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According to the Esophagectomy Complications Consensus Group, an anastomotic leak 
is a “full-thickness defect involving the esophagus, anastomosis, staple line or conduit” (1). 
Anastomotic leaks, after surgery, have been associated with higher morbidity and morta-
lity rates, especially if there is a delay of more than 48 hours in diagnosis (2, 3). The failure 
in the repair of an esophageal leak is the main cause of death of these patients. Adequate 
drainage, reoperation with pleural or diaphragmatic flaps and derivation (esophagostomy) 
are treatment options for severe, uncontrolled leaks. Recently, attention has been drawn 
to minimally invasive options to treat anastomotic leaks (4), including esophageal sten-
ting, which have shown to be effective in the initial treatment of esophageal anastomo-
tic leaks offering low comorbidities, with results that can be compared to those of other 
treatments(5-9).

Stents are placed via endoscopy in order to avoid or treat surgical complications and 
offer a shorter patient stay (6). Even with a good stenting technique (10), complications 
continue to occur. The stent migration, the patient’s pain, the erosion of neighbo-
ring tissue, and the persistent leak are some of the most common complications. The 
type of stent and the placement method may vary depending on local availability, the 
physician’s preferences and the characteristics of the patient, which can contribute to 
different complication risks. It is believed that there are several factors that contribute 
to the failure of the stent, such as poor patient selection, incorrect stent diameter, lon-
ger stent stay, low functional activity before the surgery, development of a esophageal 
fistula, prior exposure to chemotherapy, delay on the diagnosis of the leak 48 hours after 
its occurrence, advanced age, increased fistula size and severe comorbidities (6, 7, 9).

This issue presents the Ovalle et al. research, of unicentric and retrospective nature, 
who for 11 years studied 11 patients suffering post-surgical esophagogastric anasto-
motic leaks and received 14 stents subsequently assessing their technical and clinical 
outcomes. The technical success was 100% and the clinical success reached 72.2% with 
a fistula closure of 63.5% (7/11 patients). Complications came to 27.7% (3/11) and 
they were only related to stent migration (1 case with 3 migrations and 3 stentings).

When performing a retrospective analysis of the publications from the last decade 
regarding the treatment of esophagogastric leaks with stents, certain procedure 
adjustments took place for their management, with a diameter increase of the stents, 
total versus partial coatings and a greater availability and expertise at the time of place-
ment (10). With regard to stent diameters, a clinical study took place testing larger dia-
meters (megastents) for the treatment of this type of complications with a tendency 
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to a lower migration rate compared with historical controls 
treated with a conventional stent (11).

This study, just like several other publications, shows 
great diagnosis and treatment differences for esophago-
gastric leaks; different diagnostic methods are described, 
and in the current series, the esophagogram is the most fre-
quent (7/11 patients); the size of the defect is not empha-
sized, there are different instructions for stenting, different 
stenting times as well as the initial leak diagnosis, various 
stent types (size, total or partial coating), the use of other 
endoscopic techniques such as EndoVac or in this case the 
OVESCO clip, and the post-treatment management proto-
col for radiological studies, which may range from a simple 
x-ray to a tomography.

These questions cannot be answered with any retros-
pective series and a randomized study can hardly be 
implemented in order to compare the use of stents against 
another group with no endoscopic therapy, due to ethical 
considerations. Currently, studies are focused on defining 
the role of the stent compared to other endoscopic options 
such as fibrin sealants, endoclips or vacuum therapies such 
as EndoVac or a combination of these, like in the case of the 
series, successfully treated with OVESCO plus stent.

A standardized diagnosis and treatment protocol is 
necessary for patients clinically suspected of leaks after 
the esophagectomy or gastrectomy, which would allow 
obtaining better results. Recently, we have presented at 
the National Surgery Conference our experience with the 
treatment of 22 patients with esophageal fistulas after an 
esophagectomy and the gastric ascent in neck, with a 100% 

technical success and a 64%(12) fistula closure, the proposal 
for the treatment is included in Figure 1.

The optimal time for stenting has been suggested, which 
is within the first 24 hours after the leak diagnosis, with the 
purpose of limiting infectious complications and favoring 
healing (13). An agreement on the optimal time for stent 
removal in order to achieve the closure of the esophageal 
leak has not been reached. Recent studies show that the 
necessary time varies from 4 to 12 weeks (14).

While clinically stable patients with minor contained 
leaks can be treated in a conservative manner with IV anti-
biotics and a possible percutaneous drainage, patients with 
mediastinal and pleural contamination can now often save 
the conduit utilizing esophageal stents, endoluminal vacuum 
or other sutures and endoluminal clips. The benefit of con-
tinued enteral nutrition with endoluminal stenting shall be 
considered against greater rates of complications and migra-
tion of the stent in comparison with EndoVac. Although 
EndoVac has shown promising results for anastomotic leak 
closure, further studies on its use in patients with complex 
leaks are justified. As medicine continues to evolve, more 
novel ways to address such complications will be found and 
someday anastomotic leaks will be completely avoided.

