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Rezumat

Scop: Fistulele de anastomoză post neoplasm esofagian operat,
rămân o provocare atât pentru medicul chirurg cât şi pentru
medicul gastroenterolog. Scopul studiului este de a evidenţia rolul
stentării esofagiene în cadrul managementului fistulei post-
esofagectomie pentru afecţiuni maligne.
Materiale şi Metode: Am trecut în revistă literatura disponibilă
despre tratamentul endoscopic al fistulelor de anastomoza eso-
fagiană, în special articolele despre stentarea endoscopică în 
managementul acestei complicaţii. Bazele de date Pubmed şi
ClinicalKey au fost căutate folosind cuvinte cheie cum ar fi fistulele
de anastomoză esofagiană, stenturile metalice auto-expandibile
total acoperite, neoplasmul esofagian. Literatura relevantă a fost
revizuită şi inclusă în articol.
Rezultate şi Concluzii: Montarea de stenturi autoexpandabile în
fistulele de anastomoză esofagiană, reprezintă o metodă eficientă
de tratament atât pentru închiderea fistulei cât şi în controlul 
sepsisului. Morbiditatea şi mortalitatea asociate acestei metode de
tratament pot fi importante.

Cuvinte cheie: fistula esofagiană, neoplasm esofagian, stent metalic
esofagian
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Introduction

The most common methods used for esophageal
resection for malignancies are the McKeown
and Ivor Lewis techniques, with a high 
morbidity and mortality rate due to the 
complexity of the procedure.

Thus, the most frequent postoperative 
complications encountered following these
surgical techniques are pulmonary complica-
tions (18.7%), cardiac arrhythmias (14.1%),
anastomotic fistula (14.1%), vocal cord 
paralysis (9.4%), stenosis of the gastric tube
(4.7%) and acute renal failure (4.7%) (1).

Esophageal anastomosis fistulas continue
to be an important postoperative complica-
tion among patients requiring surgical 
procedures for esophageal and eso-gastric
junction cancer (2).

Prompt diagnosis, early closure of the 
fistula and treatment of sepsis are the key 
in the management of this postoperative 
complication (3).

Over the last decade, self-expanding metal
stents have shown promising results in the
temporary or permanent closure of fistulas.
The use of endoscopic methods to close these
postoperative parietal defects, which appeared
after the surgical resection of certain 
segments of the digestive tract affected by 

neoplastic diseases, has proven effective in
some studies. As a result, endoscopic stenting
at the level of the esophageal anastomosis can
lead to successful control of the infectious
process generated by the fistula together with
obtaining a stable clinical status of the
patient, allowing oral intake and closure of the
fistula (4).

Esophageal anastomotic fistulas cause high
morbidity, prolong the hospitalization time of
patients, even leading to their death in some
cases (5).

Recently, a great progress has been made
regarding the surgical methods, intraopera-
tive fluid administration and preoperative
care.

In the case of esophageal stenting, for anas-
tomotic leak, some studies in the literature
indicate an efficiency of closing the fistula of
81% (6).

The use of prophylactic interventions to
reduce the impact and / or incidence of anas-
tomotic fistulas is essential. These prevention
methods include (7):

• Ischemic preconditioning of the gastric
tube;
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• Intraoperative evaluation of gastric tube
vascular supply to determine the site of
future anastomosis;

• Evaluation of the anastomotic partner
(stomach, jejunum or colon);

• Consolidation of the anastomosis with
the omental pedicle;

• Intraoperative placement of a perianas-
tomotic drainage tube.

The Consensus Group on Esophagectomy
Complications (ECCG) has developed a 
classification that includes the following types
of fistulas and their management according to
their type (8):

• Type I- anastomotic fistulas that require
conservative management;

• Type II - anastomotic fistulas that
require interventional therapy, but not
surgery (radiological drainage, endo-
scopic stenting, etc.);

• Type III - anastomotic fistulas that
require surgery.

The most common used methods of endoscopic
treatment, depending on the size of the fistula,
are: fibrin glue injection, clipping, stenting, or
vacuum therapy (9).

Esophageal stenting is one of the most
effective endoluminal therapy techniques,
used to treat anastomotic leaks (Figs. 1, 2).

