Lo stent endoscopico nelle occlusioni coliche come

“bridge to surgery’_’.
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Neoplasia del colon-retto (ncr):

- > 800.000 nuovi casi/anno; > 500.000 decessi/anno (Athreya S., Eur J Rad 2006; Dionigi
G, Surg. Oncol 2007).

- una diagnosi di ncr ogni 3,5/min; un decesso ogni 9/min; uno screening ogni 5
SeC. (Benson AB lll, J Manag Care Pharm 2007).

- la peristalsi e la distensibilita della parete intestinale possono portare ad una
diagnosi tardiva, per sottovalutazione dei sintomi di subocclusione da parte del
Paziente.

- subocclusione nel 10-20% dei casi con occlusione in un ulteriore 8-29% (Fan YB,
World J Gastroent 2006).

- Nel 70% dei casi la ncr stenosante interessa il colon sin (Phillips RK, Br J. Surg 1985;
Biondo S., Dis. Col. Rect 2004)

- guesto porta ad una diagnosi della malattia in fase avanzata con solo il 50% dei
Pazienti elegibili per chirurgia radicale (Dionigi G, Surg. Oncol 2007);

- piu del 60% di nuove neoplasie e del 70% di morti causate da neoplasie
Interessano pazienti oltre i 65 anni (Folprecht G., Ann Oncol 2004);

- L'occlusione in neoplasia del colon disc. e la piu comune complicanza nel Pz

anziano, aggravata da patologie concomitanti e stadio avanzato del tumore (Ried|
S., Chirurg 1995)






- A proposito dell’intervento di Hartmann:

Henri Albert Chrles ntie Hartmann

(1860 — 1952)

Assistente del prof. Terrier,
completo la formazione chirurgica
allospedale Bichat di Parigi dove
piu tardi ne diresse la chirurgia.

Nel 1909 fu nominato Professore di
Chirurgia nella Facolta Medica.

Nel 1914 divenne responsabile della
chirurgia dell’Hotel Dieu di Parigi.

Nel 1921 ideo l'intervento che prese
il suo nome.

Nel 1931 la tecnica venne decritta
nel trattato di chirurgia da lui
redatto, composto da 8 volumi
(Chirurgie du rectum). —————
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Chirurgie du rectum



Die Hartmann-Operation bei perforierter Divertikulitis
und maligner linksseitiger kolorektaler Obstruktion

und Perforation

Hartmann’s Procedure for Perforated Diverticulitis and Malignant Left-Sided
Colorectal Obstruction and Perforation

Meyer F., Grundmann RT. Zentralbl Chir 136: 25-33, 2011




Review
Guidelines in the management of obstructing cancer of the left colon:
consensus conference of the world society of emergency surgery (WSES)

and peritoneum and surgery (PnS) society

Luca Ansalonil, Roland E Andersson2, Franco Bazzoli3, Fausto Catena4, Vincenzo Cennamo3, Salomone Di
Saverio5, Lorenzo Fuccio3, Hans Jeekel6, Ari Leppaniemi7, Ernest Moore8, Antonio D Pinna4, Michele Pisanol*,

Alessandro Repici9, Paul H Sugarbaker10 and Jean-Jaques Tuechll

World Journal of Emergency Surgery 5:29, 2010

1) simple colostomy with staged
managing for OLCC;

treatment options
for OLCC

2) primary resection with end
colostomy (Hartmann's operation):

i. wi'rh‘ intra-
a.Total/ operative

= colonic
subtotal irrigation (ICT)

ii. without intra-
operative colonic
irrigation (manual
decompression,
MD)

3) one-stage resection
anastomosis:

—=| 4) colonic stenting. ———m
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Table 1 Grades of Recommendations according to the American College of Chest Physicians (ACCP) 78

Grade of Clarity of Methodological strength of supporting evidence Implications

recommendation risk/
benafit

1A Risk/ Randomized controlled trials (RCTs) without important  Strong recommendation, can apply to most patients in
benefit limitations miost circumstances withour resenvation
clear

1B Risks RCTs with important limitations (inconsistent results, Strong recommendations, likely to apply to most patients
benefit methodological flaws)
clear

1C+ Risks/ No RCTs out RCT results can be unequivocally Strong recommendation, can apply to maost patients in
benefit extrapolated, or overwhelming evidence from miost circumstances
clear observational studies

; 54 Risk/ Observational studies Intermediate strength recommendation; may change
benefit when stronger evidence available
clear

2A Risk/ RCTs without important limitations Intermediate strength recommendation, best action may
benefit differ depending on circumstances or patients’ or societal
unclear values

2B Risk/ RCTs with important limitations (inconsistent results, Weak recommendation, alternative approaches likely to be
benefit methodological flaws) better for some patients under some circumstances
unclear

i Risks Observational studies Very weak recommendations; other altematives may be
benefit equally reasonable

unclear




- La resezione-anastomosi con decompressione manuale e/o irrigazione
colica intraop. € la procedura ottimale (1 A).