The study limitations include its retrospective nature, 
with results reporting data from a single tertiary center, 
with a possible bias on the selection, which hinders the 
generalization for daily practice, as well as the small num-
ber and heterogeneous patient population. However, it 
only reflects patients with postoperative esophagogastric 
leaks and addresses clinical and endoscopic factors asso-

Figure 1. Algorithm for diagnosis and treatment of post-surgical esophagogastric fistulas.
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in the rigorous selection of the patient, the stent or other 
endoscopic means in order to achieve, as in this Ovalle et 
al. series, good results.

ciated with the endoscopic resolution of leaks. As final 
corollary and revisiting the title, the virtue or success (in 
medio virtus) of the treatment for such complex cases lays 

REFERENCES

1. Low DE, Alderson D, Cecconello I, Chang AC, Darling GE, 
D’Journo XB, Griffin SM, Hölscher AH, Hofstetter WL, 
Jobe BA, Kitagawa Y, Kucharczuk JC, Law SY, Lerut TE, 
Maynard N, Pera M, Peters JH, Pramesh CS, Reynolds JV, 
Smithers BM, van Lanschot JJ. International Consensus 
on Standardization of Data Collection for Complications 
Associated With Esophagectomy: Esophagectomy 
Complications Consensus Group (ECCG). Ann Surg. 
2015;262(2):286-94.  
https://doi.org/10.1097/SLA.0000000000001098

2. Grimminger PP, Goense L, Gockel I, Bergeat D, Bertheuil 
N, Chandramohan SM, Chen KN, Chon SH, Denis C, Goh 
KL, Gronnier C, Liu JF, Meunier B, Nafteux P, Pirchi ED, 
Schiesser M, Thieme R, Wu A, Wu PC, Buttar N, Chang 
AC. Diagnosis, assessment, and management of surgical 
complications following esophagectomy. Ann N Y Acad Sci. 
2018;1434(1):254-273.  
https://doi.org/10.1111/nyas.13920

3. Yeung JC. Management of Complications After 
Esophagectomy. Thorac Surg Clin. 2020;30(3):359-366. 
https://doi.org/10.1016/j.thorsurg.2020.04.002

4. Zhong L, Zhong J, Tan Z, Wei Y, Su X, Wen Z, Rong T, Hu 
Y, Luo K. An Approach to Accelerate Healing and Shorten 
the Hospital Stay of Patients With Anastomotic Leakage 
After Esophagectomy: An Explorative Study of Systematic 
Endoscopic Intervention. Front Oncol. 2021;11:657955. 
https://doi.org/10.3389/fonc.2021.657955

5. Liesenfeld LF, Schmidt T, Zhang-Hagenlocher C, Sauer 
P, Diener MK, Müller-Stich BP, Hackert T, Büchler MW, 
Schaible A. Self-expanding Metal Stents for Anastomotic 
Leaks After Upper Gastrointestinal Cancer Surgery. J Surg 
Res. 2021;267:516-526.  
https://doi.org/10.1016/j.jss.2021.06.007

6. Carter TS, Philips P, Egger M, Scoggins C, Martin RCG 2nd. 
Outcomes of Esophageal Stent Therapy for the Management 
of Anastomotic Leaks. Ann Surg Oncol. 2021.  
https://doi.org/10.1245/s10434-021-09669-6

7. Smith EA, Daly SC, Smith B, Hinojosa M, Nguyen 
NT. The Role of Endoscopic Stent in Management of 
Postesophagectomy Leaks. Am Surg. 2020;86(10): 
1411-1417.  
https://doi.org/10.1177/0003134820964495

8. Kamarajah SK, Bundred J, Spence G, Kennedy A, 
Dasari BVM, Griffiths EA. Critical Appraisal of the 
Impact of Oesophageal Stents in the Management of 
Oesophageal Anastomotic Leaks and Benign Oesophageal 
Perforations: An Updated Systematic Review. World J Surg. 
2020;44(4):1173-1189.  
https://doi.org/10.1007/s00268-019-05259-6

9. Plum PS, Herbold T, Berlth F, Christ H, Alakus H, Bludau 
M, Chang DH, Bruns CJ, Hölscher AH, Chon SH. 
Outcome of Self-Expanding Metal Stents in the Treatment 
of Anastomotic Leaks After Ivor Lewis Esophagectomy. 
World J Surg. 2019;43(3):862-869.  
https://doi.org/10.1007/s00268-018-4832-2

10. Castaño R. Técnicas en stents gastrointestinales endos-
cópicos: cómo, cuándo, manejo de complicaciones, 
selección del stent y costos. Rev Colomb Gastroenterol. 
2012;27(1):32–44.

11. Castaño R, Álvarez O, Lopera J, Ruiz M, Rojas A, Alvarez 
A, Ruiz LM, Restrepo D. Desarrollo e implementación 
de un nuevo diseño de stent de nitinol para el manejo de 
las estenosis y fístulas benignas del tracto digestivo. Rev 
Colomb Gastroenterol. 2015;30(3):261-72.

12. Castaño R, Álvarez O, Jaramillo R, Palacios L, Calvo V. 
Efectividad en el manejo endoscópico con stents cubiertos 
de las fístulas en cuello post esofagectomías por maligni-
dad. Bogotá, Semana Quirúrgica Nacional; agosto 18-21, 
2019. 

13. Huh CW, Kim JS, Choi HH, Lee JI, Ji JS, Kim BW, Choi H. 
Treatment of benign perforations and leaks of the esopha-
gus: factors associated with success after stent placement. 
Surg Endosc. 2018;32(8):3646-3651.  
https://doi.org/10.1007/s00464-018-6096-1

14. Iglesias Jorquera E, Egea Valenzuela J, Serrano Jiménez A, 
Carrilero Zaragoza G, Ortega Sabater A, Sánchez Velasco 
E, Ruiz de Angulo D, Munitiz V, Parrilla P, Alberca de Las 
Parras F. Endoscopic treatment of postoperative esophago-
gastric leaks with fully covered self-expanding metal stents. 
Rev Esp Enferm Dig. 2021;113(1):14-22.  
https://doi.org/10.17235/reed.2020.6821/2019


