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Abstract

Self-expandable metallic stent (SEMS) placement has been practiced in several hospitals in
Japan, including ours, since January 2012. Here, we report the case of an 82-year-old Japa-
nese man who presented to the hospital with a 1-week history of right hypochondrial pain.
Computed tomography (CT) findings indicated colorectal cancer. The laboratory findings on
admission indicated severe anemia (red blood cell count, 426 x 104/uL; hemoglobin, 7.9
g/dL). We performed SEMS placement because the patient refused to undergo surgery. He
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did not attend any of the scheduled follow-up visits after SEMS placement. However, a year
and a half after the SEMS placement, the patient attended the hospital because of difficulty
in passing stool. A plain abdominal CT scan showed bowel reobstruction due to the ascend-
ing colon cancer after SEMS placement. We performed an emergency operation, ascending
colostomy, on the same day. Colorectal stent placement may be a good treatment option for
patients who refuse to undergo conventional therapeutic treatments or in those with unre-
sectable colorectal cancer. Patients should be carefully followed up every few months after

SEMS placement because of the risk of reocclusion. © 2016 The Author(s)
Published by S. Karger AG, Basel

Introduction

Since self-expandable metallic stent (SEMS) placement started being covered by insur-
ance in Japan in January 2012, SEMS placement has been practiced in several hospitals in
Japan, including ours. The insertion of SEMS was performed under endoscopic and fluoro-
scopic guidance by endoscopists and surgeons. Wallflex colonic stents (Boston Scientific,
Natick, MA, USA) were used in the majority of the patients in our hospital.

In 2014, the European Society of Gastrointestinal Endoscopy (ESGE) [1] expressed some
concern regarding the efficacy of SEMS in cases of colorectal cancer ileus. While colostomy is
the definitive treatment for malignant colonic obstruction, SEMS placement is strongly rec-
ommended as the preferred palliative treatment for malignant colonic obstruction [1]. The
use of SEMS placement as a palliative treatment for malignant colonic obstruction is becom-
ing popular as an alternative to colonic stoma. SEMS placement can decrease the occurrence
of complications compared with colostomy. However, adverse events related to SEMS
placement have been reported recently.

Here, we report a case of reocclusion after SEMS placement. Accordingly, we investigat-
ed the efficacy of SEMS placement as a palliative treatment among patients treated in our
hospital.

Case Report

An 82-year-old Japanese man was suffering from right hypochondrial pain for 1 week
and visited our hospital. The laboratory findings on admission indicated severe anemia (red
blood cell count, 426 x 104/uL; hemoglobin, 7.9 g/dL). However, other laboratory findings
were within normal limits (Table 1). An abdominal computed tomography (CT) scan demon-
strated wall thickening in the ascending colon with some swollen regional lymph nodes,
indicating a diagnosis of colon cancer. The patient was admitted to the Gastroenterological
Center of our hospital.

We planned a right hemicolectomy, but the patient refused to undergo surgery. He
agreed to undergo colonoscopy, which showed a type 2 tumor in the ascending colon (Fig.
1). The stenosing lesion was stented by a combined endoscopic and fluoroscopic approach.
Using an endoscope, a guide wire was introduced across the stenosis and beyond the ob-
struction. The SEMS was inserted through the endoscope over the guide wire and deployed
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in place. We used a 22 x 60-mm stent (Wallflex colonic stent; Boston Scientific). Fig. 2 shows
a radiography image taken after the stent had been placed in the ascending colon. The pa-
tient was discharged 3 days after the procedure. He did not attend any of the scheduled fol-
low-up visits after SEMS placement.

A year and a half after the SEMS placement, the patient attended the hospital because of
difficulty in passing stool and reocclusion. A mass palpated in the right subcostal region was
identified as the colon cancer. A plain abdominal CT scan showed bowel reobstruction due to
the ascending colon cancer after SEMS placement. Fig. 3 shows significant dilatation of the
ascending colon with the SEMS in the abdominal CT scan. A coronal section of the abdominal
CT scan revealed the presence of a mass in the ascending colon and cecum (Fig. 4). We per-
formed an emergency operation, ascending colostomy, on the same day. The patient demon-
strated a good postoperative course and was discharged from our hospital in remission 16
days after the surgery. He has been followed up every few months for over 3 years and has
not required any adjuvant chemotherapy.

Discussion

Dohomoto first described SEMS placement in 1991 [2, 3]. Recently, there have been re-
ports of colonic stents to relieve colonic obstruction, with the stents used as a bridge to sur-
gery [4, 5]. However, since the first report in 1991, SEMS have been used for palliative
treatment of obstructed colorectal cancer to avoid surgery.

Colorectal cancer is among the most common malignant diseases, and colorectal ob-
struction has been reported in 7-29% of patients with colorectal cancer [6]. Patients pre-
senting with acute colorectal obstruction due to cancer have both a higher operative mor-
tality rate and a poor overall survival than nonobstructive cases [7, 8]. Surgeons have been
performing initial decompressive operation with a stoma to relieve the symptoms of the
stenosis caused by cancer. Colorectal obstruction has been considered to require emergency
surgery to relieve the obstruction as soon as possible. However, surgical procedures such as
resection and primary anastomosis, Hartmann'’s procedure, subtotal or total colectomy, di-
verting stoma formation, and even only stoma formation without colectomy are invasive
techniques. Stoma formation may help improve the patient’s quality of life, especially when
used as palliative treatment. Evidently, in patients with unresectable colorectal cancer, the
aim is to improve their quality of life. For this reason, a minimally invasive decompressive
procedure such as SEMS placement is a good option for palliative treatment instead of
surgery.

