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ABSTRACT

One of the problems that can appear in patients with total gas-
trectomy for adenocarcinoma with esophagoenteral anastomosis
is the appearance of a stenosis of the anastomosis. These stenosis
are frequently malignant due to relapse of neoplasia. The thera-
peutic possibilities available are the surgical bypass or palliative
treatment. There is very little experience described in the literature
(21 cases) on the placing of self-expandable metal stents as a pal-
liative treatment for the symptoms of stenosis.

We present our experience of 3 patients, in whom 4
esophageal stents were fitted (1 covered and 3 uncovered) with
good results. The dysphagia disappeared or improved, it allowed
the ingestion of a soft diet and meant an improvement in the qual-
ity of life and at the same time stopped the weight loss. It seems
an effective palliative treatment as a treatment for dysphagia in
patients with tumoral relapse in the anastomosis of total gastrec-
tomies.
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INTRODUCTION

In recent years there has been a progressive increase in
gastric adenocarcinoma, together with improvements in
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its surgical and oncologic treatment. Increasingly more
rescue surgeries are being performed when localized re-
lapses develop, while chemotherapy treatments are also
administered with both curative and palliative purposes.

The existence of multi-disciplinary teams has enabled a
more extensive management of these neoplasms, and has
particularly pointed what to do when inoperable relapses
appear with significant clinical manifestations such as
vomiting, dysphagia, and weight loss. There is little pub-
lished experience on the treatment to follow when we find
ourselves facing a malignant stenosis in patients with an
esophagojejunal anastomosis after a total oncological gas-
trectomy. Therapeutic possibilities include surgical bypass
and palliative treatment. Within possible palliations is the
insertion of an esophagoenteral stent, but there is little ex-
perience thereof in the literature (1-9).

The objective of this work is to describe the palliative
efficacy of esophagoenteral stents in patients after total
gastrectomy, and with a subsequent relapse of their gas-
tric neoplasm at the anastomosis or next to it.

PATIENTS AND METHODS

During the period between 1999 and January 2003, 130
stomach neoplasms were diagnosed out of 5,432 upper GI
endoscopies undertaken (2.39%). Of these, 3 patients were
subjected to total gastrectomy with curative intent, and
subsequently suffered a tumor relapse at the anastomosis
site. All three patients had the same symptoms, including
the presence of dysphagia and vomiting with weight loss.
Treatment consisted of the placement of esophagoentereral
stents using endoscopy —with an Ultraflex®, covered or
otherwise, from Boston Scientific Corporation S.A.— in or-
der to palliate the symptoms of patients.

The prostheses were placed under endoscopic vision,
leaving the end of the stent in the small intestine and the
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proximal side in the esophagus. Also, we had radiologic
control in order to check the situation and opening of the
stent. The patient remained at rest for 24 hours, and after
a control X-rays to check the correct placement of the
prosthesis, they were put on a liquid diet.

All 3 cases reported, and their clinical outcome are de-
scribed below.

Case 1

A 41-year-old woman had undergone total gastrecto-
my with Roux-Y reconstruction after presenting with a
poorly differentiated gastric adenocarcinoma 2 years ear-
lier. Chemotherapy was associated according to cisplatin
and iridotecan guidelines, and 12 cycles were given. She
required rescue surgery at 18 months for a local extralu-
minal tumor relapse —terminolateral anastomosis with
Roux-Y reconstruction and subtotal colostomy with ter-
minolateral ileocolic anastomosis and associated ileosto-
my. Surgical pieces clearly showed an infiltration of the
peritoneum, colon, and previously ascended intestinal
loop, and in the esophageal reflux area from resection.

She was referred to the Gastroenterology Department
for progressive dysphagia two months after surgery, ac-
companied by weight loss. An esophagogram was per-
formed in which a distal esophageal stenosis was found,
and subsequently an upper digestive endoscopy was
done: distal esophageal stenosis with normal mucosa,
with biopsies being negative for malignity; she also had
sutures and surgical staples. It was decided to remove the
sutures, and she was given 6 sessions of pneumatic dila-
tion, but these were ineffective. Given the suspicion of
transmural neoplastic infiltration and the continuing dys-
phagia, an uncovered esophageal stent of 7 cm was fitted
(Fig. 1). On expanding the stent, neoplastic infiltration
could be seen. After 48 hours she could take a soft diet
and showed a clearly improved dysphagia. The patient
also received cycles of associated palliative chemothera-
py-

Eight months after stenting there was a recurrence of
dysphagia and weight loss. At endoscopy a neoplastic
growth could be seen through the stent (Fig. 1); it was de-
cided to insert a covered esophageal stent 10 cm in
length. The patient was restarted on oral feeding, and her
dysphagia improved. She died 6 months later from sys-
temic tumor invasion.

