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Endoluminal management of anastomotic dehiscence after esophagectomy: an increasing quiver of options reflects the

difficulty in realizing a definitive therapy
Thomas Murphy MD and Blair A. Jobe MD, FACS

Division of Thoracic and Foregut Surgery, University of Pittsburgh, Pittsburgh, Pennsylvania, USA

Gastrointestinal Endoscopy
Volume 71, Issue 2, February 2010, Pages 387-389

Key words: esophagus, gaster, leakage, SEMS, SEPS, fistula, complication, perforation, hemorrhage, migration, degradable

Summary: Intrathoracic leakage after esophagogastre- ctomy is a dreaded and morbid complication that can be associated
with a prolonged hospitalization and high mortality rate. The presentation and subsequent management of an intrathoracic
leak depends on the defect size and location within the gastric conduit or the esophagogastric anastomosis.

Therefore, in the initial management, it is important to define whether intrathoracic leakage is secondary to gastric conduit
necrosis, conduit staple line dehiscence, or esophagogastric anastomosis dehiscence. However, because no consensus for
optimal treatment has been formulated, the appropriate treatment is usually individualized to the scenario encountered, and
there is a high degree of variability among providers. In an effort to decrease intrathoracic contamination through ongoing
anastomotic leakage and improve patient outcomes by using more minimally invasive approaches, endoscopic therapies such
as fibrin-glue injections, clip application, and covered self-expanding

stents have been developed and used.

Stenting of anastomotic fistulae with self-expanding metallic stents (SEMS) or self-expanding plastic stents (SEPS) has been
shown to be feasible and have few procedure-related complications. Stenting can be used to occlude anastomotic leakage in
approximately 90% of cases, as demonstrated by water-soluble contrast material studies. Long-term complications of SEMS
include an inability to retrieve the device, perforation, fistula formation, hemorrhage, and stenosis. Therefore, SEMS should
ideally be avoided, and early retrieval of SEMS is strongly recommended if used. Silicone-covered SEPS prevent the ingrowth of
granulation tissue at the ends of the stent and so facilitate easier retrieval. However, the smooth characteristics of SEPS also
lead to poor seating and unwanted distal migration of the stent. Advocates of SEPS suggest improved patient outcomes, but
there is a lack of controlled data to support this claim. Hlerbein et al reported reduced in-hospital mortality, morbidity, and
hospitalization in stent-treated patients compared with historical controls who were managed operatively or conservatively.
Although the current SEPS procedure achieves a high rate of fistula occlusion and allows for early oral feeding, it is far from
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being a panacea. The next generation of endoscopic stents must specifically address the migration issue, be easily retrieved, or
even be biodegradable.

TABLE 1. Selected case-series reports with primary outcome and stent migration rates
Successful

First Reference fte:t Sample fistula ::ier::tion
author 0 size occlusion J
Freeman 3 Plastic 25 95% 24%
Dai 4 Plastic 22 95% 23%
Doniec 5 Metallic 27 90% Not

reported
Langer 6 Plastic 18 89% 50%
Roy- Not
Choudhury 7 Metallic 14 100% reported
Kauer 8 Metallic 10 90% 40%
Schubert 9 Plastic 12 100% 17%
Hiinerbein 10 Plastic 9 89% 22%

EUS-guided hepaticogastrostomy with a fully covered metal stent as the biliary diversion technique for an occluded biliary

metal stent after a failed ERCP (with videos)
Do Hyun Park MD, PhD, Tae-Jun Song MD, Junbum Eum MD

Gastrointestinal Endoscopy
Volume 71, Issue 2, February 2010, Pages 413-419

Key words: PTBD, biliary, hilum, SEMS, ERCP, case, success,
Background

Percutaneous transhepatic biliary drainage (PTBD) may be the last resort for an occluded biliary metal stent when the ERCP
was unsuccessful.

Objective

Because an EUS-guided biliary drainage has been proposed as an effective alternative for PTBD after a failed ERCP, we
conducted this study to determine the feasibility and usefulness of an EUS-guided hepaticogastrostomy (EUS-HG) with a fully
covered self-expandable metal stent (FCSEMS) for an occluded biliary metal stent after a failed ERCP.

Design

A case study.
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Setting
A tertiary referral center.
Patients and Interventions

Five patients who had an occluded biliary metal stent inserted after a hilar bilateral metal stent or a combined duodenal and
biliary metal stent insertion and for whom reinterventional ERCP was unsuccessful underwent an EUS-HG with an FCSEMS for
alternative PTBD.

Main Outcome Measurements

Technical and functional success, procedural complications, reinterventional rate after EUS-HG with an FCSEMS, and short-
term stent patency.

Results

In all 5 patients, an EUS-HG with an FCSEMS was technically successful. No procedural complications, such as bile peritonitis,
cholangitis, and pneumoperitoneum, were observed. Functional success was also 100% (5/5). During the follow-up period
(median 152 days, range 64-184 days), no late complications, such as stent migration and occlusion, were observed. Thus, no
biliary reintervention was performed during the follow-up period.

Limitations
A small series of patients without a control group.
Conclusions

The EUS-HG with an FCSEMS may be feasible, effective, and an alternative PTBD for an occluded biliary metal stent after a
failed ERCP.

Spiral-enteroscopycassisted enteral stent placement for palliation of malignant small-bowel obstruction
Anne Marie Lennon MD, PhD, Vinay Chandrasekhara MD, Eun Ji Shin MD and Patrick I. Okolo Il MD, MPH

Gastrointestinal Endoscopy
Volume 71, Issue 2, February 2010, Pages 422-425

Key words: SEMS, bowel, duodenum, stricture, pancreas, cancer, adenocarcinoma, spiral, case
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Background: Management of patients with small-bowel obstruction distal to the third part of the duodenum can be
challenging. These patients are often poor surgical candidates, and placement of a self-expanding metal stent (SEMS) can be
technically demanding.

Objective: We report on 2 consecutive patients, referred with small-bowel obstruction to a tertiary-care institution, who had
successful placement of SEMS by using spiral enteroscopy.

Design: case report, single center study

Setting: a tertiary-care referral center, Department of Medicine, Division of Gastroenterology and Hepatology, Johns Hopkins
University School of Medicine, Johns Hopkins Hospital, Baltimore, Maryland, USA

Baltimore, Maryland, USA.

Patients: 53-year-old man with metastatic pancreatic adenocarcinoma; The second patient was a 48-year-old woman with
lung, liver, and peritoneal metastases from rectal cancer

Method: Spiral enteroscopy is a new technique that allows rapid visualization of the small-bowel. A spiral overtube (Spirus
Medical, Inc, Stoughton, MA) pleats the small-bowel onto the enteroscope. The enteroscope was reinserted in both cases
through the DSB overtube, confirming correct position and satisfactory deployment of the enteral stents within the stenoses.
The average depth of insertion by using this technique is 256 cm, taking 16.2 minutes (range 7 + 33 minutes). Spiral
enteroscopy has been used to assess and treat small-bowel patology; however, this is the first report of using this technique to
deploy an SEMS in the small-bowel. The procedure was performed by a single endoscopist (P.0.), with a second endoscopist
(A.M.L. or V.C.) assisting.

