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Background: In previous studies, the outcome of stent use in malignant colonic obstruction patients widely varies.
We aim to present the outcome of our patients who have undergone colonic stenting in malignant colonic
obstruction as a bridge or conservative therapy in line with the literature.

Materials and Method: We have retrospectively reviewed patient records in surgical endoscopy clinic of our hospital.
The subjects were patients who had a diagnosis of colon malignancy between 2012-2018 and had undergone self-
expandable stent. Stenting was done as a bridge to surgery in resectable colorectal tumors or for palliation in colonic
obstructions due to inoperable colorectal malign disease. Clinical success was defined as resolution of obstructive
symptoms and immediate decompression of the bowels proven by the passage of stool and gas in 24 hr.

Results: Twenty patients were included in the study. 14 (70%) patients were male, and 6 (30%) female, mean age
was 61.4+22.6 years. Right colon 1 (5%), hepatic flexure 5 (25%), splenic flexure 1 (5%), sigmoid colon 7(35%), recto-
sigmoid 2 (10%), upper rectum 4 (20%) stenting was performed in terms of location. In 11 of the patients (55%), the
tumour was considered resectable. After the emergency condition of the patients was improved by stenting, they
were ready for elective curative surgery. In nine (45%) patients, the tumour was unresectable. In these patients,
stenting was ensued by oncologic follow-up. Stent migration after the procedure 3 (15%), stent remaining at distal
during the procedure 2 (10%), re-obstruction after the procedure due to tumor invasion 2 (10%), inadequate
expansion of the stent 1(5%) and perforation 1 (5%) were observed in patients.

Conclusion: Stenting as a bridge or conservative therapy in malignant colonic obstruction by skilled surgeon
increases success rates of one-stage operation significantly and increases the quality of life by decreasing the rates
of a permanent stoma and wound infections.
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Introduction

Colorectal cancer is a common malignancy
with a high rate of mortality (1). Emergency
colon resection has higher rates of mortality,
morbidity, and stoma compared with elective
colon resection (2). Emergency surgical patients
are usually those who are older and with bowel
distension (3). Thus, converting an urgency to

an elective procedure may be desirable. It has
suggested that self-expandable metal stents
may facilitate bowel decompression and serve
as "bridge to the surgery” in patients with
the resectable disease (4). Insertion of self-
expandable metal stents is shown to be useful
both as a definitive procedure in a palliative
setting and as a bridge to surgery in the
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treatment of acute colonic obstruction (4-6).
Endoscopic colon stenting as a bridge to
elective surgery has significant advantages in
terms of short- and long-term outcomes (4, 7).
However, in some studies, the rate of general
complications and mortality were reported to
be similar to “bridge” stenting and emergency
surgery (8). Results with wide variations have
been reported in studies assessing stenting in
malignant colon obstruction.

This study aims to present the outcome of our
patients who have undergone colonic stenting
in malignant colonic obstruction as a bridge or
conservative therapy in line with the literature.

Materials and Method

After the approval of ethics committee (Kartal
Kosuyolu YUksek Ihtisas Training and Research
Hospital), we have retrospectively reviewed
patient records in surgical endoscopy clinic of
Gebze State Hospital. The subjects were patients
who had a diagnosis of colon malignancy
between 2012-2018 and had undergone self-
expandable stent (SEMS) operation. Stenting
was done as a bridge to surgery in resectable
colorectal tumors or for palliation in colonic
obstructions due to inoperable colorectal
malign disease.

The procedures were done by experienced
endoscopists under mild sedation or general
anesthesia. Type of anesthesia was decided
upon concomitant diseases and general
condition of the patients and localization of
the obstruction (in distal obstructions sedation
was less needed). Length of the stent was
selected according to the length of the tumor
at CT (tumor length +4 cm, 2 cm will remain at
proximal and 2 cm at distal). Tumor tissue was
approached by colonoscope for SEMS insertion
and by 0.035-inch tapered tip flexible guidewire
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was inserted to the proximal of the tumor.
After confirming the passage of guidewire
comfortably, SEMS was advanced through the
accessory canal of the guidewire. If the stent
sent through the guidewire pushes endoscope
back and away from the tumor, the guidewire
was withdrawn and then sent once more.

Moreover, after confirming the insertion of
the stent comfortably, the stent was expanded.
After observing the stent was expanded
the procedure was terminated. 48-72 hours
after SEMS procedure colon segments at the
proximal of the tumor were inspected by
passing through the SEMS.

Clinical success was defined as resolution
of obstructive symptoms and immediate
decompression of the bowels proven by the
passage of stool and gas in 24 hr. After the
procedure, successful stent placement and
bowel decompression were confirmed by
abdominal X-ray. Complications were classified
as early (within 30 days) and late complications.
Perforation, re-obstruction, and migration were
complications associated with stenting and
were treated by re-stenting or surgery.

Results

Twenty patients who have referred to our
emergency department for colonic obstruction
and undergone stenting were included in the
study. 14 (70%) patients were male, and 6 (30%)
female, mean age was 61.4+22.6 years. Right
colon 1, hepatic flexure 5, splenic flexure 1,
sigmoid colon 7, recto-sigmoid 2, upper rectum
four stentings were performed in terms of
location (Table-1). In one patient, malignant
obstruction was suspected, and the stent
was inserted into the rectosigmoid junction.
However, three biopsies failed to confirm
malignancy. Anterior resection and biopsy were
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done due to a strong suspicion of malignancy,
but Crohn disease was diagnosed in the
specimen sent to the pathology examination.
These patients were excluded from the study.

