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Malignant colorectal obstructions urgently require decompression therapy to prevent the severe
risks of intestinal ischemia and bowel perforation. In managing malignant colonic strictures
endoscopically, the use of self-expandable metal stents (SEMS) is the predominant approach.
Colonic SEMs are primarily used in preoperative decompression therapy before curative sur-
gery and palliative treatment in patients with advanced disease stages. Furthermore, the stent-
ing process, which requires rigorous clinical supervision, can lead to complications. This review
endeavors to concisely review the clinical considerations associated with the SEMS procedure,
with a focus on its indications, technical aspects, and potential complications that may arise
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Table 1. Summary of ESGE Recommendation for Self-expandable Metal Stents for Obstructing Colonic and Extracolonic Cancer

Category

Statements

General considerations before
colonic stenting

- ESGE recommends colonic stenting to be reserved for patients with clinical symptoms and
radiological signs of malignant large-bowel obstruction, without signs of perforation. ESGE does not

recommend prophylactic stent placement. Strong recommendation, low quality evidence.

- ESGE recommends performing contrast-enhanced CT scan when malignant colonic obstruction is
suspected. Strong recommendation, low quality evidence.

- ESGE recommends examination of the remaining colon to exclude synchronous pathology in
patients with potentially curable colonic cancer, either before or no more than 6 months after
alleviation of the colonic obstruction. Strong recommendation, low quality evidence.

- ESGE recommends that colonic stenting for diverticular disease should be avoided. Strong
recommendation, low quality evidence.

- ESGE recommends to take endoscopic biopsies of an obstructing tumor; however pathological
confirmation of malignancy should not persistently be pursued in an urgent setting, such as during
stent placement for acute colonic obstruction. Strong recommendation, low quality evidence.

- ESGE suggests that patients with a colonic obstruction should receive preparation with an enema to
clean the colon distal to the stenosis in order to facilitate stricture visualization and stent placement.
Weak recommendation, low quality evidence.

- ESGE does not recommend antibiotic prophylaxis specifically for colonic stenting. Strong
recommendation, low quality evidence.

- ESGE recommends that colonic stenting should be performed or directly supervised by an operator
who can demonstrate competence in both colonoscopy and fluoroscopic techniques and who
performs colonic stenting on a regular basis. Strong recommendation, low quality evidence.

16

https://doi.org/10.562927/jdcr.2024.12.1.15



SEMSs for Malignant Colorectal Obstruction J D c R

Table 1. Continued

Category

Statements

Technical considerations of
colonic stenting

Clinical indication: colonic
stenting as a bridge to
elective surgery

Clinical indication: palliative
colonic stenting

Adverse events related to
colonic stenting

- ESGE suggests that colonic stenting should be performed with the combined use of endoscopy and
fluoroscopy. Weak recommendation, low quality evidence.

- ESGE recommends not to perform stricture dilation in the setting of colonic stenting. Strong
recommendation, low quality evidence.

- ESGE recommends the use of uncovered SEMS in the curative setting. Strong recommendation, low
quality evidence.

- ESGE suggests the use of uncovered SEMS in the palliative setting. Weak recommendation, low
quality evidence.

- ESGE suggests to individually tailor the length of the stent to the length of the stenosis and location
of the tumor, whereby the stent should preferably extend beyond the stricture at both ends by 1.5-2
cm. Weak recommendation, low quality evidence.

- ESGE recommends stenting as a bridge to surgery to be discussed, within a shared decision-making
process, as a treatment option in patients with potentially curable leftsided obstructing colon cancer
as an alternative to emergency resection. This discussion should include the following factors:
availability of required stenting expertise, risk of stent-related perforation, higher recurrence rates,
similar overall survival and postoperative mortality, lower overall complication rates and permanent
stoma rates, higher proportion of laparoscopic one-stage surgery procedures, and technical and
clinical failure rates of stenting. Strong recommendation, high quality evidence.

- ESGE suggests reluctance regarding colonic stenting of long-segment stenosis in a curative setting.
Weak recommendation, low quality evidence.

- ESGE suggests a time interval of approximately 2 weeks until resection when colonic stenting
is performed as bridge to elective surgery in patients with curable left sided colon cancer. Weak
recommendation, low quality evidence.

- ESGE suggests that a decompressing stoma as bridge to elective surgery is a valid option if the
patient is not a candidate for colonic stenting or when stenting expertise is not available. Weak
recommendation, low quality evidence.

- ESGE suggests consideration of colonic stenting for malignant obstruction of the proximal colon
either as a bridge to surgery or in a palliative setting. Weak recommendation, low quality evidence.

- ESGE recommends colonic stenting as the preferred treatment for palliation of malignant colonic
obstruction. Strong recommendation, high quality evidence.

- ESGE recommends chemotherapy as a safe treatment in patients who have undergone palliative
colonic stenting. Strong recommendation, low quality evidence.

- ESGE suggests that antiangiogenic therapy (e.g. bevacizumab) can be considered in patients
following colonic stenting. Weak recommendation, low quality evidence.

- ESGE does not suggest colonic stenting while patients are receiving antiangiogenic therapy, such as
bevacizumab. Weak recommendation, low quality evidence.

- ESGE suggests consideration of colonic stenting as an alternative to decompressive surgery as
palliative treatment for obstruction caused by extracolonic malignancy, although technical and
clinical success rates are inferior to those reported in stenting of primary colonic cancer. Weak
recommendation, low quality evidence.

- In the palliative setting, ESGE recommends endoscopic re-intervention by stent-in-stent placement
for colonic stent obstruction, or stent replacement when migration occurs. Strong recommendation,
low quality evidence.

- In the curative setting, ESGE suggests early surgery rather than repeat colonic stenting when stent
obstruction or migration occurs in patients being bridged to surgery. Weak recommendation, low
quality evidence.

- ESGE recommends that emergency resection should be considered in patients with stent-related
perforation. Strong recommendation, low quality evidence.

CT, computed tomography; ESGE, European Society of Gastrointestinal Endoscopy; SEMS, self-expandable metal stent.
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Table 2. Algorithm for Self-expanding Metal Stent Placement Using through the Scope Technique [13]

Patient
preparation
— Determine needed stent length and size

- Bowel prep: use water soluble enemas enemas. Rarely oral prep may be appropriate
- CT Abdomen/Pelvis to define stricture extent, rule out pre-existing perforation

- Consider antibiotic prophylaxis in complete obstruction

Procedural set - Conscious sedation if lower aspiration risk

up - Consider general anesthesia with intubation for patients with high aspiration risk complete obstruction
- Use carbondioxide for insufflation and avoid overinsufflation

Through - Dual channel colonoscope with 3.7—4.2 mm working channel
the scope - Hydrophilic 5 Fr Jagwire is advanced beyond lesion
technique - Inject contrast beyond stenosis — define stricture anatomy
- Stent is passed through working channel of scope and advanced over wire
- Deploy stent from proximal to distal under endoscopic and fluoroscopic visualization
Post - KUB to assess stent positioning and rule out perforation

intervention
management
Things to note

- Encourage low residual diet + stool softeners

- Pneumatic dilation is discouraged

- Stent should extent proximally and distally beyond lesion — at least 2—4 cm
- Avoid passing endoscope through stent- may increase migration rate
- Clinical success noted as relief of obstruction at 24 hours

CT, computed tomography; KUB, kidney, ureter, bladder.
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