Results: The configuration of the spirals is such that the bowel is held in a very secure position, providing stability at the distal
tip, which greatly assists SEMS placement and other interventions.

Conclusion: Spiral enteroscopy with the Endo-Ease DSB overtube provides a stable platform for the deployment of SEMS in
malignant small-bowel strictures.

Role of Esophageal Stents in Benign and Malignant

Diseases

Prateek Sharma , MD 1 , Richard Kozarek , MD2 a nd the Practice Parameters Committee of the American College of
Gastroenterology

Am J Gastroenter@010; 105:258-273
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Key words: esophagus, SEMS, SEPS, benign, malignant, adenocarcinoma, squamous, stricture, perforation, leakage, fistula,
achalasia, trachea

Summary: These recommendations provide an evidence-based approach to the role of esophageal stents in the management
of benign and malignant diseases. These guidelines have been developed under the auspices of the American College of
Gastroenterology and its Practice Parameters Committee and approved by the Board of Trustees. The following guidelines are
based on a critical review of the available scientific literature on the topic identified in Medline and PubMed (January 1992 —
December 2008) using search terms that included stents, self-expandable metal stents, self-expandable plastic stents,
esophageal cancer, esophageal adenocarcinoma, esophageal squamous cell carcinoma, esophageal stricture, perforations,
anastomotic leaks, tracheoesophageal fistula, and achalasia. These guidelines are intended for use by health-care providers
and apply to adult, but not pediatric, patients. As with other practice guidelines, these guidelines are not intended to replace
clinical judgment but rather to provide general guidelines applicable to the majority of patients. Clinicians need to integrate
recommendations with their own clinical judgment, and with individual patient circumstances, values, and preferences. They
are intended to be flexible, in contrast to standards of care, which are inflexible policies designed to be followed in every case.
Specific recommendations are based on relevant published information. The quality of evidence and strength of
recommendations have been assessed using the Grading of Recommendations Assessment, Development, and Evaluation
(GRADE) system, which is a system that has been adopted by multiple national and international societies. The GRADE system
is based on a sequential assessment of quality of evidence, followed by assessment of the balance between benefits vs.
downsides (harms, burden, and costs) and subsequent judgment regarding the strength of recommendation.

Colonic stenting: a palliative measure only or a bridge to surgery?
T. H. Baron

! Division of Gastroenterology and Hepatology, Mayo Clinic, Rochester, Minnesota, USA

Endoscopy 2010; 42(2): 163-168
Key words: colon, SEMS, palliation, obstruction

Summary: In the majority of patients, endoscopic placement of self-expandable colonic stents for malignant luminal
obstruction can be achieved for palliation or for preoperative purposes (i. e., as a bridge to surgery). In general, palliative
placement is easier since these patients are usually referred for stent placement when subtotal obstruction is present. Despite
a paucity of prospective trials that compare placement of stents with surgery, the literature supports their use. However,
technical success, especially in those patients with complete obstruction, requires proficiency in advanced endoscopic
techniques and this also probably significantly affects outcome (including complications) following stent placement. Expertise
with colonic SEMS placement within a given center (including interventional radiologic placement) should be considered when
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deciding on stent placement versus surgical management in such patients. The results of an ongoing trial of stent placement
versus emergent surgery are pending.

Percutaneous Transcholecystic Metallic Stent Placement for Malignant Obstruction of the Common Bile Duct: Preliminary

Clinical Evaluation
Taku Yasumoto, MD, PhD, Shigekazu Yokoyama, MD, and Koji Nagaike, MD

JVasc Interv Radiol 2010; 21:252-258

Key words: SEMS, malignant, biliary, pancreas, cholangiocarcinoma, carcinoma, gaster, duodenum, jejunum, ERBD, evaluation

Objective: To evaluate the technical success and clinical effectiveness of percutaneous transcholecystic placement of self-
expanding metallic stents for the treatment of malignant obstructions of the common bile duct.

Design: clinical evaluation
Patients: 15

Methods: Fifteen patients with malignant obstruction at the lower level of the common bile duct not amenable to surgery
were retrospectively reviewed in this study. In all patients, conventional biliary drainage via transhepatic peripheral duct
access or endoscopic retrograde biliary drainage (ERBD) were technically difficult or deemed so at imaging evaluation. The
causes of obstruction were cholangiocarcinoma, pancreatic carcinoma, and metastatic lymphadenopathy from gastric
carcinoma in the hepatoduodenal ligament. Following percutaneous cholecystostomy, a 5-F catheter was inserted into the
common bile duct, duodenum, or the anastomosed jejunum through the cystic duct and the malignant obstruction and
metallic stents were placed. The technical success was defined as the removal of the drainage tube after the stent placement
for the obstruction. The mean follow-up period was 25.4 months.

Results: Sixteen stents were placed in 15 patients. Technical success was achieved in all patients (100%) without major
complications. Minor complications included controllable pain or self-limited hemobilia in six of the 15 patients (40%). Lower
bilirubin levels compared with those before the procedure were achieved in 14 of the 15 patients (93%).

Conclusion: Percutaneous transcholecystic placement of metallic stents is a feasible and effective method to manage
malignant obstruction at the lower level of the common bile duct not amenable to surgery when conventional biliary drainage
via transhepatic peripheral duct access or ERBD were technically difficult or deemed so at imaging evaluation.

Clinical Outcomes After Self-Expanding Plastic Stent Placement for Refractory Benign Esophageal Strictures.
Oh YS, Kochman ML, Ahmad NA, Ginsberg GG.

Dig Dis Sci. 2010 Feb 13. [Epub ahead of print]
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Key words: Polyflex, SEPS, benign, esophagus, palliation, dilation, removal, RBES, retrospective, migration, duration,
complication, dysphagia, hyperplasia

Background: Refractory benign esophageal strictures (RBES) are defined as those that persist structurally and symptomatically
after repeated dilation sessions. Small series have reported favorable outcomes after placement and subsequent removal of
Polyflex self-expanding plastic stents (SEPS).

Objective: To characterize the outcomes after Polyflex stent placement in patients with RBES.

Design: retrospective analysis

Setting: Division of Gastroenterology and Hepatology, Medical College of Wisconsin, Milwaukee, USA,
Patients: 13

Intervention: Outcomes of consecutive patients who underwent Polyflex stent placement for RBES between April 15, 2005
and November 20, 2006 were analyzed retrospectively. The etiology of the stricture, number of dilations prior to initial SEPS
placement, size of stent placed, stricture resolution after SEPS removal, cases of stent migration, duration of SEPS placement,
time to repeat dilation and/or SEPS replacement after stent removal, and complications were assessed.

