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Self-expandable Metallic Stenting for Advanced GI Tract

Malignancy: An Effective Palliation to Relieve Obstructions
SK MAZUMDERY, CR DASY, AKMMU BHUIYAN®, S BARDHANY, W SHAKIR®. MA RAHMAN®

Absiract:

Fetroducrion: Palliative stenting for relfeving malignam
abstruction of the gasirofntestinal tract is routinely pracifeed
i westers worfd, Obstructing advanced GF mafignancy
reguives bypass or exterforization af proximal put before
NACT or oy an bridge fe definite surgery. The oinn of the study
wis fo revien! the experience af fertiory cancer hospitaf and
shari-tevan outcome with endoscopic stenting in e af
palliitive bypass surgery for advinced ond obstructing GF
malignmncy.

Materials aod Methods: This abservation siudy was carvfed
wiid i il snecgical owi-pattent depariment of NTCRI where
all therapentic endoscopic fucilitfes were available. AN
prittends freafed with stenifng fn o 2 véars period from 20018-
2020 were sindied,

Resulis: Fifty-six potients received 60 sfenes. Mo case of
perforation eccurred, In fifteen cusex {26 78%) clogeing with
Soodd secnrredy in 5 caves (8.92%) displacement eceur. Tumour
irvergrotl vy manted i T 2066% ) caxes. Four paffenis (6, 7250
received a second stent. Mean sirvival of pacicns with exapfageal
sferd veas 221 diys. Four patienty recedved J stents in thefrcofon
or rectum. The stents were pleced in the sigmotd fn=2), the
dexcending cofon fne=1), ond the transverse cofom (=T} Mean

Introduction:
Obstructon of the gasirointestinal tract malignancy are
considered a5 advance stage and require palliative
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swrvival of colonic stent patients was 331 days. Ne perforation,
we plogoing by stoed and no mimour ingrowth gmong peteniy
with cofanic srent bt one (25%) had displocement. Eighicen
partienis received a vl of I8 steney becawse of ebsruciing
sromach cancer, 12 (61.22%) patienrs had mimour af cardio.
Muan survival affer gasirie stend placerent was 176 davs. There
was ma perforation, one case of clogging (33450, amd va
cirses of mmonr ingrowil (14.66%). 5 patienis underwent
ducrdenal stenring. Remaining one ai Billroth 1 anastomotic
site. Single patients (M%) requived laparotony aid stent
extraction die to dusdesal stent migration. Mean suevival after
ducrdenal stent placement wis 242 duys. Neo perforaifion, ma
g e o femenr fagrowi,

Conclusionx: The prevent serfes showes thar placement of
expimdable metiellic stents in the obstructing G tract
muieligrancy us an affernarive fo hpass yurgery is sufe, cosf
effective, low complicamons, short fiospital stay and provides
pood paatiiarien,

Key Words: Endescopic stent plavement, Micro-Tech
endascapy metallic stent, advanced GF frucd malignancy,
ralliarior, endagcapy.
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bypass or proximal extonanzation of gut before definitive
surgery '~ Tumours can mapar hossel function in several
ways: oecluston of the lumen, impainment of peristalsis
due 1o tumour tngrowth, mosses in the mesentery or
omentum or adhesions ereating an extraluminal
obstruction, and fmally miiltration of the enterie nervous
system causing dysmotility’. Obstruction due to infra-
or extra-luminal obstruction can be treated by
endoscopic placement of metallic self-expandable stents,
Oesophageal carcinoma mostly detected late with local
amd systemic metastases procluding resection. Maost
patients suffer from progressive dvsphagia, and
palliative care is the only option, Gastroesophageal and
colorectal cancer are oceurring mcrepsingly?. Due to
routine didgnostic endoscopy and colonoscopy in cise
of complamts and soreemng many patients can be cured
by surgical resection. However, there are lots of patienis
presenting with metastuses and meurable disease at
the initial presentation. In these patients, pallistive
therapy is the only option before any definite surgery”.
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Sometimes 1t is impossible o do a surgical reséction of
the primary tumour, mestly due to co-morbidity and low
body mass index. In cases of malignani bowel
obstruction stent placing can be an aliernative i lew of
stoma or act as bridge o definitive surgery, Finally,
patients with gastric cancer, duodenal cancer or
ingrowing pancreatic cancer presenting with
obstruction, who are unfit for surgery can be benefited
by stenting. The aim of the present study was oreview
the experience in a tertiary cancer reseanch hospital with
endascopic stenting of obstructing malignancies in the
wastromtestingl tract.