There are some risks with SEMS placement. According to Tilney et al. [9], potential com-
plications after insertion of a colonic stent include perforation, bleeding, stent migration,
reobstruction, and pain [10]. In the ESGE Clinical Guideline [1], SEMS placement is strongly
recommend as the preferred treatment for palliation of malignant colonic obstruction based
on the evidence. Patients who underwent SEMS placement had a shorter hospitalization (10
vs. 19 days) and a lower intensive care unit admission rate (0.8 vs. 18.0%) than those who
underwent surgery [11, 12]. However, while short-term complications occurred more often
in the surgery group, late complications were more frequent in the SEMS group [12]. Stent-
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related complications mainly included reobstruction (18%), colonic perforation (10%), and
stent migration (9%) [12].

Regarding reobstruction, the median stent patency in the palliative setting ranges wide-
ly between 55 and 343 days [13, 14]. A previous study reported a median stent patency of
106 days (range, 68-288 days) in the SEMS group [15]. Tumor ingrowth and overgrowth
causes stent reobstruction and usually occurs during the long-term course of stent therapy
[1]. Reobstruction could be managed endoscopically. Stent replacement and stent reopening
by a stent-in-stent have been reported as the preferred methods to manage reobstruction,
with satisfactory results (clinical success, 75-86%) [1, 16, 17].

Colorectal stent placement as palliative care is effective in terms of averting surgery.
However, further emergency intervention or surgical treatment may be necessary in some
cases. We should recommend patients to undergo radical operation if they are shown to be
good candidates to overcome colon cancer. In the present case, although the patient was a
good candidate for surgery, he did not provide informed consent, and thus we were unable
to perform the surgery. We should have insisted that the patient visit our hospital for follow-
up every few months after the procedure. The patient presented reobstruction after SEMS
placement, and the surgery was eventually performed after the patient had provided in-
formed consent.

In conclusion, colorectal stent placement may be a good treatment option for patients
who refuse to receive conventional therapeutic strategies or in those with unresectable colo-
rectal cancer. However, patients should be carefully followed up every few months after
SEMS placement because of the risk of reocclusion. It is necessary for endoscopists and sur-
geons to work together and develop management strategies that support reintervention and

surgery.
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Fig. 1. Colonoscopy findings. Colonoscopy examination showed a type 2 tumor in the ascending colon.
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Fig. 2. Preoperative radiography findings. Radiograph image of the patient after the stent was placed in the

ascending colon. The stenosing lesion was stented by a combined endoscopic and fluoroscopic approach.
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Fig. 3. Preoperative abdominal computed tomography (CT) findings. A plain abdominal CT scan shows
bowel reobstruction due to the ascending colon cancer after self-expandable metallic stent placement
(arrow).
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Fig. 4. Preoperative abdominal computed tomography (CT) findings. An abdominal CT scan (coronal sec-
tion) revealed the presence of a mass in the ascending colon and cecum (arrow).
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Table 1. Laboratory findings
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Variable Range On admission
Peripheral blood
WBC, /uL 3,900-9,800 6,700
RBC, /uL 430-570 361 x 104
Hemoglobin, g/dL 13.5-17.6 7.9
Hematocrit, % 40.0-52.0 27.4
Platelet count, /uL 12.0-34.0 34.3 x 104
Tumor markers
CEA, ng/mL 0-5.0 13
CA19-9,U/mL 0-37 5
Blood chemistry
Total protein, g/dL 6.5-8.3 6.6
Albumin, g/dL 3.8-5.2 4.2
Total bilirubin, mg/dL 0.2-1.2 0.4
AST, IU/L 10-40 11
ALT, IU/L 5-45 8
ALP, IU/L 110-340 297
y-GTP, U/L 12-87 22
LDH, IU/L 107-230 139
BUN, mg/dL 8.0-20.0 17.0
Creatinine, mg/dL 0.61-1.04 0.81
Sodium, mEq/L 135-147 143
Potassium, mEq/L 3.3-5.0 3.6
Chloride, mEq/L 98-108 109
CPK, IU/L 45-190 84
Serological tests
CRP, mg/dL 0-0.30 0.05
HBsAg )
HBsAb =)
HCVADb =)
Coagulation
Prothrombin time, s 10.5-13.5 12.7
Prothrombin time, % 70-130 79.1
aPTT, s 25-40 379

ALP, alkaline phosphatase; ALT, alanine aminotransferase; aPTT,
activated partial thromboplastin time; AST, aspartate aminotransfer-
ase; BUN, blood urea nitrogen; CEA, carcinoembryonic antigen; CPK,
creatine phosphokinase; CRP, C-reactive protein; y-GTP, gamma-
glutamyl transferase; HBsAb, hepatitis B surface antibody; HBsAg,
hepatitis B surface antigen; HCVAD, hepatitis C virus antibody; LDH,
lactate dehydrogenase; RBC, red blood cell count; WBC, white blood

cell count.




	A02_SectionTitle
	txtA02_SectionTitle
	HeaderStart
	A04_Title
	txtA04_Title
	A07_Author
	txtA07_Author
	txtA14_Institutions
	txtstart
	A20_KeywordsTitle
	A22_AbstractTitle
	A23_Abstract
	TabText1
	FigText_1
	FigText_2
	FigText_3
	FigText_4
	H01_RefTitle
	T21_References
	H02_Ref
	EndeReferenzen
	Fig_1
	Fig_2
	Fig_3
	Fig_4
	FigStart
	Weiter
	Table1
	TabellenTitel
	Z1

