
Combined stents for the treatment of large gastric
fistulas or stenosis after sleeve gastrectomy

Gastric fistulas after sleeve gastrectomy
may require placement of a prosthesis
such as a covered stent [1–3] or double-
pigtail stent (DPS) [4]. In our experience,
use of a DPS is associated with a shorter
period of hospitalization, lower pain lev-
els, and shorter treatment duration than
when a covered stent is used [4]. We pre-
sent the results for combined covered
stent and DPS placement as treatment for
large-diameter gastric fistula or gastric
stenosis associatedwith a gastric fistula in
four patients. The patients had a >2-cm
large-diameter gastric fistula (n=2) or
gastric stenosis associated with a gastric
fistula (n=2) after sleeve gastrectomy.

The edgesof the gastric fistulawerevisual-
ized with the injection of contrast agent
(●" Fig.1a,b). A covered stent was im-
planted to cover the gastric fistula and to
expand an associated gastric stricture.
With radiological guidance, the endoscope
wasplaced in front of the orifice of the gas-
tric fistula allowing the placement of two
DPSs. Using a transprosthetic approach,
the twoDPSswere placed in order to drain
the gastric fistula internally (●" Fig.1c–e)
and attach the covered stent when a gas-
tric stricturewas not present (●" Video 1).
Therewas nomorbidity related to the pro-
cedure. Themedian number of endoscopic
procedures per patient was 3 (range 3–4),

and the median number of procedures at
the time of covered stent and DPS place-
ment was 1 (range 1–1). The stent migra-
tion rate and endoscopic treatment failure
rate were 0%. The median total time to
complete gastric fistula closure was 57
days (range 54–100 days) and themedian
time between covered stent placement
and gastric fistula closure was 27 days
(range 26–28 days).
Use of a covered stent enables us to treat a
large-diameter gastric fistula or gastric
stenosis with concomitant gastric fistula
in some cases, whereas the use of a DPS
allows simultaneous drainage of the gas-
tric fistula internally. This combined pro-

e

Fig.1 Combined covered stent and double pigtail stent (DPS) endoscopic procedure as treatment for a large-diameter gastric fistula or gastric stenosis
associated with a gastric fistula. a Endoscopy showing a large-diameter gastric fistula (white arrow) next to the gastric lumen (black arrow). b Positioning of the
endoscope in front of the gastric fistula (black arrow) after placement of a covered stent with radiological guidance. c Catheterization of the gastric fistula
(white arrow). d Placement of two DPSs (white arrow) by a transprosthetic approach. e Frontal pattern of a combined covered stent and DPS placement via
a transprosthetic approach.

Video 1

New endoscopic technique for treatment of a
large-diameter gastric fistula after sleeve gas-
trectomy.
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cedure avoided the need for additional
endoscopies. The absence of prosthesis
migration might have been because of
gastric stenosis and better fixation of the
covered stent when a DPS was placed via
a transprosthetic approach. Furthermore,
the median time to complete gastric fistu-
la closure was 57 days, mainly because of
the short median time interval between
covered stent placement and gastric fis-
tula closure (27 days), and the absence of
endoscopic treatment failure that would
have required subsequent endoscopic
procedures then revisional surgery.
These encouraging results should be con-
firmed in a prospective study with larger
sample size to compare its applicability
and results for the treatment of large gas-
tric fistulas or gastric strictures with con-
comitant gastric fistulas.
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