Results: Twenty-three Polyflex stents were placed in 13 patients suitable for analysis. The majority of stenoses (11/13) were
attributable to anastomotic strictures after curative esophagogastrectomy for esophageal neoplasms. All 11 patients in this
group had satisfactory relief of dysphagia to solids determined clinically with indwelling SEPS placement. SEPS migration
occurred in seven instances (30% of SEPS placed). Dysphagia remediation after subsequent SEPS removal was observed in only
three patients (23%). Placement of a partially covered metal stent within a Polyflex stent was necessary in one case due to
epithelial hyperplasia. The mean time for repeat dilation and/or SEPS reinsertion due to recurrent dysphagia after stent
removal was 37 days (range 6-120 days).

Conclusions: Polyflex stents provided satisfactory palliation of dysphagia for RBES while in place. However, unplanned SEPS
migration and dysphagia recurrence after stent removal were common.

Endoscopic palliation of malignant obstructive jaundice in extremely elderly patients: plastic stent is enough.

Gronroos JM, Gullichsen R, Laine S, Salminen P.
Minim Invasive Ther Allied Technol. 2010 Feb 13. [Epub ahead of print]

Key words: palliation, SEMS, SEPS, comparison, biliary, malignant, retrospective, success, senior



t .
€ < Background: Although the price of biliary metal stents is manyfold higher when compared to plastic stents, the lower

Z EI Ia'Csn frequency of recurrent obstructions makes metal stents superior to plastic stents for endoscopic palliation of malignant biliary
stricture in most patients. Is this the case in extremely elderly patients as well?

Objective: A retrospective data review comprising prospective data collection and double-entry bookkeeping of therapeutic
endoscopic retrograde cholangiopancreatographies (ERCP) with biliary strictures referring to malignancy in 14 patients aged
90 years or older at our institution in 1997-2007.

Design: retrospective review
Setting: Departments of Surgery and Emergency, University of Turku, Turku, Finland.
Patients: 14

Intervention: Plastic stents were successfully inserted in 11 out of 14 patients, yielding a technical success rate of 79 %. In the
remaining three patients, high biliary obstruction was relieved percutaneously in two cases while the general condition of one
patient was so poor that terminal care decision was made in that case.

Results: There was no recurrent biliary obstruction in any of the patients with plastic stents prior to death which occurred
after a mean of 2.8 months, giving a clinical success rate of 100 %.

Conclusions: To be concluded, in extremely elderly patients with malignant obstructive jaundice, palliation with plastic stent is
effective enough.

"y

Transhepatic Assisted Transoral Placement of a Duodenal Stent in Malignant Gastric Outlet Obstruction.

R4 :
N

Milson A, Abdellaoui A, Fraser C, Watkinson AF.
J Vasc Interv Radiol. 2010 Feb 8. [Epub ahead of print]

Key words: GO, pancreas, malignant, duodenum, stent, percutaneous, case

Background: Gastric outlet obstruction is a well- recognized complication of locally advanced carcinoma of the head of the
pancreas.

Design: case study

Setting: Department of Radiology, Royal Devon and Exeter Hospital, , Exeter, Devon, , United Kingdom.
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Intervention: The authors report a transoral placement of a duodenal stent over a percutaneous guide wire, inserted
retrogradely through a transhepatic approach via the ampulla of Vater, in a patient in whom traditional stent placement was
technically not possible.

Conclusion: This technique allows safe duodenal stent placement for different malignant gastric outlet obstruction such as
pancreatic, gastric, duodenal, and metastases to the peripancreatic region.

Use of Wall((R)) Stent to Exclude a Thrombosed Inferior Vena Cava Filter.

Golarz SR, Grimsley B.
Ann Vasc Surg. 2010 Feb 6. [Epub ahead of print]
Key words: vena cava, thrombosis, WallStent, Tulip, GPS stent, case, success

Background: The use of inferior vena cava (IVC) filters has increased dramatically over the last two decades. Thrombosis of the
IVC is a potentially catastrophic complication of caval filter placement, and its reported incidence ranges 3.6-11.2%, depending
on filter type.

Design: case report

Setting: Baylor University Medical Center, Dallas TX.

Patients: 69-year-old female with a history of deep vein thrombosis of the right leg.

Intervention: Prior to a planned spinal operation, a Gunther Tulip filter was placed (Cook Medical, Bloomington, IN).
Postoperatively, the patient developed bilateral iliofemoral thrombosis that extended into the IVC filter. Several weeks passed,
and after unsuccessful attempts at recanalization in the community setting, the patient was referred to our group for
treatment. After an unsuccessful attempt at balloon angioplasty, two 10x60mm Protégé GPS stents (EV3, Plymouth, MN) were
deployed in the common femoral, external, and internal iliac veins bilaterally. After an unsuccessful attempt at retrieval, the
Tulip filter was excluded from the IVC using a 16x60mm Wall Stent (Boston Scientific, Natick, MA).

Results: Unobstructed flow was now noted from the femoral system all the way through the superior vena cava. The patient
experienced immediate relief of her symptoms.

Gastroesophageal junction leak with serious sepsis after gastric bypass: successful treatment with endoscopy-assisted

intraluminal esophageal drainage and self-expandable covered metal stent.

Martin-Malagon A, Arteaga-Gonzalez |, Rodriguez-Ballester L, Diaz-Romero F.
Obes Surg. 2010 Feb;20(2):240-3

Key words: gaster, esophagus, junction, leak, bypass, sepsis, laparoscopy, drainage, SEMS, case, success
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Background: A case of gastroesophageal junction leak after gastric bypass with serious sepsis and hemodynamic instability.

Design: case report
Setting: Department of General Surgery, Hospital Universitario de Canarias, 38320 La Laguna, S/C de Tenerife, Canary Islands,
Spain.

Intervention: Minimally invasive treatment was performed in two stages: initial sepsis control by lavage and endoscopy-
assisted laparoscopic placement of an intraluminal esophageal drainage tube through the leak orifice; this was followed by
definitive leak treatment with a self-expandable covered metal stent after achieving hemodynamic stability.

Results: Patient evolution was satisfactory without the need for open surgery.

Effectiveness of stent placement for palliative treatment in malignant colorectal obstruction and predictive factors for stent

occlusion.
Suh JP, Kim SW, Cho YK, Park JM, Lee IS, Choi MG, Chung IS, Kim HJ, Kang WK, Oh ST.

Surg Endosc. 2010 Feb;24(2):400-6

Background: Self-expandable metallic stent (SEMS) for malignant colorectal obstruction is widely used in palliative treatment
and as an alternative to surgery.

Objective: The aims of this study are to evaluate the effectiveness of stent placement for palliative treatment and to identify
the predictive factors associated with stent occlusion. We analyzed the technical and clinical outcomes of stent placement,
complications related to the procedure, stent patency rate, and predictive factors associated with stent occlusion.

