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ABSTRACT

The role of metallic stents in the management of refractory variceal bleeding is now well established however, they have been
rarely used in the treatment of malignant gastrointestinal (GI) tract bleeding. To our knowledge, there are only three case
reports in this regard, where fully covered self-expandable metallic stents (SEMS) were placed for the treatment of bleeding
duodenal tumours. We have shared an experience of a novel and successful treatment of the oesophageal tumour-related
bleeding with a fully covered SEMS. The 49-year male with oesophageal cancer presented with haematemesis and had received
neo-adjuvant chemotherapy 3 weeks back. Upper Gl endoscopy revealed an obstructing distal oesophageal tumour with the
diffuse oozing of blood. While injection of adrenaline over a large ulcerated surface area was not possible, an attempt to treat it
with hemospray was also unsuccessful. Thus, a temporary fully covered SEMS was inserted across the tumour to create a tampo-
nade effect which resulted in the immediate cessation of the bleeding. This was endoscopically removed after a week and there

was no further bleeding in one-month follow-up.
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INTRODUCTION

The management of gastrointestinal (Gl) tumour-related
bleeding is challenging. Various endoscopic therapeutic options
to control the bleeding include thermal therapies, radiofrequency
ablation, endoloops, injection therapy, and hemospray. The
metallic stents are frequently used in the palliative management
of Gl tract tumours to relieve obstruction as well as to cover
tracheoesophageal (TE) fistulasinthe oesophageal cancer."More-
over, they have an emerging role as a bridging therapy to perform
surgery in gastroduodenal tumours with outlet obstruction and
obstructing colorectal cancers.”®> On the contrary, stents have
rarely been used in the treatment of malignant GI tract hemor-
rhagealthough, they have beenproven assafe and effectiveinthe
management of refractory variceal bleeding.* We report the first
caseofoesophagealtumour-related bleeding, whichwassuccess-
fully managed with the placement of a fully covered self-expand-
ablemetallicstent (SEMS) acrossthe tumour.
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CASE REPORT

A49-yearmale, adiagnosed case of oesophageal cancer (T3N1),
presented in the emergency department with multiple episodes
of haematemesis for one day. He had received three cycles of
neo-adjuvant chemotherapy (carboplatin and paclitaxel) 3
weeks back. He was hemodynamically stable. His laboratory
investigations showed a hemoglobin of 9 g/dl with a drop of 2 g/dI
over one week. The platelet count and international normalised
ratio (INR) were normal. They liverfunction tests were unremark-
able. After resuscitation, an upper Gl endoscopy was performed
which showed an obstructing distal oesophageal tumour with
diffuse oozing of blood from its surface. Due to the diffuse
bleeding from the large ulcerated tumour surface, injection of
adrenaline did not appear to be a good option, while an attempt
to treat it with 2g hemospray was unsuccessful. Thermal thera-
pies could notbe used duetothe stricturing tumourwhich limited
the access to its entire bleeding surface. Therefore, a 18x130
mm temporary fully covered SEMS (HANARO STENT) was
inserted across the tumour to create tamponade effect which
resultedinimmediate cessation of bleeding (Figure 1). Asurgical
opinionwasrequestedhowever,the patientappearedtobe medi-
cally inoperable. There was no further bleeding or hemoglobin
drop during the observation for 48 hours, after which, he was
dischargedfromthe hospital. One-weekfollowing the stentinser-
tion, a repeat endoscopy did not show any bleeding from the
tumour, and therefore, the stent was removed (Figure 2). The
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patientwas furtherfollowed upinaradiation oncology clinic after
one month and he did not report any further haematemesis or
melaena. He has been planned for palliative chemo-radio-
therapy.

4
Figure 1: Firstendoscopy showing bleeding tumour, unsuccessful hemo-
sprayuse, andbleeding control with stentinsertion.

r

Figure 2: Follow-up endoscopy showing non-bleeding oesophageal
tumour after removal of stent.

DISCUSSION

Avariety of available stents for the malignant diseases include
partially covered SEMSs (the proximal and distal ends of the
stent are devoid of covering), fully covered SEMSs (the entire
length of the stent is covered), uncovered SEMSs, and plastic
stents (SEPSs). Plastic stents are rarely used nowadays due to
the increased frequency of adverse events. The fully covered
SEMSs and partially covered SEMSs are predominantly used in
the treatment of various problems due to the malignant Gl tract
tumours.’ The most common indications, for the stent place-
ment in cancer settings, have been palliative treatment of the
tumour-related Gl tract obstruction and covering the tracheoe-
sophageal fistulas; however, stents are now gaining popularity
beyond palliation." Their role as a bridge to surgery in
obstructing colorectal and gastric tumours have been widely

