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the lumen of the stomach and infected pseudo‑
cyst. The procedure was performed under con‑
scious sedation. Successful drainage of pus was 
achieved.

Unfortunately, after 24 hours the stent mi‑
grated into the lumen of the cyst, which was con‑
firmed by control gastroscopy. As a rescue treat‑
ment, we performed another EUS‑guided cys‑
togastrostomy, using a 3‑cm fully covered, self
‑expanding metal stent (Hannarostent) with fur‑
ther drainage of purulent material (FIGURE 1B).

The patient went on to make an uneventful 
recovery and was discharged from the hospital 
7 days after the procedure. He was readmitted 

A 54‑year‑old patient with a history of posttrau‑
matic pancreatitis complicated by a large infect‑
ed pancreatic pseudocyst was transferred to our 
department. A severe systemic inflammatory re‑
sponse was a contraindication to surgical drain‑
age, and once the patient was stabilized in the in‑
tensive care unit, a decision was made to attempt 
endosonography (EUS)-guided drainage.

Contrast‑enhanced abdominal computed to‑
mography revealed a large fluid collection ex‑
tending from the pancreatic tail to the mediasti‑
num (FIGURE 1A). EUS‑guided cystogastrostomy was 
performed, using a single‑step Hot AXIOS stent, 
which created a tract and anastomosis between 
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FIGURE 1�  A – contrast‑enhanced computed tomography scan of the abdomen: large fluid collection extending form 
the pancreatic tail to the mediastinum (arrow); B – endosonography‑guided cystogastrostomy using a fully covered,  
self‑expanding metal stent with very good drainage of purulent content
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a month later for reassessment and when an in‑
terval CT revealed near-complete cyst resolu‑
tion (FIGURE 1C). Both stents were endoscopical‑
ly removed with the forceps for stent retriev‑
al (FIGURE 1D). The  patient remains well after 
6 months of follow‑up.

EUS‑guided drainage of pancreatic pseudo‑
cysts is a well‑established treatment modality.1 
We demonstrated that this method can be suc‑
cessful in patients with significant systemic in‑
flammatory response and provides an approach 
to the management of stent migration. The tech‑
nical success of EUS‑guided gastrocystostomy 
is over 95%, with a clinical success of 90% and 
the rate of procedure‑related complications of 
approximately 5% (most commonly bleeding, 
perforation, and aspiration pneumonia).1 Com‑
pared with conventional endoscopic drainage, 
EUS‑guided drainage has superior clinical and 
technical success rates and a significantly better 
safety profile.1-3 Moreover, in severely ill patients, 
this technique was shown to have a better treat‑
ment success and decreased mortality and mor‑
bidity rates compared with open pseudocyst gas‑
trostomy.4,5 The mean length of hospital stay was 
significantly shorter for EUS‑guided pseudocyst 
drainage.5 The procedure requires advanced en‑
doscopic skills and should be performed only in 
expert endoscopy centers.
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FIGURE 1�  C – control 
interval computed 
tomography revealed 
near-complete cyst 
resolution (arrow);  
D – endoscopic removal  
of both stents; the proximal  
part visible in the stomach 
lumen
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