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Main recommendation

After diagnostic evaluation – CT scan

Strong recommendation

1. Clinical symptoms + radiological sign of cancer obstruction 

without perforation, no prophylactic stent placement

2. Stenting as bridge to surgery, Lt sided colon

3. Treatment for palliative malignant colonic obstruction

4. Should be performed or directly supervised by expert



Week recommendation 

5. Proximal colon, bridge for surgery or palliative setting

6. Time interval 2 weeks until surgery in Lt sided colon cancer

7. Decompressing stoma can be option if stent is not 

available



Introduction

• 2014 guideline update

• Large bowel obstruction occurs 8-13% of colon cancer

• All published RCT excluded within 8 to 10cm of the anal 
verge, proximal to the splenic flexure

-> only apply to left sided colon cancer



Recommendation and statements

1. General considerations before colonic stenting

Absolute contraindication
Diagnose obstruction
Define level
Identify etiology

3-4% synchronous cancer
CT – stenosing colon에서
정확도 떨어짐

Acute diverticulitis
Perforation risk 높아짐

Urgent setting 에서는
Bx 필수 아님

Risk of fever, bacteremia 
Is very low

10개 이상 시행한 군에서
성공률 더 높음



2. Technical considerations of colonic stenting

Through-the-scope or
Over-the-wire technique
Both use

Balloon dilatation – 효과없음
Stricture dilatation –
risk of perforation

Uncovered vs covered
Fewer complication, 
Less tumor overgrowth
Less SEMS migration
Longer SEMS patency
Fewer re-insertions
Risk of tumor ingrowth higher

Limited to ideal stent diameter, length



3. Clinical indication : colonic stenting as 
bridge to elective surgery

Technical fail rate : up to 25%, influenced by expertise, technique, 
location of obstruction 

Stent group vs surgery
Low morbidity rate, higher overall recurrence 
No difference in 5 year disease free survival

For individual, young – stent / elder – stoma ? 

Long stricture – associated 
benign disease
& higher risk of perforation

Surgey : 10 to 15 days 이상 시
postop complication 감소

Stent : 18일 이상 시
independent risk factor

Stent 불가능할 경우 좋은 option
Higher change of primary 
anastomosis





4. Clinical indication : palliative colonic stenting

Vs surgery 
Shorter hospitalization
Lower intensive care
No difference in mortality & 
morbidity

Ex) peritoneal metastasis

Chemotherapy
Reduce risk of mortality

Bevacizumab 
May be higher perforation risk

Stent during bevacizumab
Significant risk factor for 
complication



Low quality evidence!

1. Right-sided stent vs Lt-sided stent
Lower technical success rate, Longer procedure time

2. Comparing with emergency surgery
Lower mortality, Less major morbidity, Lower risk of anastomotic leakage

3. Palliative setting vs stoma 
No difference of morbidity, mortality 



5. Adverse events related to colonic stenting

Complication 20-30% : perforation, stent failure, migration, re-obstruction
Delayed complication 20% : stent migration, perforation

Perforation 7.4%, mortality 50% -> emergency op Guidewire malpositioning, stricture dilatation,
stent induced perforation, longer, angulated, 
diverticular strictures

Patency 3 to 12 months

Migration 1 to 10% Tumor shrinkage

Occlusion 3-29% Malignant tissue, tumor ingrowth, fecal impaction

Migration, re-obstruction : stent replacement or stent-in-stent



감사합니다


