of
a percutaneous approach over an endoscopic decompres-
sion have remained inconclusive,'>'> and the recent addi-
tion of EUS-guided biliary drainagem’17 will relegate the
percutaneous approach to a backup option or to a com-
bined approach in case of a rendezvous requirement.'®
Uncovered self-expanding metallic stents (SEMSs) are pre-
ferred for palliation of malignant hilar strictures when com-
pared to plastic stents due to their prolonged patency rates,
the decrease in endoscopic sessions, and length of hospital-
ization.'*" However, placement of plastic stents at the
hilum is still recommended if the patient might be a surgical
candidate, is receiving photodynamic therapy,**>* brachy-
therapy,® or if the cancer diagnosis is not confirmed. The
major limitations associated with SEMS use are their occlu-
sion by tumor progression through the uncovered meshes,
and the feasibility of placing multiple SEMSs in order to
provide adequate biliary decompression.”

The concept of placing multiple SEMSs has been sup-
ported by many studies demonstrating improved clinical
symptoms and survival,'*%* and although this was recently
challenged,'**> many endoscopists still offer multiple SEMS
placement, especially when all intrahepatic segments have
been opacified or if a second-line chemotherapy is contem-
plated.”*° Different options have been described to achieve
this kind of “maximal” drainage and have included selective
placement of guidewires on both sides of the intrahepatic
biliary tree,?” temporary placement of a plastic stent to pre-
vent the first SEMS from fully expanding,®® deployment of
a second SEMS through the first SEMS after disrupting its
interstice,® and, finally, the use of an “open mesh” SEMS
with an 8-mm interstices central section realizing a T-shaped®’
or Y-shaped configuration®® (however, stent obstruction
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has been reported to occur in 18% to 25% of cases
due to tumor overgrowth or ingrowth, pointing toward
a weakness at the level of open interstices*”>").

In this issue of Gastrointestinal Endoscopy, Park et a
report a multicenter experience in which they used a newly
designed metal stent (BONASTENT M-Hilar; Standard Sci
Tech Inc, Seoul, South Korea) with a narrower stent mesh
(cavity size 1.6 mm X 1.6 mm) in 35 patients. The first
SEMS placed had 2 spiral markings on its 25-mm-long
central portion, and 4 spot markings on both ends. The 2
central spiral markings created a cross-wired structure to
facilitate cross-placement of a contralateral stent. The over-
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In malignant hilar strictures, before even consid-
ering the type of stents to be placed (plastic ver-
sus metal), adequate diagnosis and staging are
required, with judicious use of cross-sectional
imaging (ie, MRI-MRCP) and tissue sampling
techniques (EUS-FNA, brushing, or targeted in-
traductal biopsy with choledochoscopy).

all success rate of bilateral placement was 94% (33/35), leav-
ing only 2 patients receiving unilateral drainage. The
success rate of the stent-in-stent procedure in a single ses-
sion was 82% (27/33), with an intention-to-treat result of
77% (27/35). Median survival and stent patency were 180
and 150 days, respectively. Interestingly, there was no percu-
taneous insertion of the contralateral stent in this series.
Two patients (6%) experienced cholangitis with sludge for-
mation requiring SEMS revision. This occlusion rate com-
pares favorably with previously reported data on SEMSs
with wider interstices in their central section, but it needs
to be validated in larger randomized studies. In the mean-
time, how should we manage malignant hilar strictures?
Before even considering the type of stents to be placed
(plastic vs metal), adequate diagnosis and staging are
required, with judicious use of cross-sectional imaging
(ie, MRI-MRCP)** and tissue-sampling techniques (EUS-
FNA, brushing or targeted intraductal biopsy with choledo-
choscopy). During endoscopic retrograde cholangiography,
avoidance of biliary opacification of undrained segments is
key to prevent cholangitis.6 Based on the local expertise,
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inaccessible dilated radicals after repeat conventional endo-
scopic retrograde cholangiography can then be accessed
during a rendezvous or an EUS-guided transhepatic proce-
dure. The choice of the number or type of SEMSs to be
placed should not be based on operator preference but on
the configuration of the biliary tree, the potential for surgical
resection, the presence of an eventual atrophic lobe, and the
need to obtain maximal decompression in order to eventu-
ally offer chemoradiation.” For biliary endoscopists dealing
with challenging hilar lesions, the availability of new uncov-
ered metal stents of different design and configuration might
increase the potential for providing efficacious biliary de-
compression. Whether the “cross-wired” biliary SEMS can
be added to our arsenal as a competitive device remains to
be proven in a long-term multicenter randomized trial.
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