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Introduction

Colorectal carcinoma is one of the leading causes of cancer death in the
United States, the estimated annual incidence being 150,000 new cases [1].
Acute obstruction occurs in 8-29% of patients with colorectal carcinoma and
most of the obstructing cancers are located in the descending and sigmoid colon
[2-5]. Colorectal carcinoma is currently the most common cause of acute
obstruction [6]. Acute bowel obstruction is a medical and surgical emergency
and patients have a poor prognosis because in general, they are elderly,
debilitated, dehydrated and present with electrolyte imbalance. The traditional
management strategy for acute colonic obstruction has been emergent surgical
decompression .

Colonic stent placement is a very attractive non-surgical option for the
management of patients with acute colonic obstruction. A self-expanding
metallic stent is placed across the stenotic lesion and successful, non-operative
colonic decompression may be achieved. This procedure can be performed
under fluoroscopic guidance alone, endoscopic guidance alone or a combination
of endoscopic and fluoroscopic guidance, depending on the operator’s
preference. The technique was described by Drs. Mainar and Tejero [7] and is
now considered an accepted strategy in the management of patients with acute
colonic obstruction [3] and it may even become the standard approach for this
condition [8].

INDICATIONS AND CONTRAINDICATIONS.

The most common indication for colonic stent placement is the treatment of
acute obstruction secondary to malignant colorectal carcinoma. The placement
of colonic stent in these cases may be temporary, as a “bridge” to surgery or
permanent as a palliative option [9]. Colonic stents may also be employed in the
treatment of acute obstruction secondary to benign conditions such as Crohn’s

disease, ischemic stenoses, post surgical strictures, diverticulitis and fistulae [6].



The only described contraindication to colonic stent placement is the evidence of

intestinal perforation [1, 8, 9].

RESULTS

The technical success rate varies between 90-100% [10-12], the mean
procedure time is 75 minutes, with a procedural time range between 28 and 180
minutes [10]. Bowel decompression is seen within 24 hr in approximately 85%
of the patients and in 96 hr, 92% of patients have had complete bowel
decompression [10]. Most treated lesions are located in the rectosigmoid region
and descending colon; The mean distance of the lesion to the anus is 20.1 cm
(range 4-75 cm) and the mean lesion length is 46.2 (34-65 mm) [10]. The mean
colonic preparation time for an elective surgery is 8.6 days (range: 6-16 days)
and the mean postoperative hospital stay is 10.3 days (6-35 days). Elective,
uneventful single stage surgery is possible in 75-100% of patients who undergo
a successful colonic stent placement [5, 8, 10].

Colonic stents have also been employed as a palliative option in unresectable
lesions [5, 13]. In the palliative group, an average of 64%-91% of stents remain
patent until patient’s demise. Stent obstruction occurs in 29% of patients [5] .
The mean survival time is 147-156 days, with a range of 125-169 days [5, 14].
The reported survival rate after palliative colonic stent placement is 55% at 3
months, 44% at 6 months and 25% at 9 months [15].

COMPLICATIONS.

The complication rate is 15%-42%. The most common complications include
including mild rectal bleeding, anorectal pain, tenesmus, stent malposition, tumor
ingrowth and stent obstruction [11, 15]. Colonic perforation is a potentially
severe complication that may require surgery [10, 15] , however, it may be
asymptomatic and require no specific treatment [15]. Colonic perforation may be
related to catheter and wire manipulation during the procedure or may be
related to erosion of the colonic wall by the sharp ends of the stent, which may

cause colon microperforations [15]. Another cause of colonic perforation is



balloon dilation of a recently deployed stent. For this reason, stent dilation in the
colon is not recommended [1, 15, 16].

Stent migration occurs in 7-40% of patients [5, 8, 17].
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