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Polyflex stent: is it radiopaque enough?
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Abstract

We report a case of tracheal stenosis in which a migrated Polyflex (Rusch AG, Germany) stent entered the right
main bronchus but could not be identified on the chest radiograph. The stent was identified at bronchoscopy

and removed under general anaesthesia.

Polyflex stents are radiopaque but may not always show up on radiograph. We recommend reliance on
clinical symptoms rather than imaging to diagnose migration. If stent migration is suspected then imaging should

include thoracic inlet films that incorporate a lateral view.
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Introduction

Tracheal stenosis is a challenging clinical entity that
otorhinolaryngologists can address by various techniques.
Therapies include resection of the stenotic segment with
reconstruction, laser surgery or dilatation. Both surgery
and dilatation can be followed by stenting. Stents can be
made of metal, Marlex mesh, silicone polymer or various
combinations of these materials.! Silicone stents are
probably the most widely used in current practice.'*

The Polyflex stent (Figure 1) is a new generation
radiopaque’ A self—expanding,z’3’5’6 thin walled and flexible

stent. The Polyflex stent consists of polyester mesh covered
with silicone and is available with either a smooth outer
surface or a rough outer surface with spikes for better
anchorage.’

FiG. 1
The Polyflex stent.

The complications associated with the use of endolum-
inal stents include haemorrhage, infection and difficulty
with insertion and removal. However, the main complica-
tion of stents is migration.!

We report a case where a spiked Polyflex stent inserted
in the subglottic trachea migrated to the bronchus. Despite
being radiopaque, the migrated stent was not visible on a
chest radiograph and required endoscopy under general
anaesthesia for its identification and removal.

Case report

The patient, a 61-year-old woman with benign subglottic
tracheal stenosis presented five days following Polyflex
stent insertion with increasing dyspnoea and cough. She
had a history of Polyflex stent migration on an earlier
occasion.

On examination, she had mild inspiratory stridor but
was saturating well (97 per cent) on room air. Flexible
fibre-optic nasal pharyngolaryngoscopy showed a white
ring in her subglottic region. This was felt by the examining
surgeons to represent the upper margin of the stent. A
chest radiograph was requested and this failed to show any
evidence of a radiopaque stent (Figure 2).

In spite of the normal chest radiograph and the patient’s
general well being it was felt prudent to examine the
patient’s airway under general anaesthesia. Hence, an
emergency rigid tracheobronchoscopy was carried out. An
area of granulation tissue and slough was identified in the
subglottis. This whitish tissue had been mistaken on
flexible endoscopy as the upper end of the stent. The
stent was identified lying obliquely in the right main
bronchus and was removed with the help of forceps. Her
post-operative recovery was uneventful.

Discussion

In this reported case, the patient’s symptoms suggested the
possibility of migration of the stent. However, the flexible
endoscopy revealed a rim of whitish material in the
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FiG. 2

Well-exposed posterior-anterior portable chest radiograph;
the Polyflex stent in the right main bronchus is NOT visible.

subglottis, which had been mistakenly interpreted as the
upper border of the Polyflex stent. The chest radiograph
(Figure 2) did not show any evidence of a radiopaque
foreign body and this further confused the clinical picture.

Nevertheless, recent onset of respiratory symptoms, in a
patient with an endoluminal stent was seen as indication
for tracheobronchoscopy.

Subsequent to the removal of the stent under general
anaesthesia, we have reviewed the chest radiograph with a
consultant radiologist. The consultant radiologist con-
firmed the stent was not visible on the portable chest
radiograph. Thoracic inlet films of the previous (one year
earlier) occasion clearly demonstrated the displaced stent
(Figure 3).

Although Polyflex stent is radiopaque, this one was
insufficiently radiopaque to be visible on well-exposed
portable chest radiograph. The instruction manual for the
Polyflex stent advises radiography to check its position but
does not specify the appropriate view.* Colt er al.' have
mentioned that migrated silicone stents can sometimes be
confirmed on chest radiograph.

The Polyflex stent is well tolerated in malignant
stenoses™® but is reported to migrate in benign conditions.’
Schildge et al® has reported a single case of benign tracheal
stenosis treated with Polyflex stent without migration in
follow up of five years.

Bolliger et al? in their experimental animal study noted
migration of five out of six smooth Polyflex stents against
only one out of six Polyflex stents with spikes. They have
concluded that spikes on the outer wall of the Polyflex
stents may prevent migration and claim their study
obviates the need to test smooth Polyflex stents in benign
human airway stenosis.

Conclusion

In cases of endoluminal airway stenting, recent onset of
respiratory symptoms should raise suspicion of stent
migration. Even if the stent is not visible on the chest
radiograph tracheobronchoscopy may be indicated.

The Polyflex stent, although radiopaque, may not be
visible on a chest radiograph. Posterior-anterior and lateral
thoracic inlet films should always be requested. Unen-
hanced computerized tomography (CT) scans may also be
useful in detecting displaced stents.

Continued use of Polyflex stents in the upper airway
may merit improvement in their radiopacity or specific
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FiG. 3

Lateral chest radiograph demonstrating displaced Polyflex
stent.

instructions that sometimes they may not be visible on
routine chest radiograph.
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