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Avoiding Stent-in-Stent Retrieval Strategy 
for Partially Covered Stents in Anastomotic 
Leakages: An Innovative Approach
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Evitando a estratégia de remoção “stent-in-stent” 
para próteses parcialmente cobertas em deiscências 
de anastomoses: uma abordagem inovadora

Palavras Chave
Anastomose · Deiscência · Prótese metálica 
autoexpansível

Anastomotic leakage is still one of the most feared sur-
gical complications with an incidence of 3–25% [1]. The 
endoscopic placement of self-expanded metallic esopha-
geal stents has become the preferred primary treatment 
with an 85% clinical success [2]. Fully covered metal 
stents (FCMS) are prone to migration due to its reduced 
anchoring capacity and partially covered metal stents 
(PCMS) cause tissue ingrowth as early as 1 week after 
placement, impairing its removal with risk of bleeding 
and perforation [2]. The stent-in-stent technique requires 

placement of an FCMS inside the PCMS during 10–14 
days to induce pressure necrosis of the overgrowing and 
ingrowing mucosa, allowing further safe removal [3].

An 82-year-old woman previously submitted to total 
gastrectomy due to gastric adenocarcinoma was newly di-
agnosed with a colorectal adenocarcinoma. A left hemico-
lectomy was performed but an incidental laceration of a 
proximal jejunal loop complicated the procedure and a 
new esophagojejunal anastomosis had to be accomplished. 
Few days after surgery, signs of sepsis developed and an 
esophagojejunal anastomosis leakage was confirmed. Gas-
troenterology consultation was requested for stent place-
ment. In the upper gastrointestinal endoscopy, a 5-mm 
orifice with a milky draining fluid was detected 32 cm from 
the incisors. A PCMS 23 × 120 mm was placed and fixed 
with endoscopic clips after extensive cauterization of the 
tissue surrounding the fistula orifice (Fig. 1). Two weeks 
later, a follow-up outpatient endoscopy showed a 2-cm 
distal migration, albeit the orifice was still covered. Over-
growing tissue was present but the stent could be easily 
repositioned. The stent remained in place for two addi-
tional weeks and later was easily removed without compli-
cations. The orifice was completely sealed at this time and 
the patient remained asymptomatic (Fig. 2).
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Anastomotic leakages are associated with high mortal-
ity. A conservative approach with stent placement avoids 
surgical re-intervention. Although the stenting period 
should be individualized, 6–8 weeks is the period de-
scribed for an effective sealing in most studies [3]. In the 
present report, an innovative approach to manage anas-
tomotic leakages, not previously reported in the litera-
ture, is exemplified as an alternative to the stent-in-stent 
technique when PCMS are applied. This strategy was de-

veloped after the incidental stent migration observed in 
this patient and taking into account the obtained good 
results. The authors propose PCMS placement in patients 
with upper gastrointestinal anastomotic leakage leaving 
the stent for 2 weeks. Endoscopy should be repeated at 
this time and the stent moved a few centimeters proxi-
mally to avoid extensive ingrowth/overgrowth through 
the mesh. These steps should be repeated every 2 weeks 
until 6–8 weeks, the mean time described for successful 
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Fig. 1. Esophagojejunal anastomotic leakage. a First endoscopy after surgery showing a 5-mm orifice at the level 
of esophagojejunal anastomosis draining purulent fluid. b Appearance after careful inspection and extensive 
washing and aspiration.

Fig. 2. Esophagojejunal anastomosis after 4 weeks of stenting. a PCMS in situ and permeable. b Complete sealing 
of the dehiscence with exuberant granulation tissue after stent removal.
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sealing of most dehiscences. This simple and safe ap-
proach may be more convenient to patients and medical 
staff, avoiding the risks and cost of placing a new stent and 
being less time-consuming and easily performed by all 
endoscopists even by those who are not completely 
trained with fluoroscopic equipment. Further studies are 
desirable to confirm the cost-effectiveness of this method.
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