Materials and methods:

All patients treated with endoscopic stenting in a two
years pariod at NMICRH from 20182020 were studicd.
Sell-expandable Micro-Tech endoscopy stents, LSA
from, Micro-Tech (Nanjing) co. td., made in Ching were
used tor all patients. In case of oesophageal stenting
the Micro-Tech endoscopy partially covered sient with
sutured loop ends was placed. This stent has a proximal
fave of 23 mum to ensure fixation at the proximal edge of
the tumour. The applied length varies according (o the
length of the ohstruction ( 10-14 cm with a covered length
ol 8-10 em). All patients received g stent with proximal
reledse. For duodenal and gastric stenting Micro-Tech
endoscopy uncevered stents, USA were wsed, These
uncovered stents, have a body of 24mm und o length of
O-1dem, with a stent flare of 30 mm. These stents were
placed through the working channel of the endoscope.
In the case of colonic stenting Micro- Tech enduscopy
intestinal stents, USA stents were applied. The
specifications are: body dimmeter 22- 25 mim, are of 27-
3 mm and a length of @0-120 mm. These stents have a
distal release. Endoscopy was performed with
endoscopes {gastroseopes and colonoscopes ) of Pantay
mediea, Jopan (90k series). All procedures were done
with conscious sedation with midazolam 5 mg, sometimes
inj. Profopol by o trained norse, All stents were applied
via guide-wirgs through the endoscope (in case of
stomach, duodenal, or colon obstruction) or via
guidewires placed besides the endoscope through the
tumour stenosis (oesaphagos and rectum), Placement
of the stent was done under endoseopic control. In
cage of malignant stricture, prior prewmatic or bougie
dilatation by Cook® Savary-Gilliard ® dilator was done.
The patient preparation for ogsophagenl stent placement
was overnight fasting, gaste lavage for duodenal stent,
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20% mannitol with enema simplex Tor colonic stent.
Statistical analysis was done with chi-square test for
contingeney Tables or —fest. A value below 0.05 was
considered statistically sigmiticant.

Results:

Each patient diagnosed as obstructing malignancies
located m oesophagus, stomach, duodenum, or colon
unel rectum where open byvpass was nol possible due to
distant metustusis or patient’s poor genernl condition
undergone @ self-expandable metallic stent by
therapeutic endoscopist at surgical outpatient
department’s endoscopy suit, Some patients undergone
pallistive therapy and some patients lad neosdjuvint
therupy in the form of chemotherapy or radiotherapy.
Fifty-six patients (42 males, 14 females, mean age 72
years, range. 42-58 | years) recerved 60 stents becavse of
oesophageal cancer (Table 1) Mean survival after
esophapeal slent placement was 231 days, range, T0-
624 days ( Table 2} Out of 56, 54 palients undergone |
year follow up o December, 2020 | 1{ 19.64%) patients
died due to ther disease progression, 4 (7, 14%) patients
died due to comorbidities. Rest of the patienis 33.37%
with chemoradiation and or surgery are currently still
alive (Table 3), Two patients received 2nd covered stents
which dislocated due 1o o very short stenotie tract and
the effect of palliative chemotherapy with tumour
necrosis, Mo post procedural perforation was seen. In
fifteen cases (26.78%) (twice in three patients, thrice in
smgle patient) clogeing of the stent with food specially
fiber and meat bolus occurred, These were easily
removed by endoscopy without sedation. Tumour
overgrowth was seen in four cases (7.14%). No
additional rreatment wis initiated in two cases because
no significant obstriection was noted; two potients
needed double stent (stent over stent) (Table 1),

Eighteen patients { 10 men, 8 women, mesn age 63 years,
range, 42-T6 years) received |8 stents because of
obstructing stomach cancer. There were 3 distal gasine
cancers and 12 cancer located in the cardia or at
pastroesophageal junction, The latter received partially
covered expandable stents with anti-reflux bulb, the
remainder uncovered stents. Single stent was placed in
at stoma site of Billroth 1 resection stomach ( Table 1),
Mlean survivel after pasiro-oeophagen] juncion stent
placement wis 176 days (range, 55-387 days) (Tahle 2).
There was no perforation, no case of c¢logging, and
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tumonr ingrowth were at two cases, Two palients gol
preumatic dilatation each because of ingrowth. Two of
them recerved no addittonal treatment (Table 1), Five
patients (4 male, 1 female, mean age 63 vears, runge, 40-
T6 wears) had stent placement in their distal stomach
(Table 1), This was because of ingrowing pancreatic
cancer in single cases and obstructing antral cancer in
four patients. Mean survival after duodenal stent
placernent was 242 days (vange, 67-347 daysy(Table 2.
Mo perforation or clogging ocecurred. Tumeur ingrowth
at two ewses were seen, The tumour ingrowth did not
lead 1o significant new vbstruction. Smgle case (20%)
required laparotomy and extraction of stent, resection
and anastomosis due 1o stent migration at proximal
Jejunum | Table 1.