Design: retrospective analysis

Setting: Division of Gastroenterology, Department of Internal Medicine, The Catholic University of Korea College of Medicine,
Seoul, Korea.

Patients: 55 patients who had undergone placement of an uncovered SEMS

Methods: A retrospective analysis was performed in 55 patients who had undergone placement of an uncovered SEMS from
February 2004 to April 2007 for palliative treatment of malignant colorectal obstruction with metastatic or locally advanced
cancer that was surgically unresectable.

Results: The causes of colorectal obstruction before stent placement were primary colorectal cancer in 42 patients and
noncolorectal extrinsic cancer in 13 patients. The initial technical success rate was 98.2%, and the clinical success rate was
94.4%. Complications occurred in 17 patients (30.9%). These included stent occlusion, migration, bowel perforation, stent
distortion, and fistula formation. The mean and median stent patency periods were 184 days [95% confidence interval (Cl),
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137-230 days and 141 days (95% Cl, 69-213 days), respectively. The degree of expansion 48 h after stent placement was
significantly better in the nonocclusion group than in the stent occlusion group. In the multivariate Cox proportional hazard
model, insufficient stent expansion (<70%) 48 h after stent placement was significantly associated with an increase in stent
occlusion during the follow-up period (odds ratio, 12.55; p = 0.002).

Conclusion: Uncovered SEMS placement is an effective palliative treatment for malignant colorectal obstruction. The degree
of stent expansion 48 h after stent placement is significantly associated with the maintenance of stent patency and is a
predictive factor for stent occlusion.

Clinical Outcomes After Self-Expanding Plastic Stent Placement for Refractory Benign Esophageal Strictures

0Oh YS, Kochman ML, Ahmad NA, Ginsberg GG.

Dig Dis Sci. 2010 Feb 13. [Epub ahead of print]

Key words: SEPS, Polyflex, benign, esophagus, RBES, retrospective, removal, migration, hyperplasia, complication, recurrence

Background: Refractory benign esophageal strictures (RBES) are defined as those that persist structurally and symptomatically
after repeated dilation sessions. Small series have reported favorable outcomes after placement and subsequent removal of
Polyflex self-expanding plastic stents (SEPS).

Objective: To characterize the outcomes after Polyflex stent placement in patients with RBES.
Design: retrospective clinical outcome

Setting: Division of Gastroenterology and Hepatology, Medical College of Wisconsin, USA

Patients: 13

Methods: Outcomes of consecutive patients who underwent Polyflex stent placement for RBES between April 15, 2005 and
November 20, 2006 were analyzed retrospectively. The etiology of the stricture, number of dilations prior to initial SEPS
placement, size of stent placed, stricture resolution after SEPS removal, cases of stent migration, duration of SEPS placement,
time to repeat dilation and/or SEPS replacement after stent removal, and complications were assessed.

Results: Twenty-three Polyflex stents were placed in 13 patients suitable for analysis. The majority of stenoses (11/13) were
attributable to anastomotic strictures after curative esophagogastrectomy for esophageal neoplasms. All 11 patients in this
group had satisfactory relief of dysphagia to solids determined clinically with indwelling SEPS placement. SEPS migration
occurred in seven instances (30% of SEPS placed). Dysphagia remediation after subsequent SEPS removal was observed in only
three patients (23%). Placement of a partially covered metal stent within a Polyflex stent was necessary in one case due to
epithelial hyperplasia. The mean time for repeat dilation and/or SEPS reinsertion due to recurrent dysphagia after stent
removal was 37 days (range 6-120 days).

Conclusion: Polyflex stents provided satisfactory palliation of dysphagia for RBES while in place. However, unplanned SEPS
migration and dysphagia recurrence after stent removal were common.



t

(3 <

(Ella-csn

Gastrointestinal and biliary stents

Chun HJ, Kim ES, Hyun JJ, Kwon YD, Keum B, Kim CD.

J Gastroenterol Hepatol. 2010 Feb;25(2):234-43

Key Words: gastrointestinal, biliary, stent, malignant, benign, stricture, SEMS, biodegradable

Summary: Advances in stent design have led to a substantial increase in the use of stents for a variety of malignant and benign
strictures in the gastrointestinal tract and biliary system. Whereas early stents were mostly composed of plastic, the majority
of contemporary stents are self-expanding metal stents that are composed of either nitinol or stainless steel. These stents are
able to exert an adequate expansile force and, at the same time, are highly flexible and biocompatible. Covered stents have
been introduced to minimize tumor ingrowth through the metal mesh but are associated with higher rates for spontaneous
migration. This has led to the development of covered stents with uncovered ends and stents with both covered and
uncovered layers. Drug-eluting and biodegradable stents are also likely to become available in the near future. Although stents
appear to be the preferred form of palliation for some patients with advanced cancer, many patients will benefit from a
multidisciplinary approach that usually includes surgeons and oncologists.

Setting: Department of Internal Medicine, Korea University College of Medicine, Seoul, Korea

Contrast-free air cholangiography-assisted unilateral plastic stenting in malignant hilar biliary obstruction.

Singh V, Singh G, Gupta V, Gupta R, Kapoor R.
Hepatobiliary Pancreat Dis Int. 2010 Feb;9(1):88-92
Key words: palliation, malignant, hilum, biliary, ERCP, MRCP, SEMS, SEPS, prospective

Background: Endoscopic palliation in malignant hilar biliary obstruction requires endoscopic retrograde
cholangiopancreatography (ERCP), whereas contrast injection leads to cholangitis. Contrast-free metal stenting with or
without magnetic resonance cholangiopancreatography (MRCP) has shown encouraging results, but MRCP and metal stents
are costly. There have been no reports on the use of air cholangiography.

Design: prospective study
Setting: Department of Hepatology, Postgraduate Institute of Medical Education and Research, Chandigarh, India
Patients: 10 patients with type Il malignant hilar biliary obstruction

Methods: We prospectively evaluated the role of air cholangiography-assisted unilateral plastic stenting in 10 patients with
type Il malignant hilar biliary obstruction. A retrospectively analysed group of 10 patients treated with contrast-free unilateral
metal stenting served as historical controls.

Results: Ten patients with unresectable type Il malignant hilar biliary obstruction were studied. Air cholangiography detected
type Il obstruction in all patients, similar to MRCP. The patients underwent unilateral stenting. Successful endoscopic drainage
was achieved in all patients. The mean patency of the stent was 95.8+/-17.5 days in the study group and 143.9+/-115.1 days in
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the control group. The mean survival was 121.8+/-41.6 days in the study group and 154.9+/-122.5 days in the control group.
Kaplan-Meier analysis showed an estimated median survival of 100:95% CI (65.9, 134.1) days in the study group and 98:95% ClI
(84.1, 111.9) days in the control group. Cholangitis occurred in none of the patients and there were no 30-day deaths nor
major complications. Air cholangiographyassisted unilateral plastic stenting was cheaper than contrast-free unilateral metal
stenting.

