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Abstract

Endoscopic self-expandable metallic stent (SEMS) decompression in patients with bowel obstruction due to colon carcinoma has been
practiced for over two decades now, both in potentially curable cases and metastatic cancer. Using this case series, we aim to review the
literature on the subject and to present our initial experience with using this technique as a bridge to single stage surgery, thus minimiz-
ing colostomy creation.

We retrospectively reviewed seven cases of bowel obstruction due to left-sided colonic cancer, between March 2020 and March 2021. All
patients received SEMS prior to being treated, 7 to 13 days later, using either laparoscopic surgical techniques or open surgery methods.
All seven patients underwent single stage surgery, eliminating the need for placing a temporary or permanent stoma, therefore minimiz-
ing the hospital stay and increasing the quality of life of the individual.

We concluded that treatment with SEMSs for bowel obstruction in colorectal cancer was safe and well tolerated, resulting in primary
anastomosis and restoration of the intestinal passage and low short-term morbidity.
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INTRODUCTION

In the year of 2020, colon cancer had the third highest in-
cidence and ranked second in the highest mortality of all
types of cancers, with rates being highest in Europe and
North America.! Despite the significance of the disease and
its most common complication, bowel obstruction, there
was still no unified approach on how to treat it. In the pres-
ence of malignant bowel obstruction, there were four treat-

ment approaches available: stenting and emergency resec-
tion, decompressing stoma and transanal colorectal tube.?
According to the European Society of Gastrointestinal
Endoscopy (ESGE), self-expandable metallic stent (SEMS)
placement should be used in palliative cases and in cases
of increased postoperative mortality risk (patients over the
age of 70 years and/or American Society of Anesthesiolo-
gists (ASA) score of 23).% On the other hand, other studies
clearly stated the many short-term advantages of stent plac-
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ing to the emergency operative treatment with no signifi-
cant variation in the long-term survival rates.*>

Using this case series, we aimed to review the literature
on the subject and to present our initial experience using
this technique as a bridge to single stage surgery.

CASE REPORTS

A retrospective analysis of seven patients aged 57 to 73 was
performed. In the period of one year (March 2020 to March
2021) they underwent SEMS placement in two different hos-
pitals in Bulgaria. All individuals were presented with their
therapeutic options and written consent was obtained for
the procedure. All patients were diagnosed with carcinoma
located in the left colon (between the splenic flexure and 15
cm proximal to the anal margin) and bowel obstruction at
the time of the procedure. Obstruction was defined as failure
to pass fecal masses of gas or presence of distended bowels
confirmed with different imaging techniques. The patients
were not eligible in the events of 1) previous surgery in this
part of the bowel; 2) perforation of the bowel, and 3) other
conditions preventing the patient from being placed under
general anesthesia.

Five of the presented cases were potentially curable colon-
ic carcinoma, while the other two had liver metastases. One
patient had synchronized cancers with formations both in the
left and the right colon. More information on the patients’
status is given in Table 1.

Table 1. Patients’ data

Placement of the SEMS was performed by an experi-
enced endoscopist. The procedure duration was between 10
and 50 minutes. During that time, the patients were under
total intravenous anesthesia with propofol and fentanyl,
with doses depending on patients’ weight and condition.
The endoscope used was forward-viewing Olympus GF165
165 cm long. A double lumen Endo-flex sphincterotome
0.035 Fr was placed on the Olympus VisiGlide 2 guidewire
before the beginning of the procedure. When the obstruction
point was reached, the sphincterotome helped maneuver the
guidewire, thus enabling it to surpass the narrowed portion
of the bowel (Fig. 1). The sphincterotome then followed the
guidewire through the cancer and fluoroscopic imaging was
used to confirm its proper positioning. The sphincterotome
was then removed and the stent (Wallflex, Boston Scientif-
ic Corporation, Natick, MA, USA) was introduced through
the guidewire and placed under abdominal radiography
(Fig. 2). Once the stent was fully opened, its position was
confirmed with abdominal imaging (Fig. 3). The procedure
was considered successful once the bowel was decompressed
and the clinical signs of ileus state decreased.

Variables N=7
Age (yrs), mean + SD 66+7
Male/Female 4/3
Tumour location,
Colon sigmoideum 4 Figure 1. Guidewire passing through the tumour.
Colon descendens 2
Flexura lienalis 1
Liver metastasis 2
Partial resection of the liver performed 1
Small intestine resection performed 1
Regional lymphadenopathy 5
Histological grade
Gl 1
G2 4
G3 2
Ascites 3
Hypertension 3 Figure 2. Fully opened SEMS.
The time interval to elective operation, mean + 1043
SD
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Figure 3. Abdominal radiography confirming the position of the
SEMS.

DISCUSSION

The short-term advantages of colon stenting were undeni-
able. The uncertainty and contrast in opinions originated
from the long-term oncological outcomes. The main reason
for ESGE’s guidelines not recommending SEMS placement
in potentially curable patients, was the risk of dissemina-
tion of the malignant process through microperforations.?
There was evidence that occurrence of micro perforations
was directly related to the amount of experience of the en-
doscopist. It was stated that specialists who perform ther-
apeutic ERCPs were associated with lower rate of both
immediate and microperforations.®

There was no immediate perforation of the bowel in the
time of the stenting of our patients. However, a complica-
tion in one case was acknowledged. After placing the stent
and enteral nutrition was resumed, a foreign body lodged
between the SEMS and the bowel wall, thus perforating the
bowel, resulting in emergency surgery, two days after the
stent was placed. Moreover, the recommended amount of
time between the SEMS insertion and the operative treat-
ment was still unclear. In the literature, the most preferred
interval was 10 days, but the data varies from 1 to 14 days.’
In our data, in the other six cases, surgical intervention was
performed 7 to 13 days post SEMS insertion with a medi-
um of nine days between the two procedures.