Four patients (3 males, | female, mean age 68 years,
range, 42-86 vedrs) received 3 stents in their colon or
rectum {Tahle 1), One patient had a very long stenolic
sepment (due o Lt colomic concer) and received two
stents ploced longitudinally in one procedure, The
stents were placed in the rectum (=2, the sigmoid (=2),
and the transverse colon (=1} All patients had a
dominant stenosis with obstruction. Mean survival after
colonic stemt placement was 331 davs (range, 63-
i1l Odays) {Table 2). Perforation did not ocour. No tumiour
in-growth developed. Dislocation occurred in single
cases (25%) [5 days afler placement. The slent was
repositioned in the next follow-up. There was no
clogping (Table 1),

Table-l

Number of complications of stenf placement in the different anatonice Iovalizations,

Complications Clesophagus Stomach (cardia) [nstal stomach Colon Rectum
(n=536) (=12} (=5} (n=4)
Perforation 0.y 00 0.0} (0.0
Clogging 15(26.8) 0(0.) 0(0.) (0.0
In{ever) growth 44714y 26T CHEL) (00
Dislocation Migration S84 T L2000 1{25.0)

Percentages are piven in the parentheses

Table | shows the complications: There was significant difference m occurrence of complication m different slents.

Table-11

Total survival in duve of the patiénrs after placément of the Stonts fir palligtion,

stent placement Mean S0 hedmm Range
Oesophagus 2] 151 121 70624
Stomach (Cardin) 170 135 [V 55347
Duodenum/Imstal stomach 242 113 o R
Colon EL]| 34t 194 B30 6

Table 1 shows the survival of patients after stent placement. Patients with stenting becanse of colorectnl cuncer had

a significantly longer survival (p=0.02),

Table-111

F=vear follaw up status of patients after palliative stenting for obstfucting GI malignancy.

stent placement [Dead Alive Mot Documented
Oesophagus (n=56) 15(26.76) I E8E) 2357
Stomach (Cardia)(n=12) 165 1(K53.33) (0
DuodenumThstal stomach (n=5) 2(40.0) 244000 12000
Calon (n=4) Op0.y A 10y ]

Table 111 shows 1=year follow-up status of patient gertmg stent for obstructng GIT mahgnancy,
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Discussion:

Placing a stent in the obstructing advanced GI tract
malignaney can offer palliation i metastatic disease
aswell as symptom reliel due to obstruction in locally
advanced case unfit for surgery or before neoadjuvant
therapy. The decision must be made by
multidisciplinary tumonr board which palliative option
{bypass or stenting) will be appropriate for relieving
obstruction before definitive treatment. Both covered
and uncovered stenls have different functional
characteristics and the stent type must be selected on
an mndividual basis®. In most cases technical and
climeal success of oesophageal or gastroduodenal
stenting is above 90%%°, Recently, self-expandable
metal stents placement becume popular o relieve
obstruction in lieu of bypass: The present series is the
experience of stent placement as an dlternative to
bypass is routinely practice. By the placement of
stents restoring pussige of foud or stool adequate
symploms rehief and scope for neoadjuvant therapy
before definite surgery. Regarding cost benefit
perspective stent placement should be considered if
the life expectancy of the patient is af least two months.
This is estimated by the range of survival afier stent
placement in (he present group of patents. Some
patients had to die within g very short tme atter stent
placement, This was due to the course of their
complicoted underlving disease. However, survival
wis more than two menths m the mojority of patients.
Self-expanding metal stent for the treatment of
dysphagia is aveepted and evidence based’, In most
of the cases partinlly covered stents were used in case
of oesophageal or cordin cancer. Common
complications after stent plicement include chest pain
and heorthurn, nousea & reflux vomiting.
Haemitemesis is less but seen just alter the procedure,
Patient ability to swallow significantly inerease during
tollow-up after six months. Stent migration oceurred
less with partinlly covered stents®. The sel-expandable
stents moy take about four to five days o maximum fit
at GIT lumen, Post stent pain was common. Pain was
relicved with effective apalgesics, In one study 36
patients (43.4%) had recurrent dysphagia after stent
placement, caused by umour overgrowth in 32 cases”.
Tni the pregent study, tumour overgrowth only oceurred
in T 12,5%) of cases of oesophageal cancer, This low
percentage may be due 1o adjuvant chemotherapy or
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radiotherapy as definitive tremtment, Lazaraki Getal'™.
in their study tried to evaluate predictive factors of
food impaction or clogging m oesophageal stents.
They reported food impaction in 41 out of 1360 patients
(3.0%). 10 Clégeing occurred in 1 5(26.7TR%) cases in
the present study, mostly in the mitial period of the
study. But this problem was solved casily by changing
diet, specially avoid fibres, larze meat piece, pureeing
their toed, also nsolio tee. Food mmpaction was easily
managed by endoscopic guided removal without
sedation. Placement of stents in the oesophagus s
technically sasy procedure, However, there are sorme
differences in.pfauemuni technique between the
available stents. The endosurgeon should learn all
pitfalls. In the present study only Micro-Tech
endoscopy stents with a distal release system were
placed. For this reason, during release ol the
endoprosthesis the stent has to be pulled in order to
prevent dislocation into the stomach. One miajor lesson
learnt 15 that o partally covered Micro- Tech
endoscopy stent 15 not the best option for placement
over a short tight stenosis. Total 3 (9.82%) stent
dislocated distally, one patient this stent dislocated
two times, Whether this was due to tamour necrosis
as oresull of chemoradiotherapy or because of the
fact that the steot did not adhere nghtly unymore to
the vesophageal mucosa is unsure. Mean survival in
the literature affer stent placement was 146.3=143.6
days (range. 13-680 days)?, The mean survival i the
presented patients, 221 days, is litle difference with
this reparl, probably due 1o use of stent not only for
palhanion but-also for locally advanced cases which
waus cured by adjuvam chemoradiotherapy, The aim in
distal gustrie or dusdenul stenting with malipnunt
gastric ouitlet obstruction is to re-establish an oral
intake by restoring gastroimtestingl continuity 1o
improve the quality of life in the advanced stages of
cancer, Endoscopic stenting is superior to operative
pastrojejunostomy in terms of foaster returm to fMuids
und solids, and reduced morbidity for patients with a
locally advanced cases, which can be cured by
neoadjuyvant chemotherapy followed by surgery, The
main disadvantare to operative bypass is the high
rate of delaved gastric emprying' . In the present study
I8 patients recerved gastric or duodenal stents. For
better adherence to the mucesa uncoverad stents ore
preferred for use. Duodenal stent-related common
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complicalions are recurrence of symploms due o stent
clogging and stent migration. Stent dysfunction 1s
reported inup to 25% of patients'*. Complications are
ingrowih or overgrowth of tumours m 12%, bleeding
in 3%, stent migration in 1.3%, and perforation in
0.5%" In the current study, tumour ingrowth and/or
overgrowth was seen in 2 (16,67%) patients. These
complications can be usually managed endoscopically,
thereby restoring food passage™ But in this study, as
patient got alternate chemotherapy, tumor regression
peeurs and no further obstruction found, Lee etal. ina
paper reported that there was no difference 0 major
complications between stent placement and surgery
in cases of palliation for colon cancer. The patienis
treated with stenting had fewer early complications
which 15 understandable since lapurotomy 15 not
required'®, Stent placement in the colon has its
complicutions; perforation, migrution and occlusion
found in 9%, 3% and 9% cases respectively'®,
Placement of a stent n the colon gives good and
adequate pallistion given the fact thar all patients in
the present study had passage for stool and were
treated effectively for the obstruction. No Clogging
due to Faecal wnpaction only occurred as gaining
dietary experience from upper GIT stents and use off
stool softeners and laxatives, No single case of
perforation oceurred. This is in contradiction with the
literature. Especially in colon stent placement
perforations were found' 7. Of course. this complication
15 @ worst-case scendrio because the |'|I|I1."H!1"IT.‘1' WEre
already unfitted for surgery, Happily, in our setting
this did not oceur, The probable explanation for the
perforations mentioned in the literature are the fact
thut stent placement was wsed us o bridge to surgery
in patients presenting with scute bowel obstruction
with pre-stenotic dilatation'”. In the present series all
patient receiving a colon stent have sub-acute bowel
obstruction, Inaddition, the majority alse suffered from
malignant aseiles or distont metastasis. Patients afier
stenting of the colon survive relatively long, This is
probubly the result of palliative treatment with
chemotherapy in all cases, Chemotherapy significantly
prolonged life in colorectal cancer with metastases.
Placement of colon stents contributes to this survival.
Stent placement 15 better than colostomy in terms of
cost effectiveness and fewer complications!?. The
present seres shows that placament of expandahle

metiallie stents in the obstructing Gl tract malignancy
as an altermative to bypass surgery is safe. cost
effective; less complications, less hospital stay and
provides good palliation and if adjunet chemo or
radiotherapy given, lengthens life. Also, recommended
proper counseling of patients and proper therapeutic
endoscopic training from surgeon’s part before
palliative stenting,

Conelosions:

It has been demonstrated in the current seres that
placement of expandable metallic stents in the obstructing
Gl tenet malignancy is safe and cost effective. Moreover,
it has less complications, requires less hospital stay and
provides good palliation. Mos! importantly, it lengthens
hife it adjunct chemo or radiotherapy given, 1t can be used
asan altemnative to bypass surgery but proper counseling
of patients and proper endoscopic training of the
congerned surgeon ire crucial,
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