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Stent-in-Stent for Malign Obstruction: 
Should We Go Back to a Place Where We 
Were Happy?

Francisco Baldaque-Silva    

Endoscopy Unit, Department of Upper Abdominal Diseases, Karolinska University Hospital and Karolinska Institute, 
Stockholm, Sweden

Received: August 3, 2020
Accepted: August 4, 2020
Published online: October 5, 2020

Francisco Baldaque-Silva
Endoscopy Unit, Department of Upper Abdominal Diseases
Karolinska University Hospital and Karolinska Institute
Kirurgigatan 53, SE–141 86 Stockholm (Sweden)
fbaldaquesilva @ gmail.com

© 2020 Sociedade Portuguesa de Gastrenterologia 
Published by S. Karger AG, Basel

karger@karger.com
www.karger.com/pjg

DOI: 10.1159/000510739

Dear Editor,
Malignant gastrointestinal strictures are a late compli-

cation of advanced gastrointestinal or pancreatobiliary 
malignancies [1]. These advanced cancers are associated 
with a poor prognosis and a median overall survival of  
< 1 year [2, 3]. Malign strictures hamper patients’ quality 
of life and may cause nausea, vomiting, intolerance to oral 
feeding, and abdominal discomfort. These contribute to 
profound weight loss, malnutrition, delays in initiation of 
proper treatment, and ultimately shorten life expectancy 
[4]. The primary aims of palliation for these patients are 
to relief obstruction-related symptoms and to restore oral 
intake in order to improve patients’ quality of life.

Traditionally, malignant gastrointestinal strictures, 
namely malign gastric outlet obstruction, were treated 
with surgical bypass through gastrojejunostomy. More 
recently, endoscopic self-expandable metal stents (SEMS) 
have emerged as an alternative, especially in patients with 
a limited life span or with poor health status. Most studies 
show that the use of SEMS in malignant gastric outlet ob-
struction has the benefits of a quicker resumption of oral 
intake, usually the day after stent placement, and a short-
er hospital stay with reduced costs [5]. As such, there has 
been enthusiasm for stent placement as first-line treat-

ment. However, SEMS are associated with an increased 
recurrence of stricture and symptoms, with the need for 
further intervention, compared to surgery [5]. However, 
it is not possible to draw further conclusions on these and 
other measured outcomes due to the low number of eli-
gible studies, engaging a small number of patients. Fur-
thermore, in several centers, SEMS have been used in pa-
tients with poorer health status, while gastrojejunostomy 
may be more suitable for patients with better health sta-
tus. This causes a big selection bias in the published lit-
erature, which results in low-quality evidence. 

Due to advances in oncological treatment, patients 
treated with SEMS for malign gastric outlet obstruction 
can live longer than expected. In these cases, SEMS are 
often dysfunctional mostly due to occlusion, that is the 
most frequent complication of SEMS, occurring in 13–
26% of the cases [6]. Management of dysfunctional SEMS 
is controversial, potentially involving secondary stent-in-
stent placement. Reports on the use of gastroduodenal 
SEMS after first stent dysfunction are limited. In this issue 
of GE Portuguese Journal of Gastroenterology, Patita et al. 
[7] aim to bring new light on the efficacy and safety in the 
placement of a second SEMS using the stent-in-stent 
technique. This technique involves the insertion of a stent 
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into the stenotic portion of the prior stent [8]. Authors 
report their retrospective series in patients with malig-
nant strictures, mostly gastric outlet obstruction, provid-
ing objective data, including technical and clinical success 
rates, adverse events, and stent patency. Patita et al. [7] 
describe a well characterized series of 12 patients (11 with 
malign gastric outlet obstruction), with the particularity 
that all had disfunction of an uncovered stent, which was 
treated with the deployment of a new covered stent. This 
study confirms what has been known to gastroenterolo-
gists: in experienced hands, stent-in-stent technique has 
a high rate of technical and clinical success, and a low rate 
of procedural adverse events. In fact, in this study there 
was 100% technical success and 91.7% clinical success 
with the insertion of covered metal stents. There were 
neither complications nor need for reintervention. The 
median patency time after placement of the uncovered 
and covered stent were 71 and 163 days, respectively.

Despite technical success and luminal patency, clinical 
symptoms in patients with malignant gastric outlet ob-
struction might not resolve. Several factors may hamper 
clinical success of a SEMS deployed successfully. Pro-
longed gastric obstruction causes dilation of the stomach 
and weakening of the muscle wall, impairing gastric emp-
tying even when luminal patency is reestablished. Anoth-
er factor may be gastroparesis caused by chemo- or radio-
therapy (present in 11/12 patients in the study by Patita 
et al. [7]) or tumor infiltration of neural plexuses. Fur-
thermore, advancing malignancy deteriorates patient 
condition and causes significant anorexia. Finally, ob-
struction distal to the stent is common with peritoneal 
carcinomatosis (present in 6/12 patients in the study by 
Patita et al. [7]). As a result, when patients do not improve 
after SEMS placement or show obstructive symptoms af-
ter initial improvement, it is important to exclude these 
different factors. In this context, a gastrointestinal series 
is important and enables assessment of patency and of 
possible distal obstructions. 

Previous studies described adverse events related to 
SEMS deployment such as bleeding and perforation in 4.6 
and 1.9% of the cases, respectively, in the context of ma-
lign gastric outlet obstruction [9]. The study by Patita et 
al. [7] corroborates more recent studies, showing that 
stent-in-stent deployment in this context is associated 
with no or negligible adverse events [10]. This highlights 
the value of specialized teams in this setting and the safe-
ty of the technique.

Agatha Christie famously wrote in 1977, “never go 
back to a place where you have been happy.” According 
to the results from Patita et al. [7], in case of stent dysfunc-

tion, one should go back to the stent irrespective of previ-
ous clinical success or cause of stent dysfunction. One 
should go back and deploy a covered stent, this strategy 
having a high efficacy and safety. 

For those who want to follow Agatha Christie’s quote, 
there is a new alternative for the treatment of malign gas-
tric outlet obstruction: endoscopic ultrasound-guided 
gastroenterostomy (EUS-GE) using lumen-apposing 
metal stents. This technique has been increasingly used in 
reference centers across the globe, but there is still limited 
literature on its use in this setting. However, published 
data comparing EUS-GE with enteral stent placement 
show identical technical success but increased clinical 
success with EUS-GE (95.8 vs. 76.3%, p = 0.042) and low-
er need for re-intervention (32.0 vs. 8.3%, p = 0.021), with 
no significant differences in the rate of adverse events 
[11].

In conclusion, symptomatic malignant gastric outlet 
obstruction is common with gastrointestinal malignancy 
and should be promptly and effectively addressed. The 
proper approach should be individualized on the basis of 
disease prognosis, patient’s preference, and expertise of 
the medical center. Stent-in-stent strategy using a cov-
ered SEMS after dysfunction of an uncovered SEMS is a 
good option. EUS-GE might be a good alternative in the 
appropriate setting.
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