In the literature there are studies in which
some criteria have been proposed for the
placement of stents in fistulas of esophageal
anastomosis: the anastomotic defect should be
less than 70% of the circumference, the
absence of ischemic lesions or necrosis at the
level of the anastomotic partners and the 
presence of perianastomotic drainage (10).

According to studies in the literature, most
esophageal anastomotic leaks appear between
the 3rd and 5th postoperative day and endoscopic
management of the fistula is the most widely
method used for treatment (11). 

In the case of esophageal fistulas with
anastomosis performed at the cervical level,
stenting is possible when the edge of the 

proximal end of the stent can be placed at
least 2 cm distal from the upper esophageal
sphincter.
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Figure 1. Endoscopic aspect of a fully covered esophageal stent,
used for the treatment of an eso-gastric anastomotic leak
(Surgical archive of “Sf. Maria” Clinical Hospital, Bucharest)

Figure 2. Contrast study showing fully covered esophageal stent
used for sealing an eso-gastric anastomotic leak
(Surgical archive of “Sf. Maria” Clinical Hospital, Bucharest)
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According to the literature, the average
period of maintaining an expandable stent,
mounted for the fistula of esophageal anasto-
mosis, is between 6 and 8 weeks (12).

In addition to the endoscopic insertion of
the esophageal stent to prevent sepsis, there
are complementary therapeutic methods 
that promote healing, such as the gastric /
duodenal feeding tube, proper drainage of the
infected collection, and antibiotics (13).

The classification of esophageal fistulas in
surgical and gastroenterological practice, are
the following:

• Cervical esophageal fistula;
• Thoracic esophageal fistula;
• Fistula in the distal esophagus.
The insertion of an esophageal stent for

postoperative esophageal anastomotic leak,
should be performed as soon as possible after
the diagnosis of fistula. 

In literature studies, the diameters of
esophageal stents vary between 20 mm and 36
mm, with the most used types being with a
diameter of 20 mm and 28 mm (14).

Fully covered esophageal stents are pre-
ferred; the majority of Nitinol alloy.

According to a study performed on a group of
patients with esophageal anastomotic fistula,
the main contraindications in the use of 
endoscopic stents are: complete dehiscence of
esophageal anastomosis, eso-bronchial and eso-
tracheal fistula (15).

In another study, the contraindications for
mounting self-expanding esophageal stents in
fistulas of esophageal anastomosis are: severe
coagulation disorders, severe cardio-pulmonary
disorders and acute surgical abdomen (16).

The factors that contribute to the success of
self-expanding esophageal stent are: defect
size, fistula etiology, time between diagnosis of
the complication and stent placement and,
last but not least, the severity of sepsis .

The use of self-expanding esophageal
stents, for the management of esophageal
anastomotic fistulas, is a method with proven
efficiency and with a low rate of major 
complications (17).

The main complications in esophageal 
stenting according to the latest literature
data are: retrosternal pain, pharyngeal 
sensation, aspiration pneumonia, stent
migration, esophageal perforation and diges-
tive hemorrhage 1%. In the case of self-
expanding esophageal stents, mounted in the
cervical esophagus, the risk of complications
is higher than in the case of stenting of the
middle or lower esophagus (18).

According to other studies in the literature,
the migration of stent inserted for esophageal
anastomotic fistula varies between 10-35%
(19,20,21).

To prevent stent migration, it is recom-
mended to mount a larger caliber stent, secure
the proximal end of the stent with metal clips
or endoscopic esophageal suture (22)

According to the literature, severe compli-
cations after esophageal stenting can lead to
mortality in 10% of the cases. Associated com-
plications after esophageal stenting that may
cause this increased mortality are: esophageal
perforation, gastrointestinal bleeding, or stent
migration, that causes digestive occlusion
(23,24,25)

Conclusions

Anastomotic fistulas after esophagectomy for
esophageal/eso-gastric cancer are linked to
increased morbidity and even mortality. 

Regardless of the factors leading to fistula,
or the patient's clinical condition, the thera-
peutic management of such cases consists of:
resuscitation if necessary, broad-spectrum
antimicrobial therapy, drainage of the infected
collections and control of the source, in order
to seal the fistula that led to those septic 
complications.

The benefits of esophageal stenting in the
management of anastomotic leaks, include
sealing the fistula and allowing oral nutrition,
leading to definitive healing.
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