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MIGRATION OF ILIAC AND RENAL VEIN STENTS: 
T-STENT MIGHT BE A SOLUTION TO THE PROBLEM
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VENOUS STENT MIGRATIONS 
TO THE HEART

67 VENOUS STENT MIGRATIONS
(18 from Left Renal Vein)

Right Atrium                                     10
Right Ventricle                                  27
Pulmonary Artery                            12
IVC                                                      12
SVC            1 
Superior Mesenteric Vein                 2
Distal Left Renal Vein                         2

54 stent migrations

• 82.6% were short (< 6 cm in length)
• 96.4% were small (< 14 mm in 

diameter)
• Endovascular and open surgery used 

for stent retrieval
• 30-day procedure related mortality: 

11%
• All-cause mortality: 16%

 VENOUS STENTS
7 series, 180 patients (175 from China)
Good clinical results at 6 -126 months
Stent migration : 0 to 6.6%

ENDOVASCULAR TREATMENT
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Stent Migration
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Case Report

The disappearing act: case of a migrating left renal vein
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Abstract
Introduction: Nutcracker syndrome (NS) is a rare condition in which the abdominal aorta and superior mesenteric artery compress
the left renal vein (LRV). One treatment option is the placement of an endovascular stent into the LRV, which carries the risk of stent
migration.
Case Report: A 30-year-old female with NS status-post LRV stenting 6 months prior presented to the emergency department with
suprapubic pain. An incidental finding on abdominal computed tomography scan noted interval removal of LRV stent, which had not
been surgically removed. A subsequent chest radiograph showed the stent lodged in the left pulmonary artery.
Discussion: To our knowledge, this is the first documented case of LRV stent migration to the pulmonary artery. This case demonstrates
the importance of physician awareness of stent migration as a potential complication after stent placement, and careful review of all
imaging findings, even if unrelated to the chief complaint.

INTRODUCTION
Nutcracker syndrome (NS) should be in the differential diagnosis
of patients with abdominal pain/flank pain and hematuria. The
name refers to the compression of the left renal vein (LRV)
between the abdominal aorta and superior mesenteric artery
resulting in renal vein hypertension [1]. A treatment option
includes endovascular stenting (EVS) of the LRV [2]. A rare
complication of EVS for NS is stent migration [1]. Complaints
are variable and include pain and hematuria, while some are
asymptomatic [2]. EVS migration has previously been shown
to cause vessel damage, heart valve damage, dysrhythmias
and pulmonary infarction [3]. This case demonstrates the
importance of physician awareness of complications related to
stent migration and careful review of all radiographic findings,
even if incidental.

CASE REPORT
A 30-year-old female presented to the emergency department
with a chief complaint of suprapubic pain. Her medical history
was remarkable for NS status-post EVS with a 9 × 39 mm Abbott
Omnilink Elite™ vascular balloon-expandable stent 6 months
prior. The pain was ongoing for a few days, intermittent and sharp.
The patient noted that the pain seemed different from when she
was initially diagnosed with NS. Physical examination was unre-
markable except for suprapubic tenderness to palpation. Blood
work, vital signs and urinalysis were within normal limits, except

for microscopic hematuria. A computed tomography abdomen
and pelvis (CTAP) with intravenous contrast was performed and
revealed a 2.2 cm right adnexal cystic structure, likely demon-
strating a dominant ovarian follicle versus a hemorrhagic cyst.
In addition, there was interval removal of the LRV stent and per-
sistent LRV compression consistent with NS. A pelvic ultrasound
was obtained and confirmed a hemorrhagic cyst. Upon discussing
the findings with the patient, she denied subsequent LRV stent
removal. The most recent imaging available was a CTAP on post-
operative day 1 that confirmed proper positioning of the stent
(Fig. 1). A chest radiograph was ordered and showed a metallic
stent in the left hilum concerning for stent migration (Fig. 2). A
CT angiogram (CTA) of the chest confirmed that the stent was
in the left interlobar pulmonary artery and a heparin infusion
was initiated (Fig. 3). The patient was transferred to a tertiary care
center with interventional radiology and cardiothoracic capabil-
ities. Interventional radiology attempted removal of the stent
with balloon manipulation; however, the stent was embedded in
the vessel wall. They then performed balloon angioplasty with
10-, 12- and 14-mm balloons. The patient was discharged on dual
antiplatelet therapy with a recommendation of follow-up in 3
months for a CTA of the chest to confirm patency.

DISCUSSION
Intravenous stent usage continues to rise each year. Common
indications include hemodialysis access, venous stenosis or
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Total of 11 stent migrations to the 
heart or pulmonary artery were 

reported in 9 papers
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SHORT LRV STENT CONNECTS TO AN IVC STENT

T- STENT

Courtesy of Dr. Philippe Nicolini 14
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• Stent migration from the iliac or renal veins are very rare 
but may cause serious complications or even death
• In the iliac veins use large (>14 mm) and long stents, 

extending into the extremal iliac vein, to avoid migration 
• Currently, stent migration from the LRV can only be 

prevented with a hybrid procedure

TAKE HOME MESSAGE

• Clinical trials with dedicated renal vein stents that are 
flexible, short, resist external compression, and can not 
migrate are urgently needed.
• T-STENT might be one solution!  

TAKE HOME MESSAGE
THANK YOU !