A meta-analysis comparing the outcomes of preoper-
ative colonic stents and emergency surgery for left sided
bowel obstruction states that the SEMS group had lower
overall morbidity, a higher successful primary anastomosis
rate, and lower permanent stoma rate.® In conformity with
those statements, our results were successful single stage
procedures and no stomas creation. Furthermore, there
was no short-term morbidity in all our cases.

Four out of seven surgical treatments were performed
laparoscopically. In the other three cases medial laparoto-
my was performed for the following reasons: Patient 1 —
due to synchronized left and right bowel cancers; Patient
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2 - partial resection of the small intestine and the liver, and
Patient 3 - the previously mentioned foreign body compli-
cation.

In comparison to the emergency surgery for left-sided
bowel obstruction, the stenting required shorter hospital
stay and procedure time.” In our finding even the com-
bined hospital stays of the stent placing and the single stage
surgical treatment did not exceed 14 days. All these factors
and the shorter recovery time of the individual contributed
to the cost-effectiveness of this approach.

CONCLUSIONS

Through a review of the literature and our own experience,
we concluded that SEMS insertion in relieving left-sided
bowel obstruction, followed by single-stage elective sur-
gery, was a safe procedure that has lower short-term com-
plications, lower stoma creation rates and shows higher pri-
mary anastomosis outcomes compared to the emergency
surgery. Furthermore, it minimized the hospital stay and
the financial cost as a whole. There was uncertainty of the
long-term survival rate of these patients, due to the differ-
ent conclusions of various meta-analyses. The need for ex-
pert endoscopist must be taken into account, as it might
change the outcome of the procedures. The limitations of
our work were that our team have started performing this
procedure recently, so we could not make any conclusions
about the long-term oncological results as we had yet to
perform upcoming follow-ups of the presented group of
individuals.
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Pe3tome

JlexoMIpeccyst S3HEOCKOMMYECKVIM CaMOPaCIIMPSAIONIMMC MeTA/INYeCKUM cTeHToM (SEMS) y ImaleHToB ¢ KUIIeYHON HeIpOXOm-
MOCTbIO BCTIE[ICTBIE PaKa TOJICTON KIUIIKY IIPAKTUKYeTCS yrKe 60Jiee IBYX AeCATUIeTHII KaK B IIOTEHI[VAIbHO M3/IeUMMBIX CITy4asx, TaK
U TIpY MeTacTaTiyeckoM pake. C IIOMOLIBIO 3TON Cepuy CTy4YaeB Mbl CTPEMMMCS IIPOAHATN3VPOBATD TUTEPATYPY IO ITOMY BOIIPOCY
U TIPEZICTAaBUTD HAlll IEPBOHAYA/IbHBII OIIBIT MCIIONb30BAHNA 3TOI TEXHUKM B Ka4eCTBE MOCTA K OJJHOITAITHOM XMPYPIUM, CBOJA TeM
CaMbIM K MUHMMYMY MCIIONb30BaHMe KOTOCTOMUA.

MBbI peTpOCIIeKTMBHO PaCCMOTPENN CeMb CTyYaeB KMIIeYHON HETPOXOAMMOCTH 13-3a PAaKa 1IeBOCTOPOHHEN TONCTOM KUIIKY B IEPHOT,
¢ mapta 2020 o mapt 2021 roga. Bcem manmenTam 6puta nposegena SEMS o nedenus, ot 7 5o 13 mo3xe — /1anapoCKoOmmIecKast
onepaum{ )49)848 OTKprTaH onepauym. BCCM CeMU IMAlMEeHTaM 6I)UIa npOBeueHa OJHO3TAIIHAA onepauml, YTO IMO3BO/INIO UCKITKOYUTDH
HCO6XO)II/IMOCTI) B HAJIOXKE€HUN BpeMeHHOf[ )49)848 HOCTOHHHOI}’I CTOMBI, CBECTU K MI/IHI/[MyMy Hpe6bIBaHI/Ie B CTaHMOHape n y}Iy‘-IH_II/ITb

Ka4e€CTBO JKM3HU IMALVMEHTOB.

MBI IpyULIIY K BBIBOAY, YTO JIeUeHNe ¢ IToMOLIbI0 SEMS KMIeYHOIT HEITPOXOAMMOCTI IIPU KOJIOPeKTa/IbHOM paKe ObII0 6e30IIacHbIM
1 XOPOLIO IIePEHOCYMBIM, IIPMBOAMIIO K HA/IO)KEHNIO IEPBUYHOTO AHACTOMO3a ¥ BOCCTAHOBJIEHMIO ITPOXOAVMMOCTY KMII€YHNKA Y HU3-
KOV KpaTKOCPOYHOII 3a60/1eBaeMOCTIL.

KnwoueBble cnoBa

MOCT K XVPYPIVH, CaMOPACIINPAIOMINIICA MeTa/umdecKuit cTeHT (SEMS), pak ToOICTOl KMIIKY, CTOMa
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