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Introduction: Intrathoracic esophagogastric
anastomotic leakage is a life-threatening
condition, with high postoperative mortality.
In last decade, endoscopic treatment options,
such as stent placement, have been tried to
repair these leaks with good outcomes. The size
of the leakages is an important factor to select
patients that can benefit from stent placement.
Case Report: We report a case of a very large
anastomotic leak occurred after surgery for
adenocarcinoma of the cardia, repaired with
endoscopic insertion of an especially designed
stent. Conclusion: Temporary stent placement
is an effective and reliable method to repair post
surgical esophagogastric anastomotic leaks.
Limits such as stent migration and size of the
leaks can be overcome by the choice of the proper
stent.
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Minimally invasive endoscopic treatments, with
temporary placement of self-expanding metal or plastic
stents, have been recently reported for treating benign
esophageal ruptures and leaks. The results seem
particularly encouraging because these procedures
are burdened with low complication and good success
rates [1]. The size of the leakages is often considered
an important factor to select patients that can benefit
from stent placement, but in the majority of studies
this is not clearly identified. We report a case of a
very large anastomotic leak occurred after surgery for
adenocarcinoma of the cardia, repaired with endoscopic
insertion of a special stent.
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A 50-year-old diabetic and obese man, subjected to
transmediastinal subtotal esophagectomy and proximal
gastrectomy for adenocarcinoma of the cardia (Type
II, according to Siewert classification), showed a severe
septic state two days after surgery, despite antibiotic
therapy. A chest X-ray revealed right pleural effusion,
and, shortly after, an intestinal transit with water-
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soluble contrast medium (gastrografin) and a computed
tomography (CT) scan documented the presence of a large
collection of contrast medium at the esophagogastric
anastomosis spreading in the right pleural cavity,
with a fluid level (Figure 1). Under CT guide, catheter
drainage of right pleura was inserted. A parenteral broad
spectrum antibiotic (teicoplanin plus ciprofloxacin and
metronidazole) and antifungal (fluconazole) therapy was
started.
Esophagogastroduodenoscopy (EGD) showed a leak
of more than 4 cm in diameter at the esophagogastric
anastomosis, communicating with a large cavity within
the pleural space (Figure 2). The gastric lumen was full of
purulent material coming from the large fistula. Initially,
a conservative approach was adopted and a nasojejunal
tube was placed for enteral nutrition. However, the septic
state did not resolve and the following CT scan with
gastrografin showed the persistence of fistula. Therefore
after two weeks, an esophageal self-expanding fully
covered metal stent (Niti S Esophageal Covered Stent
beta 2 Megastent-Taewong Medical-South Korea) with
distal lumen 24 mm of diameter, proximal lumen 32 mm
of diameter and of 18 cm in length, was endoscopically
inserted (Figure 3). After two weeks, a control EGD
showed stent migration few centimeters distally; so it was
pulled up until 27 cm from upper dental arch. Forty days
after stent placement, a CT scan with gastrografin swallow
showed poor contrast passage in the pleural cavity.
Seventy days after stent placement, EGD showed once
again the stent migration distally under the anastomosis,
but in this case without evidence of the fistula (Figure 4);
the metal stent was then removed without complications.
Radiologic examinations confirmed the healing of the
fistula and the patients was discharged (Figure 5). He is
still alive and in regular oncologic follow-up.

Figure 1: Computed tomography scan showing a large collection
of oral water-soluble contrast medium (gastrografin) at the
esophagogastric anastomosis spreading in the right pleural
cavity.
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DISCUSSION
Intrathoracic esophagogastric anastomotic leakage is
a life-threatening condition, in which it is necessary to
intervene immediately, because it can be burdened by a
postoperative mortality of up to 80% [2]. In this situation,
the proper and early drainage of the leak is mandatory,
but in case of failure, surgical re-exploration, as well as
simple conservative measures, still show high mortality
rates [3–4]. In the last decade, minimally invasive
endoscopic treatment options, such as stent placement,
have been tried to repair these leaks. These treatments
were first proposed for malignant stenosis. Recently, good
outcomes with low morbidity and mortality (13%) have
been reported for treating benign esophageal ruptures
and leaks, with temporary placement of self-expanding

Figure 2: Endoscopic image showing, in the right side, a large
anastomotic leak, communicating with pleural space. In the left
side, gastric stump lumen (with a guidewire inside), is full of
purulent material coming from pleural cavity.

Figure 3: (A) Endoscopic view during release of proximal end of
stent placed to approximately 27 cm from the dental arch, (B)
Radioscopic image just after stent placement. On the left side
you see the drainage in the right pleural cavity.
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metal or plastic stents. The results seem particularly
encouraging, when concurrent adequate drainage of
fluid collections in the mediastinum or pleural cavity
is performed [1]. Insertion of a self-expanding stent is
apparently a simple and fast procedure with high success
rate (>85%), that provides immediate sealing of the
dehiscence. Stent migration, especially after placement
on a non-stenotic anastomosis, is the main complication
for covered metal and plastic stents, and may account for
insufficient closure of the leak. In this case, endoscopic
and even surgical re-intervention to replace or remove
the stent may be required. Otherwise tissue ingrowth
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and fibrotic reaction within the uncovered metal stents
meshes, may hinder the stent removal with high risk of
perforation [5]. The size of the leakages is an important
factor to select patients that can benefit from stent
placement, in order to avoid migration and failure of
fistula closure. Langer et al. set the cut-off for stent
insertion to one-third of the anastomosis circumference
[6] but this probably depended on the kind of stents they
used. In our case report, leak extended over half of the
esophageal lumen, so we decided to use a fully covered
self-expanding metal stent developed from colonic stents,
especially designed to treat leaks or fistulas after sleeve
gastrectomy [7]. The treatment resulted successful,
opening new perspectives for the use of such selfexpandable metallic stents for large anastomotic leaks.

CONCLUSION
Temporary stent placement is an effective and
reliable method to repair post surgical esophagogastric
anastomotic leaks. Limits such as stent migration and
size of the leaks can be overcome by the choice of the
proper stent.
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