Conclusion: Air cholangiography-assisted unilateral plastic stenting is as safe and effective as contrast-free unilateral metal
stenting in type Il malignant hilar biliary obstruction for palliating patients, but it is cheaper.

Temporary placement of self-expanding oesophageal stents as bridging for neo-adjuvant therapy.

Langer FB, Schoppmann SF, Prager G, Tomaselli F, Pluschnig U, Hejna M, Schmid R, Zacherl J.

Ann Surg Oncol. 2010 Feb;17(2):470-5.

Key words: SEPS, SEMS, palliation, malignant, esophagus, gaster, perforation, fistula, bleeding, migration, complication,
effectiveness

Background: Placement of self-expanding stents is an effective palliation for dysphagia in non-resectable oesophageal or
proximal gastric cancer.

Objective: The aim of this analysis was to assess the efficacy of temporary stent placement for dysphagia relief during neo-
adjuvant treatment for locally advanced disease.

Setting: Department of Surgery, Division of General Surgery, Medical University of Vienna, General Hospital Vienna, Austria,
Patients: 38

Methods: A total of 38 patients scheduled for neo-adjuvant chemo(radio)therapy for locally advanced oesophageal cancer,
cardia cancer or subcardial gastric cancer underwent placement of self-expanding plastic stents or covered metal stents due
to severe dysphagia and weight loss.

Results: Instant dysphagia relief was achieved in 37 (97.4%) of 38 patients. Dysphagia scores declined from mean 3.0 +/- 0.7
before stent placement to 0.6 +/- 0.9 at restaging. After completion of the neo-adjuvant therapy 20 (52.6%) of the 38 patients
underwent resection of the tumour, 5 patients (13.2%) underwent primary resection without receiving chemotherapy while 12
patients (31.6%) did not undergo surgery. Stent-related complications were observed as perforation, mediastinitis, tracheo-
oesophageal fistula, bleeding and jejunal perforation caused by a migrated stent. Serum albumin significantly decreased in
patients with progressive disease despite successful stenting (40.0 +/- 4.9 mg/d| versus 29.7 +/- 6.4 mg/d|, p < 0.05) while
stable albumin levels were found in patients who underwent surgery (39.9 +/- 4.3 mg/dl versus 39.1 +/- 3.8 mg/dl, p = 0.484).

Conclusion: Placement of self-expanding stents is highly effective for instant dysphagia relief, enabling adequate oral nutrition
during neo-adjuvant therapy, but is limited by a high re-intervention rate.
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Percutaneous transhepatic insertion of self-expanding short metal stents for biliary obstruction before resection of

pancreatic or duodenal malignancy proves to be safe and effective.
Briggs CD, Irving GR, Cresswell A, Peck R, Lee F, Peterson M, Cameron IC.
Surg Endosc. 2010 Mar;24(3):567-71.

Background: The British Society of Gastroenterology guidelines for the management of malignant obstructive jaundice state:
"If a stent is placed prior to surgery, this should be of the plastic type and it should be placed endoscopically. Self-expanding
metal stents should not be inserted in patients who are likely to proceed to resection." In 2003, a small series of complications
after endoscopic intervention caused a change in the authors' practice. Currently, all patients requiring relief of biliary
obstruction before surgical resection undergo attempted insertion of a short metal biliary stent.

Design: retrospective analysis

Setting: Department of Hepatobiliary and Pancreatic Surgery, Royal Hallamshire Hospital, Sheffield Teaching Hospitals NHS
Trust, Sheffield, UK

Patients: 67 patients with resectable malignancies and biliary obstruction

Methods: Retrospective analysis of the authors' prospective database containing all patients presenting with periampullary
and pancreatic tumors between January 2004 and May 2008 was performed.

Results: The authors have attempted percutaneous placement of internal metal stents in 67 patients with resectable
malignancies and biliary obstruction. Stenting was successful for 53 patients (79%), and 5 patients (9.4%) experienced
complications. These five patients were successfully managed conservatively, and all proceeded to trial dissection. The mean
bilirubin level was 253 mg/d| before intervention and 33 mg/dl before surgery for the stented patients compared with 308
mg/dl before intervention and 102 mg/d| before surgery for those who needed external drainage.

Conclusion: Percutaneous insertion of short metal stents provides a safe and effective alternative to endoscopic stent
placement for treating jaundice preoperatively in patients with potentially resectable tumors around the pancreatic head.

Novel Endovascular Techniques for Repair of Traumatic Bilateral Axillary Artery Disruption with Long-Term Follow-Up.
Chander RK, Lyon RT, Romano AE, Priovolos S, Lieb J, Pelaez C, Barone JE.

Ann Vasc Surg. 2010 Feb 3. [Epub ahead of print]

Key words: artery, SEMS, Zilver, rupture, case

Background: We describe a case of innovative endovascular techniques to repair traumatic bilateral axillary artery disruption.
Obijective:
Design: novel case report

Setting: Lincoln Medical and Mental Health Center affiliate of Weill Cornell Medical College and New York Medical College,
Bronx, NY.



Patients: 36-year-old male

Intervention: A 36-year-old male construction worker fell eight stories from a scaffold and sustained bilateral axillary artery
injuries. The injuries between the brachial and axillary arteries were bridged using long bare self-expanding stents (Zilver).

Conclusion: To the best of our knowledge, this is a novel case report from a level-one trauma center where endovascular
techniques were employed to repair bilateral axillary arteries with long-term follow-up.

Percutaneous transcholecystic metallic stent placement for malignant obstruction of the common bile duct: preliminary

clinical evaluation.

Yasumoto T, Yokoyama S, Nagaike K.

J Vasc Interv Radiol. 2010 Feb;21(2):252-8.

Key words: SEMS, percutaneous, ERBD, malignant, biliary, cholangiocarcinoma, lymph, cyst, gaster, retrospective

Objective: To evaluate the technical success and clinical effectiveness of percutaneous transcholecystic placement of self-
expanding metallic stents for the treatment of malignant obstructions of the common bile duct.

Design: retrospective study
Setting: Department of Radiology, Toyonaka Municipal Hospital, Toyonaka City, Osaka, Japan.
Patients: 15 patients with malignant obstruction at the lower level of the common bile duct

Methods: Fifteen patients with malignant obstruction at the lower level of the common bile duct not amenable to surgery
were retrospectively reviewed in this study. In all patients, conventional biliary drainage via transhepatic peripheral duct
access or endoscopic retrograde biliary drainage (ERBD) were technically difficult or deemed so at imaging evaluation. The
causes of obstruction were cholangiocarcinoma, pancreatic carcinoma, and metastatic lymphadenopathy from gastric
carcinoma in the hepatoduodenal ligament. Following percutaneous cholecystostomy, a 5-F catheter was inserted into the
common bile duct, duodenum, or the anastomosed jejunum through the cystic duct and the malignant obstruction and
metallic stents were placed. The technical success was defined as the removal of the drainage tube after the stent placement
for the obstruction. The mean follow-up period was 25.4 months.