Case 2

A 58-year-old woman had undergone total gastrectomy
with Roux-Y reconstruction for a Lauren’s diffuse, poorly
differentiated gastric adenocarcinoma 1 year before. She
needed a second surgery a month later to address an infiltra-
tion of the esophageal anastomosis ring, and also chemother-
apy was added. A year later an upper endoscopy was per-
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formed to study progressive dysphagia with weight loss,
which showed evidence of tumor relapse with associated
esophageal stenosis. It was decided to insert an uncovered 7-
cm stent — dysphagia disappeared and ingestion became pos-
sible. Biopsies taken from the stenosis were positive for ma-
lignity. The patient received palliative chemotherapy.

She died 8 months after stenting from tumor progres-
sion, peritoneal carcinomatosis, and pulmonary metas-
tases without dysphagia.

Case 3

A 69-year-old man had undergone total gastrectomy
with Roux-Y reconstruction for a poorly differentiated
gastric adenocarcinoma 12 months earlier. For backup
treatment he was given radiotherapy and chemotherapy,
after which he showed peritoneal implants in the histo-
logical study of the surgical piece. An upper endoscopy
was performed for progressive dysphagia and weight
loss, which demonstrated a fibrous ring at the esopha-
goenteral anastomosis, and a jejunal stenosis close to the
anastomosis. Biopsies were taken, which were negative
for malignity. Against the suspicion of local relapse from

Fig. 1.- A. Esophagoenteral stenosis seen with barium radiology
(arrows).
A. Estenosis esofagoenteral vista por radiologia baritada (flechas).
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Fig. 1.- B. Endoscopic image of a stenotic site at the anastomosis.
B. Imagen endoscdpica de la estenosis de la anastomosis.

Fig. 1.- C. Uncovered expandable stent in place.
C. Protesis expandible no recubierta colocada.

peritoneal carcinomatosis, an expandable uncovered 10-
cm esophageal stent was inserted (Fig. 2). The patient
died 4 months later from systemic tumor invasion.

DISCUSSION

Metal stents have conventionally been used for the
palliation of esophageal (10) and biliary neoplasms. Re-
cently they have been given new uses, such as the pallia-
tion of obstructive colon neoplasms, treatment of ob-
structed gastric outlet, and duodenal compression (3,11).
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Fig. 1.- D. Plain radiograph showing an expanded stent in place.
D. Radiologia simple con prétesis colocada y expandida.

Fig. 1.- E. Tumor relapse developing over the expandable stent.
E. Recidiva tumoral que reaparece sobre la protesis expandible.

On the other hand, we should remember that, in spite
of the improvement of surgical and oncologic therapies
for gastric adenocarcinoma, problems have arisen, in-
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Fig. 2.- C. Uncovered expandable esophagoenteral stent in place.
C. Protesis expandible esofagoenteral no recubierta colocada.

Fig. 2.- A. Stenosis in the intestinal loop close to the anastomosis in the
radiological study (arrow).

A. Estenosis en asa intestinal proxima a la anastomosis en el estudio ra-
diolégico (flecha).

Fig. 2.- B. Placing of the esophageal stent: a 0.035"" guide in the intes-

tinal loop. Fig. 2.- D. Abdomen radiograph with a stent placed and expanded.
B. Colocacion de protesis esofdgica: guia de 0.035"" en el asa intestinal. D. Radiologia de abdomen con protesis colocada y expandida.
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Table I. Published experience on expandable stents in patients with total gastrectomy for gastric neoplasia

