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Insertion of Self Expandable Metal Stent for Malignant Stomal
Obstruction in a Patient with Advanced Colon Cancer
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Self expandable metal stent can be used both as palliative treatment for malignant colorectal obstruction and as a bridge to surgery in pa-
tients with potentially resectable colorectal cancer. Here, we report a case of successful relief of malignant stomal obstruction using a metal
stent. A 56-year-old man underwent loop ileostomy and was given palliative chemotherapy for ascending colon cancer with peritoneal
carcinomatosis. Eight months after the surgery, he complained of abdominal pain and decreased fecal output. Computed tomography
and endoscopy revealed malignant stomal obstruction. Due to his poor clinical condition, we inserted the stent at the stomal orifice, instead
of additional surgery, and his obstructive symptoms were successfully relieved. Stent insertion is thought to be a good alternative treat-

ment for malignant stomal obstruction, instead of surgery.
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INTRODUCTION

Malignant colonic obstruction is managed by endoscopic
colon stent insertion, removal of obstructive lesion followed
by reconnecting sections of the large intestine, or creation of
a diverting colostomy/ileostomy. Surgery for stoma correc-
tion has also been used for malignant stomal obstruction.'
However, surgery might increase mortality and morbidity in
patients with advanced cancer or poor performance status; as
a result, there has been no established strategy for the man-
agement of malignant stomal obstruction.” In such cases, stent
insertion might be a reasonable alternative. We report a case of
successful relief of malignant stomal obstruction using a met-
al stent and a review of the literature.
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CASE REPORT

A 56-year-old man presented with right lower quadrant
pain and abdominal distention for 2 months. Colonoscopy sh-
owed an ulcerofungating mass lesion in the ascending colon
and the scope could not be passed through it. Abdominal
computed tomography (CT) showed asymmetric enhancing
wall thickening in the right side colon and multiple lymph
node enlargements in the right side mesentery and mesente-
ric root. In addition, ascites were observed in the pelvis. He was
diagnosed as ascending colon cancer with peritoneal carcino-
matosis (stage IVb). He was initially treated by inserting self
expandable metallic stent (SEMS) for colonic obstruction.
Two days after the stent insertion, abdominal distention and
pain were re-developed and follow-up CT showed near total
obstruction at the proximal portion of the stent, suggesting
stent migration. Thus, he underwent loop ileostomy and pal-
liative chemotherapy was started after the operation.

After 12 cycles of chemotherapy with oxaliplatin, 5-fluoro-
uracil and leucovorin, disease progression was noted and the
patient developed abdominal pain with decreased stool out-
put. Physical examination showed mildly distended abdomen
with decreased bowel sounds. On palpation, there was tender-
ness over the peristomal region. Abdominal CT scan showed



a peritoneal metastasis surrounding the stoma and diffuse
dilatation of the small bowel (Fig. 1). Because a conventional
colonoscope could not be passed through the stoma, we used
Olympus scope GIF-XQ 260 (9.8 mm diameter; Olympus,
Tokyo, Japan). Endoscopy showed obstruction of the ileosto-

Fig. 1. Computed tomography of the abdomen showed abdomi-
nal wall metastasis. Enhancing mass around the ileostomy site
resulted in diffuse dilatation of the small bowel.

Fig. 2. (A) Conventional endoscopy showed obstruction of the
stoma by cancer invasion. (B) The lesion was felt to be hard on
palpation and it had shallow, irregular marginated ulcers covered
with exudates.

,

w 2

Fig. 3. (A) After removing th
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my site by a mass (Fig. 2). The lesion was hard and it had some
ulcers covered with exudates, compatible with stomal obst-
ruction arising from carcinomatosis. Based on the patient’s
poor condition, surgery for stoma correction deemed inap-
propriate due to high risk of complication. Therefore, after the
informed consent was obtained, a 60 mm length, 24 mm dia-
meter self expandable metal stent (Niti-S colonic non TTS
uncovered stent; Taewoong Medical Inc., Seoul, Korea) was
implanted in the stoma under fluoroscopic guidance (Figs. 3,
4). Upon release of the stent, fecal materials poured through
the stent. An anchoring suture was performed in order to pre-
vent migration of the stent. One week later, he was discharged
without a complaint of bowel obstruction, but he died one and
half months after the stent placement due to the progression
of the colon cancer, without clinical signs of re-obstruction.

DISCUSSION

Malignant colon obstruction is common in patients with ad-
vanced cancer, usually colorectal cancer. Acute colorectal ob-
struction usually requires rapid bowel decompression, such as
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Fig. 4. (A) Fluoroscopic view showed the release of the stent at
the obstruction site and (B) the fully expanding stent contrasted
by air inflation. Another stent, which had previously been inserted
into the ascending colon and migrated was noted above it.
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e rectal tube, (B, C) we inserted a guide wire through the obstructive lumen under endoscopy and fluoroscopic

guidance. (D) Then, self expandable metallic stent was inserted over the guide wire. (E, F) The last two pictures showed the fully expanding
percutaneous metal stent and fecal materials pouring from the stent’s lumen.
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emergency surgery, which is associated with relatively high
mortality and morbidity rates. Recently introduced SEMS,
however, can be used both as a palliative treatment for unre-
sectable malignant colorectal obstruction and as a bridge to
surgery in patients with potentially resectable colorectal can-
cer. In the bridge to surgery setting, insertion of SEMS can
decompress the obstruction, provide the opportunity for bow-
el preparation, and make one-stage surgical resection possi-
ble, which is known to be associated with decreased morbidity,
mortality, and stoma formation rate compared with emerg-
ency surgery.”®

Adenocarcinoma may develop at a colostomy or ileostomy
site as a primary tumor, a metachronous lesion, or a carcino-
matosis and disseminated disease.”” Malignant stomal ob-
struction has traditionally been treated with surgery, and sp-
ecific surgery has been selected based on the clinical char-
acteristics of each patient. For example, a patient with advanc-
ed cancer could be considered as a candidate for a limited lo-
cal resection, while a patient with an isolated stoma recurrence
as a candidate for a broad local resection, including the ab-
dominal wall." However, there is no appropriate alternative
management established yet for cases where the limited local
resection is technically difficult or where there is a risk of in-
creasing the rate of resection-related complication due to the
patient’s poor performance status. In these settings, stent in-
sertion might be a good therapeutic option instead of pallia-
tive surgery in malignant stomal obstruction, considering the
poor prognosis and high mortality and morbidity rate of palli-
ative surgery.

When life expectancy is short, stent migration is thought to
be the more serious complication than stent re-obstruction.
Therefore, to prevent stent migration, the uncovered stent was
more favorable than covered stent in our patient, and anchor-
ing suture in the distal portion of the stent, such as anchoring
clips, would be also helpful to prevent the stent migration.'"'”

In conclusion, SEMS insertion for malignant stomal ob-
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struction could be an alternative treatment, instead of surgery,
in patients with inoperable colon cancer or poor performance
status. Further research is needed to determine the validity of
SEMS in palliating obstructive symptoms compared with op-
erative management in malignant stomal obstruction.
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