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Summary

Background. Metallic stent placing is the first choice in the 
treatment of malign or benign strictures of the esophagus. Stent 
migration is a well-known complication of this procedure. We 
report a case of stent migration in which surgical laparoscopic 
intervention was used to retrieve it. Methods. An 85 years 
old man with unsuccessfully endoscopic retrieval of a migrated 
stent underwent laparoscopic gastrotomy for solution. The pa-
tient recovered without incident. Conclusion. This case illus-
trates that laparoscopic technique can be an optional way to 
retrieve migrated stents in selected patients.

Key words. Stent migration, stent complications, laparosco-
pic technique, esophageal cancer.

Migración de un stent esofágico. Caso 
clínico sobre la recuperación de un stent 
movido
Resumen

Antecedentes. La colocación de un stent metálico es la prime-
ra opción en el tratamiento de las estenosis malignas o benig-
nas del esófago. La migración del stent es una complicación 
bien conocida de este procedimiento. Se presenta un caso de 
migración del stent en el que se utilizó la intervención qui-
rúrgica laparoscópica para recuperarlo. Métodos. Un hombre 
de 85, años en el que se realizó sin éxito una endoscopía para 
intentar la recuperación de un stent migrado, fue sometido a 
una gastrostomía laparoscópica para su recuperación. El pa-

ciente se recuperó sin complicaciones. Conclusión. Este caso 
ilustra que la técnica laparoscópica puede ser una forma opcio-
nal para recuperar stents migrados en pacientes seleccionados.

Palabras claves. Migración de stent, complicación de stent, 
técnica laparoscópica, cáncer esofágico.

Self-expanding metal stent placement has been the 
first choice for palliative therapy of the unresectable 
esophageal cancer.1 These stent are also highly effecti-
ve for the management of benign (peptic, postsurgical, 
corrosive) strictures refractory to dilation, esophageal 
leaks, perforations and fistula. In most cases rapid relief 
of disphagia and adequate oral intake of nutrients can 
be achieved. Although complications at the time of in-
sertion are not uncommon, most stent can successfully 
be managed by experienced endoscopists and only a few 
of them are lethal.2

Removal of migrated stent in the stomach is recommen-
ded to avoid gastrointestinal complications such as bleeding, 
obstruction and perforation.3, 4 Sometimes, this can be te-
chnically challenging and can’t be retrieved by endoscopy.

In this paper we present a case of stent migration not 
removed by endoscopy that was retrieved by laparoscopic 
gastrostomy.

Case report

An 85 years old man was diagnosed six months ago 
with unresectable esophageal cancer and in the last wee-
ks started complaining about intolerable disphagia and 
cough. Endoscopic examination revealed a stenosis in the 
distal esophagus that was stented with silicon coated wall 
stent (25 mm diameter, 10 cm length).
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Patient died four months later because of primary 
cancer ingrowth. 

Briefly, stent migrations have to be considered as a 
potential life threatening complication and symptomatic 
or not, should be followed closely or removed immedia-
tely, indication where laparoscopy can be the first choice. 

At the time of insertion, the stent migrated into the 
stomach. The patient was asymptomatic but surgical 
consult was done as recommended after unsuccessfully 
endoscopic retrieval.

Although alternatives and risks, we decided to perform 
a laparoscopic gastrostomy for retrieval of the foreign body.

Pneumoperitoneum was established with an open te-
chnique at the supraumbilical crease. A 10 mm port was 
placed there and, by direct visualization, a 5 mm port a 
two 10 mm ports where placed in the epigastria, in the 
left subcostal area and right subcostal area respectively. 
The first 10 mm port was changed for a 15 mm port for 
mechanical suture.

A gastrostomy about 2 cm in length was made over 
the stomach antrum and after aspiration we introduced 
the laparoscope into the stomach where the stent was no-
ted sitting in the fundus.

The dislodged stent was withdrawn with a laparoscopic 
forceps and placed into a plastic bag which was now with-
drawn from abdomen through the 10 mm left incision.

The gastrostomy was closed using a endoGIA stapling 
device via the 15 mm port.

After closure of the gastrostomy, peritoneal lavage was 
done, a nasogastric tube was left in place in the stomach 
for decompression and a silicon multilumen drainage was 
placed in the major curvature.

The 15 mm port site and the 10 mm right port site 
were closed using a 1-vicryl suture.

Oral intake was started 36 hs from surgery and hospital 
discharged 72 hs from it. No complications were registered. 

Figure 1. Stent visualized by gastrostomy. 

Figure 2. Laparoscopic extraction of stent.

Discussion

Self expanding metallic stents are widely employed to 
relieve malignant esophageal obstruction because they are 
easy to use, relatively safe and effective in allowing pa-
tients to consume a normal diet.5, 6

Covered metallic stent are coated with silicon and 
avoid ingrowth of tumor through the metal mesh. In this 
case the patient has a covered stent.

Migration of the deployed stent is one of the most 
common complications. Coated stent are more likely to 
migrate. Stent placed for tumors of the distal esophagus 
or gastric cardia is more likely to migrate too. Therefore 
stent migration has been reported to occur in up to 28% 
of patients treated with covered stent.10-12

Non surgical removal of dislodged stents is usually 
difficult and dangerous. If it’s not possible the removal by 
endoscopy, the surgical consult is recommended. Endos-
copist doctors tried on several occasions and endoscopic 
extraccion but never remove the stent of the stomach, 
because technical difficulties. So it were decided to per-
formed a lapaparoscopic extraction. 
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While it was a palliative patient, her performance 
status was good and once diagnosed was performed we 
decided remove the stent to avoid the risk of bleeding, 
obstruction or perforation.

Avoiding the morbidity associated with a laparotomy 
and open gastrostomy by a laparoscopic technique is a 
new and accesible option for this patients. We present 
this case solved by laparoscopic gastrostomy and closed 
with mechanical suture.

Conclusion

Briefly, stent migrations have to be considered as a 
potential life threatening complication and symptomatic 
or not, should be followed closely or removed immedia-
tely, indication where laparoscopy can be the first choice.
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