advocated.”® Apart from dysphagia, another challenge with
upper Gl tract tumours is bleeding. Tumour-related bleeding
accounts for 1-5 % of upper Gl tract bleeding.’ The endoscopic
means of hemostasis in malignant Gl tract bleeding comprise
local injection of hemostatic materials, argon plasma coagula-
tion (APC), radiofrequency ablationandrecently, hemospray.In
one study, haemostasis was achieved in 86% patients by using
ethanolinjection, epinephrineinjection, bipolarelectrocoagula-
tion, orclips.’ Accordingtoanotherreview, contactthermalther-
apies are effective for the short-term Gl-related tumor bleeding
but have high rebleeding rates.® Hemospray was initially
utilised to control bleeding from wounds by the military in the
battlefield before its use as an endoscopic hemostatic agent to
control non-variceal Gl bleeding. It causes hemostasis by acti-
vating the platelets and the intrinsic coagulation pathway.
According to the French registry of 202 patients, immediate
hemostasis in the upper Gl bleeding by various causes was
achieved in 96.5% cases, but recurrent bleeding was noted on
day 8 and day 30 in 26.7% and 33.5% cases, respectively.” In
contrast to Gl tract bleeding from benign causes, the endos-
copic management of malignant bleeding has not appeared
promising.® Surgical resection for cure or palliation is the treat-
ment of choice for medically operable cases. As of now, the role
of fully covered stents has only been defined in refractory
variceal bleeding,’ while there are only three case reports of
their use to treat bleeding duodenal tumours.**°In two cases,
initial endoscopic treatment with APC and epinephrine failed to
stop bleeding from irresectable primary duodenal tumours. A
fully covered metallicstent was placed asarescue therapy after
several days to create a tamponade effect through its mesh.*’
This resulted in the cessation of bleeding. The third case had
refractory bleeding from the metastatic ulcerated duodenal
lesion due to recurrent hepatocellular carcinoma, which was
previously resected. After several unsuccessful endoscopic
attempts to control it with a variety of modalities (injection of
epinephrine, endo clips, and electrocautery), fully covered
SEMS insertion resulted in the success.” All three patients
remained admitted for many days requiring multiple transfu-
sions and repeated endoscopies till the placement of the stent.
On the other hand, our patient had bleeding from oesophageal
tumour and the stent was placed during the first endoscopy
when hemospray did not help and epinephrineinjection was not
possible. There was no further bleeding and the patient was
discharged within48 hours.

In conclusion, the fully covered metallic stent may provetobea
valuable rescue therapy for the refractory malignant upper Gl
tractbleedinginapalliative setting.

PATIENT'S CONSENT:
Informed consent was obtained from the patient to publish the
dataconcerningthis case.

COMPETING INTEREST:
Theauthorsdeclared nocompetinginterest.

AUTHORS’ CONTRIBUTION:
MZS, MS, JI: Got IRB approval, collected the data, prepared the

154

JCPSP Case Reports 2022, Vol. 0():153-155



Control of oesophageal tumour-related bleeding with a fully covered self-expandable metallic stent (SEMS) insertion

manuscript which was finally reviewed, critically analysed, and 5. Sheibani S, Kim JJ, Chen B, Park S, Keyashian K, Buxbaum J,

corrected by MAY. et al. Natural history of acute upper Gl bleeding due to

MAY: Performed the procedure and gave the idea to report the tumours: Short-term success and long-term recurrence

case with or without endoscopic therapy. Aliment Pharmacol
Allthe authors have approved the final versionto be published. Ther 2013; 38(2):44-150. doi: 10.1111/apt.12347.

6. Ofosua A, Ramaib D, Latsona W, Adler DG. Endoscopic

REFERENCES management of bleeding gastrointestinal tumors. Ann

. Spaander Manon CW, Baron TH, Siersema PD, Fuccio L,
Schumacher B, Escorsell A, et al. Esophageal stenting for

Gastroenterol 2019; 32(4):346-51. doi: 10.20524/a0g.
2019.0391.

benign and malignant Disease: ESGE clinical guideline. 7. Haddara S, Jacques J, Lecleire S, Bra.ncheJ, Leblanc S, Le

Endoscopy 2016; 48(10):939-48. doi: 10.1055/s-0042- Baleur Y, et al. A novel hemostatic powder for upper

114210. gastrointestinal bleeding: A multicenter study (the

N . "GRAPHE" registry). Endoscopy 2016; 48(12):1084-95.

. Gallo G, Sammarco G, Chiriatti APZ Calabria F, Saccg R. The d0i:10.1055/5-0042-116148.

role of self-expandable metallic stents as "bridge to

surgery" for the treatment of acute malignant colorectal 8. Yen HH, Chen YY, Su PY. Successful use of a fully covered

obstruction. Our experience. Annaliltaliani di Chirurgia metal stent for refractory bleeding from a duodenal

2017; 6:418-24. cancer. Endoscopy 2015; 47(Suppl 1):34-5. doi: 10.1055/
. Mansoor H, Yusuf MA. Outcomes of endoscopic pyloric 5-0034-1391130.

stenting in malignant gastric outlet obstruction: A 9. Orii T, Karasawa Y, Kitahara H, Yoshimura M, Okumura M.

retrospective study. BMC Res Notes 2013; 6:280. doi: Efficacy of self-expandable metallic stent inserted for

10.1186/1756-0500-6-280. refractory hemorrhage of duodenal cancer. Case Rep
. Rodrigues SG, Cardenas A, Escorsell A, Bosch J. Balloon Gastroenterol 2016; 10(1):151-6. doi: 10.1159/000445738.

tamponade and esophageal stenting for esophageal 10. D'souza PM, Sandha GS, Teshima CW. Refractory bleeding

variceal bleeding in cirrhosis: A systematic review and
meta-analysis. Semin Liver Dis 2019; 39:178-94. doi:
10.1055/5-0039-1678726.

from a malignant duodenal ulcer treated with placement of
a fully-covered gastroduodenal stent. Dig Dis Sci 2013;
58(11):3359-61. doi: 10.1007/s10620-013-2695-9.

JCPSP Case Reports 2022, Vol. 0():153-155

S155