Results: Sixteen stents were placed in 15 patients. Technical success was achieved in all patients (100%) without major
complications. Minor complications included controllable pain or self-limited hemobilia in six of the 15 patients (40%). Lower
bilirubin levels compared with those before the procedure were achieved in 14 of the 15 patients (93%).

Conclusion: Percutaneous transcholecystic placement of metallic stents is a feasible and effective method to manage
malignant obstruction at the lower level of the common bile duct not amenable to surgery when conventional biliary drainage
via transhepatic peripheral duct access or ERBD were technically difficult or deemed so at imaging evaluation.
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Factors associated with the long-term outcome of a self-expandable colon stent used for palliation of malignant colorectal

obstruction.

Jung MK, Park SY, Jeon SW, Cho CM

Surg Endosc. 2010 Mar;24(3):525-30

Key words: SEMS, palliation, colorectal, bowel, malignant, complication, migration, ingrowth, perforation

Background: The placement of self-expanding metal stents (SEMS) is a safe and effective definitive procedure for the palliation
of malignant colorectal obstruction.

Objective: In this study, the clinical outcomes, including the technical and clinical success rates, and the risk factors associated
with the long-term outcomes of palliative SEMS were evaluated.

Setting: Division of Gastroenterology and Hepatology, Department of Internal Medicine, Kyungpook National University
Hospital, Daegu, South Korea.

Patients: 39 with malignant colorectal obstruction

Methods: From February 2002 to April 2008, 39 patients (18 men and 21 women) with malignant colorectal obstruction
underwent placement of uncovered or covered stents under fluoroscopic or endoscopic guidance. The mean age of the
patients was 64.5 +/- 14.6 years (range, 37-96 years).

Results: The technical success rate was 100% (39/39), and the clinical success rate was 87.2% (34/39). Five cases had failed
relief of the obstruction due to the development of migration in two patients, two malfunctions, and one perforation. Four
patients experienced late complications: migration managed with a palliative colostomy in two patients, tumor ingrowth
managed successfully with a second stent in one patient, perforation with an intraabdominal abscess at the upper margin of
the stent 4 months after stenting in one patient. The location of the obstruction and the length of the stent were significant
factors associated with a good outcome. Shorter stents (<10 cm) had better outcomes than longer stents (>/=10cm; p =
0.008), and patients with a distal colorectal obstruction had better outcomes than those with a proximal colorectal obstruction
(p =0.015).

Conclusion: Patients with bowel obstruction involving a short segment and those with a distal obstruction had better stent
outcomes.

Percutaneous transcholecystic metallic stent placement for malignant obstruction of the common bile duct: preliminary

clinical evaluation.

Yasumoto T, Yokoyama S, Nagaike K.

J Vasc Interv Radiol. 2010 Feb;21(2):252-8.

Key words: SEMS, percutaneous, ERBD, malignant, biliary, cholangiocarcinoma, lymph, cyst, gaster, retrospective



Objective: To evaluate the technical success and clinical effectiveness of percutaneous transcholecystic placement of self-
expanding metallic stents for the treatment of malignant obstructions of the common bile duct.

Design: retrospective study
Setting: Department of Radiology, Toyonaka Municipal Hospital, Toyonaka City, Osaka, Japan.
Patients: 15 patients with malignant obstruction at the lower level of the common bile duct

Methods: Fifteen patients with malignant obstruction at the lower level of the common bile duct not amenable to surgery
were retrospectively reviewed in this study. In all patients, conventional biliary drainage via transhepatic peripheral duct
access or endoscopic retrograde biliary drainage (ERBD) were technically difficult or deemed so at imaging evaluation. The
causes of obstruction were cholangiocarcinoma, pancreatic carcinoma, and metastatic lymphadenopathy from gastric
carcinoma in the hepatoduodenal ligament. Following percutaneous cholecystostomy, a 5-F catheter was inserted into the
common bile duct, duodenum, or the anastomosed jejunum through the cystic duct and the malignant obstruction and
metallic stents were placed. The technical success was defined as the removal of the drainage tube after the stent placement
for the obstruction. The mean follow-up period was 25.4 months.

Results: Sixteen stents were placed in 15 patients. Technical success was achieved in all patients (100%) without major
complications. Minor complications included controllable pain or self-limited hemobilia in six of the 15 patients (40%). Lower
bilirubin levels compared with those before the procedure were achieved in 14 of the 15 patients (93%).

Conclusion: Percutaneous transcholecystic placement of metallic stents is a feasible and effective method to manage
malignant obstruction at the lower level of the common bile duct not amenable to surgery when conventional biliary drainage
via transhepatic peripheral duct access or ERBD were technically difficult or deemed so at imaging evaluation.

Factors associated with the long-term outcome of a self-expandable colon stent used for palliation of malignant colorectal

obstruction.

Jung MK, Park SY, Jeon SW, Cho CM

Surg Endosc. 2010 Mar;24(3):525-30

Key words: SEMS, palliation, colorectal, bowel, malignant, complication, migration, ingrowth, perforation

Background: The placement of self-expanding metal stents (SEMS) is a safe and effective definitive procedure for the palliation
of malignant colorectal obstruction.

Objective: In this study, the clinical outcomes, including the technical and clinical success rates, and the risk factors associated
with the long-term outcomes of palliative SEMS were evaluated.

Setting: Division of Gastroenterology and Hepatology, Department of Internal Medicine, Kyungpook National University
Hospital, Daegu, South Korea.
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Patients: 39 with malignant colorectal obstruction

Methods: From February 2002 to April 2008, 39 patients (18 men and 21 women) with malignant colorectal obstruction
underwent placement of uncovered or covered stents under fluoroscopic or endoscopic guidance. The mean age of the
patients was 64.5 +/- 14.6 years (range, 37-96 years).

Results: The technical success rate was 100% (39/39), and the clinical success rate was 87.2% (34/39). Five cases had failed
relief of the obstruction due to the development of migration in two patients, two malfunctions, and one perforation. Four
patients experienced late complications: migration managed with a palliative colostomy in two patients, tumor ingrowth
managed successfully with a second stent in one patient, perforation with an intraabdominal abscess at the upper margin of
the stent 4 months after stenting in one patient. The location of the obstruction and the length of the stent were significant
factors associated with a good outcome. Shorter stents (<10 cm) had better outcomes than longer stents (>/=10cm; p =
0.008), and patients with a distal colorectal obstruction had better outcomes than those with a proximal colorectal obstruction
(p =0.015).

Conclusion: Patients with bowel obstruction involving a short segment and those with a distal obstruction had better stent
outcomes.

