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Introduction
Covered endo-luminal stents are increasingly popular mode of treatment of 
anastomotic leaks in bariatric and foregut surgery. However, their 
propensity for migration is well reported and multiple fixation mechanisms 
have been suggested. Overall benefits of their utilization need to be 
balanced against their potential for migration and other related 
complications. We present two rare cases of stent migration requiring 
small bowel resection.

A 61-year-old male, PMHx of DM, MDD, HLD, PSx of Laparoscopic 
cholecystectomy, who failed vertical banding gastroplasty (1989) 
underwent laparoscopic revision to Roux-en-Y (2021) complicated by 
anastomotic leak. Upper endoscopy with 18mmx12cm Niti-S fully covered 
esophageal stent placement and fixation with an over-the-scope clip 
(Ovesco Stentfix) was performed. This was followed by repositioning the 
next day with placement of a second overlapping 20mmx12cm Niti-S fully 
covered stent with suture fixation with the OverStitch device and injection 
of fibrin glue. Follow up imaging showed stent migration to the distal 
ileum. Prior to elective removal the patient developed peritonitis and 
pneumoperitoneum and was then taken for emergent diagnostic 
laparoscopy with small bowel resection and primary anastomosis. The 
patient tolerated the procedure well and was discharged six day later with 
full recovery. Postop 1.5 years with from 297lb to 214lb and DM has 
resolved. 

Conclusion
Natural propensity of stent migration that is augmented by the intestinal 
peristalsis remains a considerable limitation of wider application of 
covered stents. Distal stent migration resulting in perforation or 
obstruction are possible sequala of this phenomenon. Future applications 
should involve improved stent design and geometry as well as more 
durable fixation methods to minimize possibility of this untoward 
occurrence. More studies are needed to evaluate overall benefit and 
clinical value of covered intraluminal stents in the management of foregut 
surgery gastrointestinal leaks. Radiograms and endoscopic images will 
be presented.
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A 58-year-old female, heavy smoker with history of hemiparesis and recent 
traumatic fracture of the patella on nonsteroidal analgesics (NSAIDS) for 
pain management presented with epigastric pain and peritonitis requiring 
emergent operative intervention. 

Case #1

Case #2

Laparoscopy with suture of the perforated duodenal ulcer and subsequent 
worsening  sepsis and reoperation with laparotomy, tube duodenostomy and 
drainage was performed. Subsequently accidental dislodgement of the 
duodenostomy tube five days later prompted endoscopic intervention and 
Niti-S Pyloric / Duodenal Covered Stent 10 cm 22 mm was deployed in 
pylorus and duodenum. Following clinical recovery and discharge, patient 
was readmitted five weeks later with obstructive symptoms requiring 
laparotomy and segmental resection of mid small bowel and stent extraction. 
Following uncomplicated recovery, the patient was discharged 6 days later.

Case 1: CT scan of abdomen and pelvis showing distal  stent migration, and stent. 

Case 2: CT scan of abdomen and pelvis showing distal  stent migration, and stent. 


