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Abstract

Fully covered esophageal metal stents can be used for the conservative management of esophageal leaks, perforations, and

fistulas. However, the risk of stent migration is high. The authors present a case of tandem esophageal stenting above the

lower esophageal sphincter (LES) by taking advantage of the natural anchorage offered by the LES, with additional radial

expansile force provided by the inner stent holding the outer stent in place. Besides tandem stenting, endoclip application is
another option to reduce the risk of stent migration. The authors advocate the choice between tandem stenting versus

endoclip application depending on the underlying pathology and endoscopist’s preference. After distal migration,

esophageal stents usually stay within the stomach due to their long length and large stent flanges. However, there are rare
reports of small bowel obstruction, ileus, or perforation from migrated esophageal stents, usually above the ileocecal valve

or within the duodenum. Our case also stresses the importance of timely stent removal and patient follow-up. This article is

part of an expert video encyclopedia.
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Video Related to this Article

Materials

• Endoscope: GF260V; Olympus, Tokyo, Japan.

• Fully covered stents: Evolutions stent; Cook Medical,

Winston–Salem, NC, USA.

• Endoscopic grasping device: Raptors; US Endoscopy,

Mentor, OH, USA.

• Guidewire: Savary–Gilliard; Cook Medical, Winston–Salem,

NC, USA.

Background and Endoscopic Procedure

Fully covered esophageal metal stents can be used for con-

servative management of esophageal leaks, perforations, and

fistulas. However, the stent migration risk is high. The authors

present a case of tandem esophageal stenting above the lower

esophageal sphincter (LES) by taking advantage of the natural

anchorage offered by the LES, with additional radial expansile

force provided by the inner stent holding the outer stent

in place.

During endoscopy and under fluoroscopy, the fistulous

opening is located and marked by a paper clip over the skin.

A fully covered stent (Evolutions stent; Cook Medical,

Winston–Salem, NC, USA) is placed above the LES to minimize

the risk of distal stent migration. The distal fully covered stent is

placed first, and the second or overlapping stent is then placed

inside the first stent to hold the first stent in place, minimizing

the risk of distal migration of both stents. The distal end of the

distal stent is placed above the LES, preventing distal migration

of both stents. Two to three days after stenting, the patient

undergoes a contrast esophagogram to rule out a leak. Liquid

diet can be started if the contrast study shows no leak.

After distal migration, esophageal stents usually stay within

the stomach due to their long length and large stent flanges.

However, there are rare reports of small bowel obstruction,

ileus, or perforation from migrated esophageal stents, usually

above the ileocecal valve or within the duodenum. The authors

present a case that stresses the importance of timely stent re-

moval and patient follow-up. In this case, both stents were able

to be easily removed simultaneously using an endoscopic

grasping device (Raptors, US Endoscopy, Mentor, OH, USA) to

close (pull) the stent closure lasso of the outer stent.

Key Learning Points/Tips and Tricks

• Fully covered esophageal metal stents can be used for

conservative management of esophageal leaks, perfor-

ations, and fistulas. However, the risk of migration is high.

• Tandem esophageal stenting above the LES takes advantage

of the natural anchorage offered by the LES, with add-

itional radial expansile force provided by the inner stent

holding the outer stent in place.

• After distal migration, esophageal stents usually stay within

the stomach due to their long length and large stent flanges.

However, there are rare reports of small bowel obstruction,

ileus, or perforation from migrated esophageal stents, usu-

ally above the ileocecal valve or within the duodenum.
This article is part of an expert video encyclopedia. Click here for the full

Table of Contents.
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Complications and Risk Factors

Stent migration, stent-induced ulceration, and bleeding.

Alternatives

Conservative management, tissue adhesive, tissue approxi-

mation devices, endoclip, and surgery.

Scripted Voiceover

Time
(min:sec)

Voiceover text

00:03 Fully covered esophageal metal stents can be used for the
conservative management of esophageal leaks,
perforations, and fistulas. However, the risk of stent
migration is high.

00:19 Tandem esophageal stenting above the LES takes
advantage of the natural anchorage offered by the LES,
with additional radial expansile force provided by the
inner stent holding the outer stent in place.

00:36 A 22-year-old woman with AIDS, substance abuse, and
non-adherence to medical treatment, developed
disseminated MAC infection.

00:49 Despite treatment for MAC, she could not tolerate an oral
diet due to a bronchoesophageal fistula.

00:57 On contrast esophagram, the fistula communicates
between the left main bronchus and the mid esophagus.

01:10 During upper endoscopy, the fistulous opening is seen in
the mid-esophagus without associated stricture or other
mucosal abnormality.

01:27 To assist esophageal stenting, under fluoroscopic
guidance, 3 paper clips were placed on the chest wall to
mark the locations of LES, fistula, and cervical
esophagus.

01:42 A Savary wire guide is being deployed for stent
deployment.

01:50 A 20 mm� 12 cm fully covered Evolutions stent is placed
above the LES to minimize the risk of stent distal
migration.

02:03 The stent is now successfully deployed.

02:10 Unfortunately, the stent migrated into the stomach 2 day
after stent deployment.

02:17 We then performed tandem stenting above the LES.

02:24 Then chose two fully covered Evolution stents, 10 cm and
8 cm in length.

02:31 The distal stent was placed first and the second, or
overlapping, stent was then placed inside the first stent

to hold the first stent in place, minimizing the risk of
distal migration of both stents.

02:48 Two days later, the patient was started on an oral diet after
a contrast esophagogram revealed no evidence of a leak
or fistula. The patient was discharged home.

03:06 Due to patient’s non-compliance, she was lost to follow-up
until 12 months later.

03:12 She denied any weight loss, abdominal pain, nausea or
vomiting.

03:19 During upper endoscopy, the esophageal fistula had
completely healed with granulation tissues at the mid
esophagus and a granulation polyp at the GE junction.

03:39 The overlapping stents had migrated into the descending
duodenum and were seen to be impacted just distal to
the duodenal sweep.

03:51 This is the pyloric channel.

03:55 Considering the Evolution stent has a strong closure lasso,
we decided to remove the stent endoscopically.

04:09 The gastroscope is then advanced inside the stent.

04:19 Using an endoscopic grasping device, the closure lasso of
the stent is first grasped, and then pulled, into the
endoscopic channel.

04:34 The proximal flange of the stent collapsed and the conjoint
stents were removed easily.

04:47 Both stents appeared to be intact on ex vivo examination.

04:55 Within the duodenum, there are some stent-induced
ulcerations and granulation tissue formation.

05:05 This case illustrates the importance of timely stent
removal and patient follow-up.

05:10 Thank you for your attention.
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