Author Sex  Age Localization Cause Stent (n°) Survival Placing Cause of death
Roy-Choudhury (1) M 69 Antrum Leak Ultraflex (1) 13 months X-ray TEP
(4 cases) M 67 Corporeal Leak Telestep (3)
Gianturco-Z (1) 45 months X-ray Sepsis and empyema
M 67 Antrum Leak Ultraflex (1) + 7 months X-ray -
M 52 Minor curv. Leak Ultraflex (1) + 7 months X-ray -
Ustundag (2) M 73 Corporeal- Benign Ultraflex (1) - Endoscopy -
(1 case) fundus stenosis
Sherwood (3) F 82 - Malignant Ultraflex (1) 6 months Endoscopy Jaundice
(1 case) stenosis Esophacoil (1)
Kozarek (4) - - Not described Benign Not described - Endoscopy Not described
(1 case) stenosis
Winkelbauer (5) - - Cardias X-ray (14) +
(4 cases) - - Cardias Malignant Nitinol uncovered Ave. 5 endoscopy Not described
- - Cardias stenosis months (12), without
- - Cardias (1-11'm) specifying
Sugimoto (6) F 56 - Malignant Gianturco-Z (2) 4 weeks X-ray Digestive
(2 cases) stenosis and Ultraflex (1) bleeding
M 62 - Malignant Ultraflex (2) and 7 months X-ray Peritoneal
stenosis Gianturco-Z (1) carcinomatosis
Iguchi (7) F 42 Corporeal- Malignant Gianturco-Z 80 days X-ray Metastasis +
(1 case) fundus stenosis renal failure
Iwasaki (8) M 60 - Malignant Gianturco-Z 4 months X-ray Cachexia
(1 case) stenosis
Siersema (9) - - Not described
(6 cases) - - Not described Malignant Ultraflex covered 64 days on Endoscopy Progression of the
- - Not described stenosis and Gianturco-Z average tumour in general
- - Not described  (one with fistula)
- - Not described
- - Not described
Mancha-Centro F 41 Antrum Malignant Ultraflex (2) 14 months Endoscopy Tumoral invasion
(3 cases, described stenosis
in this article) F 58 Fundus- Malignant Ultraflex (1) 8 months Endoscopy Peritoneal
corporeal stenosis carcinomatosis
M 69 Corporeal Malignant Ultraflex (1) 4 months Endoscopy Tumoral invasion
stenosis

M: male, F: female.

cluding tumor relapse, which are not amenable to
surgery. Also these complications are associated with sig-
nificant clinical signs such as dysphagia or weight loss.
These problems are difficult to solve, particularly in pa-
tients who needed total gastrectomy, and who have an
esophagoenteral anastomosis. Potential therapies include
surgical bypass and various palliative treatments. There
is little experience in the literature on the placement of
expandable stents as a palliative treatment for tumor re-
lapses at the esophagoenteral anastomosis after total gas-
trectomy (1-9).

There are 21 cases described in the literature, most of
them by radiologists, without endoscopic control (1,2,5-8).
Different types of metal stents have been used: Esophacoil®,
Wallstent®, Ultraflex®, and Gianturco-Rosch Z stent®, all ob-
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taining a similar effectiveness. The most frequent indication
has been malignant stenoses from tumor relapse (15 cases)
(3,5-9), followed by anastomosis leaks (4 cases), with the
rest being for benign stenoses (2 patients) (2,4). Table I
shows the main characteristics of all cases described in the
literature, including the cases discussed in this work.

In our series, the placing of expandable metal stents at
the malignant stenosis in patients with total gastrectomy
has brought about a clear and obvious symptomatic im-
provement. This palliative treatment has allowed inges-
tion and improvement or disappearance of dysphagia. It
has also helped in controlling weight loss, and even
showed a weight gain for the first 2 patients. The placing
of an Ultraflex®-type stent under endoscopic control at
the esophagoenteral anastomosis enables correct place-
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ment, and even removal when needed. Patient tolerability
was optimal, with no difficulties in swallowing, except
for tumor growth inside the stent. Experience as reported
in the literature is consistent with our own, both in ex-
pandable stent effectiveness for palliative treatment, and
lack of complications during their placement. In fact, the
most frequent cause of death described in the literature
has been tumor progression (2,4-9) and secondary com-
plications arising from neoplastic disease (1,3). The
cause of death in our patients was neoplastic invasion and
progression. It does not seem that the type of stent used
for the palliation of symptoms had any influence, al-
though those most commonly used are Ultraflex® and Gi-
anturco-Z°.

In summary, the placing of an esophagoenteral stent in
the palliative treatment of dysphagia for tumor relapse in
patients with total gastrectomy seemed effective. It al-
lows oral ingestion, improves quality of life, and inhibits
weight loss, and it can also help in the implementation of
palliative chemotherapy as well.
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