Table-1. Location of stents

Regions n %
Right colon 1 5
Hepatic flexura 5 25
Splenic flexura 1 5
Sigmoid colon 7 35
Rectosigmoid 2 10
Upper rectum 4 20

In 20 patients, stenting was used due to
malignant disease. In 11 of the 20 patients with
a colon cancer diagnosis, the tumor was
considered resectable. After the emergency
condition of the patients was improved by
stenting, they were ready for elective curative
surgery. In nine patients, the tumor was
unresectable. In these patients, stenting was
ensued by oncologic follow-up. Complications:
1-stent migration after the procedure in 3
patients. Usually in Day 5-8. Re-stenting was
done. 2- stent remaining at distal in 2 patients.
Re-stenting was done. 3- Re-obstruction due
to tumor growth in 2 patients. These patients
were non-resectable, and obstruction was
decompressed by re-stenting. In one patient,
stent expansion was inadequate. Re-stenting
was done in Day 6. Perforation was observed in
one patient (Table-2).

Table-2. Complications

Variables n %

Stent migration 3 15

Stent remaining at distal 2 10

Re-obstruction after stenting 2 10

Inadequate expansion of stent 1 5

Perforation 1 5
191
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Obstruction has developed after specific
periods because of tumor growth in this non-
resectable patients. Re-stenting was done
after each occasion. Perforation has occurred
during the procedure. Emergency surgery was
performed. Colostomy was created. Hepatic
failure has developed due to multiple liver
metastases and the patients have died at post-
op Day 15.

Discussion

Bowel obstruction is a clinical and surgical
emergency. The primary reason for the interest
of surgeons in using SEMS s their desire to
convert an urgent operation into an elective
one. Thus, pre-op morbidity potential may be
reduced, bowel functions may be regained, and
stoma requirement may be eliminated (9).
Colon stenting aims to resolve obstruction and
to decompress the bowel. For a successful
decompression, the stent should be placed with
a correct technique, and the stent should
decompress the lumen but remain in situ. (10,
11). Adequate decompression rates changes
between 70% and 86% (12,13). In our series,
the rate was within this range.

Perforation may cause severe mortality and
morbidity. It may potentially lead to fecal
contamination, peritonitis, and death, and in
malignant strictures, the disease may be
disseminated. It was reported as 4% in the
literature (14, 15). Perforation has occurred in
one patient in our series. In these patients with
extra-colonic involvement, perforation has
occurred during the fourth stenting because of
tumor growth. When assessed by the number
of total stents, the rate is lower than the
literature. In some patients, proximal of the
tumor was not reached by the guidewire
comfortably. Thus we preferred emergency
surgery in these patients and did not insist for
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stenting, so this may be the reason for the low
rate of complications in our study.

Sebastian et al., and Chun et al. have reported
stent migration 10-12%, re-obstruction 7-10%,
total mortality 1% in their studies (16, 17).
In procedure 3(15%), stent remaining at distal
during the procedure 2(10%), re-obstruction
after procedure due to tumor invasion 2(10%),
inadequate expansion of the stent 1(5%) and
perforation 1(5%) were observed. Our results
are in line with the literature.

In the 2014 guideline of the European Society
of Gastrointestinal Endoscopy (ESGE) SEMS
as a bridge to elective surgery in symptomatic
malignant left colon obstruction is not
recommended as standard treatment with a
clear statement(18). Authors of the guideline
have stated that some benefits of SEMS as a
bridge to surgery has been supported in a
recent meta-analysis of randomized, controlled
studies(19). However, observance of higher
oncologic risk associated with perforation has
prompted the authors to advise prudent use of
stenting (20).

In their study, Arezzo et al., have compared
the morbidity associated with stenting as the
bridge in malignant colon obstructions and
emergency surgery. In 39 months of average
follow up, they have reported that oncologic
outcomes were not different, and stoma rate
was significantly lower in stent patients (9).
When the fact that 30% of temporary stomas
could not’ be closed is taken into account, it is
clear that the quality of life of these patients will
decrease (9). They have concluded that stenting
by skilled specialists as bridge treatment may be
an appropriate approach in terms of quality of
life, although there is no difference in oncologic
outcomes (9).
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In their study, Boyle et al, have reported
that the compression was more successful
in colorectal cancer patients compared to
patients with the diverticular disease or external
compression (21). Although the reason is not
apparent, it may be multifactorial. Potentially,
irregular mucosa observed in colorectal cancer
may ease the attachment of the stent and
prevent migration; on the other hand, smooth
fibrotic diverticular strictures and external
compressions may limit the expansion of the
stent and may impede attachment of the stent.
Moreover, in this study, it has been shown that
the failure rate may be higher in longer
strictures, and diverticular strictures are 2.5
cm longer on average compared to colon
strictures (21). In our study, stenting was done
only in colorectal tumor patients. There were
no patients with external compression or
diverticular stricture.

In conclusion, stenting as bridge in malignant
colonic obstruction or as conservative therapy
in non-resectable tumors by skilled surgeon
increases success rates of one-stage operation
significantly and increases the quality of life by
decreasing the rates of a permanent stoma and
wound infections.
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