Antireflux stent versus conventional stent in the palliation of distal esophageal cancer. A randomized, multicenter clinical

trial

John BIombergl, Urs Wengerl, Jesper Lagergrenl, Urban Arnelo?, Torhallur Agustssonz, Erik Johnsson?®, Ervin Toth* & Pernilla
Lagergren1

Scandinavian Journal of Gastroenterology
February 2010, Vol. 45, No. 2, Pages 208-216
Key words: antireflux, SEMS, Z-stent, Ultraflex, Wallstent, esophagus, palliation, cancer, multicenter

Obijective: Patients with incurable distal esophageal or cardia cancer often need palliative stenting to relieve their dysphagia
but stents passing through the cardia can cause reflux and aspiration, leading to a reduced health-related quality of life
(HRQL). This study addressed the hypothesis that antireflux stenting improves HRQL compared to conventional stenting.

Design: single-blind, multicenter, randomized trial

Setting: "Upper Gastrolntestinal Research (UGIR), Department of Molecular Medicine and Surgery, Karolinska Institutet,
Stockholm, Sweden

’Gastrocentrum, Karolinska University Hospital, Stockholm, Sweden
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*Sahlgren's University Hospital, Gothenburg, Sweden
4Department of Medicine, Malmo University Hospital, Malmo, Sweden

Patients: 65

Methods: In a single-blind, multicenter, randomized trial in patients with inoperable esophageal or cardia cancer requiring
palliative stenting passing through the cardia, 65 patients were stented. Patients received either an antireflux stent
(Esophageal Z-Stent with Dua antireflux valve; n = 28) or a conventional stent (Esophageal Z-stent, Ultraflex or Wallstent; n=
37). Validated questionnaires (European Organization for Research and Treatment of Cancer QLQ-C30 and QLQ-OES18) were
used to collect information on HRQL at baseline and 1 and 3 months after stenting. Main outcome measurements were
differences in HRQL scores between baseline and 1 and 3 months after stenting.

Results: Scores for most aspects of HRQL were similar in the two groups, and no statistically significant differences were
found. Some general symptoms however showed clinically relevant improvement in the antireflux stent group, while
esophageal-specific symptoms such as dysphagia seemed clinically better, and symptoms of reflux were clinically reduced in
the conventional stent group but not in the antireflux stent group.

Conclusion: This study, although limited in size, provided no obvious support for using the antireflux stent in preference to the
conventional stent in the palliation of distal esophageal or cardia cancer from an HRQL perspective.

Occlusion Rate and Complications of Plastic Biliary Stent Placement in Patients Undergoing Neoadjuvant

Chemoradiotherapy for Pancreatic Cancer With Malignant Biliary Obstruction.

Boulay BR, Gardner TB, Gordon SR.
J Clin Gastroenterol. 2010 Feb 22. [Epub ahead of print]
Key words: Biliary, SEPS, SEMS, pancreas, cancer, malignant, palliative,

Background: Malignant biliary obstruction is a common feature of pancreatic ductal adenocarcinoma and palliative plastic
biliary stents are often placed during neoadjuvant chemoradiotherapy before operative resection.

Objective: Determine the stent patency rates, need for additional procedures, and complications of plastic biliary during
neoadjuvant chermoradiotherapy.

Setting: Section of Gastroenterology and Hepatology, Dartmouth-Hitchcock Medical Center, Lebanon
Patients: Forty-nine patients with resectable or locally advanced pancreatic adenocarcinoma and biliary obstruction
Intervention: Plastic biliary stent placed endoscopically before receiving neoadjuvant chemoradiotherapy.

Results: The median time from stent placement to surgery was 150 days (range 71-227 d). Twenty-two patients (45%) had
stents that remained patent throughout the course of neoadjuvant therapy. The remaining 27 patients (55%) required repeat
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ERCP for stent exchange, a median of 82.5 days after original stent placement (range 14-183 d). Fourteen were owing to
abnormal liver enzymes or jaundice and 13 were owing to ascending cholangitis. Seventeen of these patients (63%) required
hospitalization for either biliary obstruction or cholangitis. The median duration of hospital stay associated with stent
exchange was 3 days (range 2-13 d).

Conclusion: Plastic biliary stents do not maintain patency during the time required for most patients to complete neoadjuvant
chemoradiotherapy for pancreatic adenocarcinoma. Initially placing metallic stents to palliate malignant obstruction may be a
safer and more cost-effective strategy.

Clinical Outcomes of Using a Conservative Approach of Late Esophageal Stent Placement in Palliation of Malignant

Dysphagia.

Chadha KS, Schiff M, Sitrin MD, Wilding GE, Nava H.

J Gastrointest Cancer. 2010 Feb 23. [Epub ahead of print]

Kery words: stent, palliation, esophagus, cancer, malignant, dysphagia, complication

Background: Esophageal stents have been used as first-line treatment for palliation of malignant dysphagia, but this is
associated with significant complications.

Objective: The present study evaluated clinical outcomes and survival in patients with malignant dysphagia with esophageal
stent placement who did not respond to prior chemoradiation or endoscopic modalities.

Setting: Division of Gastroenterology, Hepatology and Nutrition, State University of New York at Buffalo, ECMC, NY, USA.

Patients: Thirty-five patients with esophageal cancer

Methods: Patients with esophageal cancer, who had esophageal stents, were retrospectively reviewed from the electronic
medical records. The patient demographics, type of stent placed, dysphagia scores, stent-related complications, and survival
were recorded.

Intervention: Thirty-five patients with esophageal cancer received a total of 41 stents.

Results: There were 25 males and 10 females with mean age of 69.8 years. Twenty-two patients had esophageal
adenocarcinoma, ten patients had squamous cell carcinoma, and three had poorly differentiated tumor. Esophageal
malignancy was early stage (1, Il) in 10 patients and advanced (lll, IV) in 24 patients. Three patients had upper esophageal
involvement, eight patients had mid-esophageal involvement; distal esophageal malignancy was present in 24 patients with 10
patients having gastroesophageal junction involvement. Six patients presented with tracheoesophageal fistula. Nine patients
had prior esophagectomy. Thirty-three patients had chemoradiation, and 32 patients had other endoscopic therapies
previously. Twelve of the 35 (33%) patients developed stent-related complications; nine patients had dysphagia due to various
causes; one patient each developed aspiration, intractable hiccups, and intractable vomiting after stent placement,
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respectively. Nine patients underwent a repeat esophagogastroduodenoscopy. Development of stent-related complications
was not significantly associated with poor survival.

Conclusion: The clinical outcomes for patients with esophageal stent placement for malignant dysphagia after chemoradiation
and other endoscopic treatments is not worse than that reported in patients where esophageal stent placement was used as
first-line treatment.

Outcome of second interventions for occluded metallic stents in patients with malignant biliary obstruction.

