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Blind Spot of Enteral Stenting for Malignant Duodenal Obstruction
due to Colon Cancer: A Rare Case of Duodenocolonic Fistula

Takashi Sasaki, Takafumi Mie and Naoki Sasahira

Department of Hepato-Biliary Pancreatic Medicine, Cancer Institute Hospital of Japanese Foundation for Cancer Research, Tokyo,

Japan

A 57-year-old woman had undergone right hemicolectomy,
partial pancreatic head resection, and partial duodenecto-
my for advanced ascending colon cancer. Owing to a local
recurrence, she was referred to our hospital. Percutaneous
transhepatic biliary drainage was performed for a malignant
biliary obstruction, and the local recurrence was treated with
radiotherapy. Systemic chemotherapy was then started, but the
patient had a complication of malignant duodenal obstruc-
tion 1 year after the recurrence. Only non-contrast-enhanced
abdominal computed tomography could be obtained because
of the patient’s allergy to the contrast medium (Fig. 1). The
size of the recurrence site was estimated to be approximately
5 cm. However, detailed information on the occlusion site
was difficult to obtain before the endoscopic treatment. A for-
ward-viewing endoscope was inserted in the duodenum, and
the guidewire was advanced through the stenosis (Fig. 2A).
Subsequent contrast imaging revealed a dilated intestinal tract
(Fig. 2B). However, contrast imaging at the stenosis revealed
another lumen, and the first lumen was clarified to be the co-
lon, and the guidewire was passed through the duodenocolon-
ic fistula (Fig. 2C). The guidewire was turned to enter another
lumen, a true duodenal lumen (Fig. 2D). As the enteral stent
was placed at the papilla of Vater, an uncovered enteral stent
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(NEXENT Duodenal Pyloric Stent 22 mm X 12 cm; Next
Biomedical, Incheon, Korea) was placed at the duodenal ob-
struction. After the procedure, the patient could take a normal
diet (Fig. 3A, B).

Duodenocolonic fistula is a rare complication. It is some-
times caused by benign diseases such as chronic inflammation,
a foreign body, and iatrogenic diseases (e.g., those induced by
radiotherapy).'” Duodenocolonic fistula due to malignancy
is rare." Furthermore, malignant duodenal obstruction due to
colon cancer is unusual. When inserting an enteral stent, the
stenosis is passed through using the guidewire under fluoros-
copy. The guidewire is confirmed to be inside the intestinal
tract based on the contrast image and course of the guidewire.
In the case of a duodenocolonic fistula, the obstruction usually
occurs at the infraduodenal angle. As the guidewire needs to
be advanced to the third portion of duodenum, its course is
quite similar to that of the transverse colon. Misplacement of
an enteral stent is one of the most critical complications. To
avoid this complication, clinicians should be aware that the
distal bowel tract below the stenosis is usually collapsed and
that no residue-like material is visible. Understanding that
the guidewire may go through a lumen different from the as-
sumed duodenum when the fistula is formed is also necessary.
The present case of a duodenocolonic fistula was a blind spot
in the placement of a duodenal stent. Information on such a
case is useful for clinicians who perform enteral stenting.
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Fig. 1. Non-contrast-enhanced abdominal computed tomography image showing a local
recurrence at the duodenum, which caused a malignant gastric outlet obstruction. The
arrow indicates the local recurrence of the colon cancer.

Fig. 2. (A) An endoscope is inserted in the duodenum, and the guidewire is advanced through the stenosis. (B) The contrast image shows a dilated intestinal
tract. The arrow indicates the lumen of the transverse colon. (C) The contrast image of the stenosis shows another lumen. The first lumen is confirmed to be a

duodenocolonic fistula, which is indicated by the arrow. (D) The guidewire is then advanced to another lumen, and the contrast image shows the duodenum. The
lumen indicated by the arrow is the true duodenal lumen.

Fig. 3. An uncovered enteral stent at the duodenal obstruction. (A) Abdominal
radiograph. (B) Endoscopic view.
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