Ridtitid W, Rerknimitr R, Janchai A, Kongkam P, Treeprasertsuk S, Kullavanijaya P.
Surg Endosc. 2010 Feb 23. [Epub ahead of print]
Key words: SEMS, biliary, SEPS, malignant, ERCP, stent-in-stent

Background: Although self-expandable metallic stent (SEMS) has a longer patency than plastic stent (PS) for malignant biliary
obstruction, stent occlusion can occur and drainage has to be reestablished in a patient with expected long survival. However,
the choices are still controversial among restenting with SEMS, PS, and percutaneous transhepatic biliary drainage (PTBD).

Obijective: This study was designed to determine the efficacy and outcome of PS, SEMS, and PTBD for patients with occluded
SEMS.

Setting: Division of Gastroenterology, Department of Internal Medicine, Faculty of Medicine, Chulalongkorn University,
Bangkok, Thailand.

Patients: 32

Methods: A total of 154 ERCPs with SEMS insertion were performed at the Endoscopy Unit of Chulalongkorn University. The
causes of obstructive jaundice were cholangiocarcinoma (n = 110), pancreatic cancer (n = 41), and metastatic carcinoma (n =
3). Thirty-two patients (20.9%) with occluded SEMS (uncovered SEMS = 22 and covered SEMS = 10) were identified. PS, SEMS,
and PTBD were used to reestablish drainage in 11, 14, and 7 patients, respectively. The second stent was inserted as stent-in-
stent. Patients with less advanced disease were preferably opted to have a second SEMS.

Results: The median stent patency of second SEMS (100 days) was significantly longer than PS (60 days) and PTBD (75 days; p
< 0.05). The median survival time for patients with second SEMS (230 days) was significantly longer than patients with PS (130
days) and PTBD (150 days; p < 0.05). Subgroup analysis in hilar obstructions showed no statistical difference in second stent
patency and survival between PS and SEMS. Pain that required oral narcotic developed in 71% (5/7) of PTBD patients.

Conclusion: In general, a second SEMS insertion in occluded SEMS provides a significant longer patency time than PS and
PTBD. However, the benefit of SEMS as a second intervention in hilar obstructed patients is still doubtful.

Nitinol biliary stent versus surgery for palliation of distal malignant biliary obstruction.

Castafio R, Lopes TL, Alvarez O, Calvo V, Luz LP, Artifon EL.
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Surg Endosc. 2010 Feb 21. [Epub ahead of print]
Key words: nitinol, biliary, SEMS, pancreas, palliation, malignant, bypass, retrospective

Background: Curative resection of pancreatic and biliary malignancies is rare. Most tumors are inoperable at presentation, and
palliation of jaundice often is the goal. Biliary decompression can be achieved by surgical diversion or endoscopic biliary
stents.

Obijective: This study aimed to compare clinical outcomes between surgical bypass and endoscopic uncovered nitinol stents in
the palliation of patients with malignant distal common bile duct obstruction.

Design: A multicenter, retrospective, cohort study

Setting: Hospital Pablo Tobdn Uribe, Gastroenterologia, Universidad de Antioquia, Grupo de Gastrohepatologia, Universidad
Pontificia Bolivariana, Medellin, Colombia,

Patients: 86 patients with inoperable malignant distal common bile duct strictures

Methods: These patients had undergone surgery (group 1) or placement of an uncovered 30-Fr self-expandable nitinol stent
produced locally in Medellin, Colombia (group 2).

Main outcome measurements: Cumulative biliary patency, hospital stay, and patient survival. The study enrolled 86 patients
(mean age, 66 years; range, 43-78 years) including 40 patients in group 1 and 46 patients in group 2. Both groups were similar
in terms of age, gender, liver metastasis, and diagnosis.

Results: Technical success was achieved for 38 patients in group 1 (95%) and 43 patients in group 2 (93%). Functional biliary
decompression was obtained in for 35 of the surgical patients (88%) and 42 of the stented patients (91%). Group 2 had lower
rates for procedure-related mortality (2 vs. 7.5%; p = 0.01), a lower frequency of early complications (8.7 vs. 45%; p = 0.02),
and a shorter hospital stay (median, 6 vs. 12 days; p = 0.01). Recurrent jaundice occurred for three patients in group 1 (7.5%)
and eight patients in group 2 (17.3%) (p = 0.198). Late gastric outlet obstruction occurred for 12.5% of the patients in group 1
and 13% of the patients in group 2 (p = 0.73). Despite the early benefits of stenting, no significant difference in the median
overall survival between the two groups was found (group 1, 163 days; group 2, 178 days; p = 0.11). The limitations of this
study included the small number of patients and the retrospective design.

Conclusion: Endoscopic stenting and surgery are effective palliation. The former is associated with fewer early complications
and the latter with fewer late complications. Patients who do not qualify for curative resection may be better managed by
stent placement. Surgery should be reserved for patients more likely to survive longer.

Complications of metallic stent placement in malignant esophageal stricture and their management.

Turkyilmaz A, Eroglu A, Aydin Y, Kurt A, Bilen Y, Karaoglanoglu N.
Surg Laparosc Endosc Percutan Tech. 2010 Feb;20(1):10-5.



Background: At the present time, covered self-expandable metallic stent placement is the palliative treatment method for
inoperable esophageal cancer. However, life-threatening early and late complications are seen related to esophageal stent
placement.

Objective: In this study, we discuss complications of esophageal stent placement with their management and present our own
experience.

Setting: Departments of *Thoracic Surgery dagger, Internal Medicine, Medical Faculty, Ataturk University, Erzurum double
dagger, Thoracic Surgery, Atatirk Training and Research Hospital for Chest Disease and Chest Surgery, Ankara, Turkey

Patients: 174

Intervention: Between January 2000 and February 2009, 215 covered esophageal stent placements were performed in 174
inoperable esophageal cancer and/or esophagorespiratory fistula patients in the Department of Thoracic Surgery at the
Ataturk University Hospital.

Results: Major complications related to stent placement developed in 24 patients (11 bleeding, 6 aspiration pneumonia, 3
tracheal compressions, 2 perforations, and 2 esophagorespiratory fistulas). Two hundred and thirty minor complications were
observed among 174 patients (165 chest pain, 29 tumoral overgrowth, 17 stent migration, 6 gastroesophageal reflux, 3 failure
in stent placement, 3 hiccup, 2 foreign body sensation, 2 failure in stent expansion, 1 tumor ingrowth, 1 granulation tissue
formation, and 1 food bolus obstruction). Reintervention was required in 56 (32.2%) patients who experienced complications.
Stent-related mortality was seen in 4 (2.3%) patients (2 aspiration pneumonia, 1 tracheal compression, and 1
esophagorespiratory fistula). One hundred sixty-two of 174 patients died during follow up. The mean survival time was
177.3+/-59.3 days (range: 2 to 993 d).

Conclusion: The complication rate of self-expandable metallic stent placement is high in inoperable esophageal cancer
patients. Although some of these complications are life threatening, many of them can be managed successfully with
endoscopic reintervention.