- Lo stent endoscopico (bridge to surgery) rappresenta la migliore
opzione quando sono disponibili le competenze. La metodica e
associata a basso tasso di mortalita, minore ospedalizzazione e
bassa percentuale di confezione di colostomie (1 B).

- Come palliazione lo stent deve essere preferito alla colostomia
(simile % morbidita/mortalita, ¥ degenza) (2 B)

- L’Hartmann deve essere preferita alla colostomia su bacchetta (2B). Non
offre migliore sopravvivenza comparata con la resezione-anastomosi (2
C+). E’ indicata in caso di alto rischio di deiscenza anastomotica ed in Pz
ad alto rischio (2 C).

- La colostomia su bacchetta con stadiazione successiva deve essere
addottata in casi drammatici, quando si prospetti una terapia
neoadiuvante.

- Colectomia subtotale o totale in caso di perforazione del cieco o
neoplasia multipla.

Ansaloni L., World Journal of Emergency Surgery 5:29, 2010



Endoscopic Decompression of Acute
Colonic Obstruction

Avoiding Staged Surgery

SHLOMO LELCUK, M.D. JOSEPH M. KLAUSMER, M.D. ARIE MERHAV, M.D.
JACOB RATAN, M.D.° YEHUDA SKORNICK, M.D. ROLAND R. ROZIN, M.D., FACS.













Table 2 Commercially available colorectal self-expanding metal stents

(K. Katsanos 2011)

Stent Company Design Diameter (mm)

Ultraflex Precision Boston Scientific, Natick, MA, USA Uncovered Body 25, flare 30
Wallflex Enteral Boston Scientific, Natick, MA, USA Uncovered Body 22, flare 25
Wallstent Colonic Boston Scientific, Natick, MA, USA Uncovered Body 20-22 |

Colonic Z-stent Wilson-Cock Medical, Winston-Salem, NC, USA  Uncovered Body 25, flare 35
NiTi-S Colorectal Taewoong Medical, Seoul, South Korea Uncovered, covered or double ~ Body 20-24, flare 28-30
Hanarostent Colorectal ~ MI Tech, Seoul, South Korea Uncovered or covered Body 18-22

[
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= Paz.n 4. M/62

Lo stent viene gradualmente incorporato nella parete colica e nel tum e
necrosi da compressione (Vakil 1999). -




I| Paziente viene preparato all'indagine con i normali esami previsti per
I'endoscopia operativa;

E indicata una toilette del tratto a valle della stenosi tramite clistere.

Viene raccomandata terapia antibiotica (cefolosporina+metronidazolo) (K.
Katsanos 2011)

Fondamentale I'esecuzione della TC per valutare la natura
dell'occlusione, la localizzazione e la lunghezza del tratto stenotico.

Paz. n. 5. M/87
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- Gli stent raggiungono il loro diametro predefinito in 1-2 giorni.

-1l loro rilascio dall’endoscopio, di solito, e accompagnato dal transito di gas
e feci liquide.

Successivamente:
- devono essere osservati | parametri vitali;

- reintegro idroelettrolitico;

- Rx diretta addome entro 12-24 ore (valutazione stato occlusivo, corretto
posizionamento stent, esclusione segni di perforazione) (JE Lopera 2004;)













Studio

N. Pazienti

Lap. Vs
open

Intervallo
stent -
chirurgia

Resezione-
anastomosi

Stomia

Complicanze
postoperatorie

Degenza
giornate

Mortalita
a 30

giorni

Morino
2002

4 vs O

3-50g

0

Dulucq
2006

Diversi
giorni

1 leak (trattato con
laparosc., drenaggio,
ileostomia)

16,4 +5

Olmi
2007

2 -4 gg.

1in open
(fistola pancr.)

12:v$*18%6

Stipa
2008

11 (1-21)

0 vs 3 (internistiche)




ORIGINAL ARTICLE

Endolaparoscopic Approach vs Conventional
Open Surgery in the Treatment of Obstructing
Left-Sided Colon Cancer

A Randomized Conirolled Trial

Hester Yui Shan Cheung, FRACS; Chi Chiu Chung, FRCSE; Wilson Wen Chieng Tsang, FRCSEA;
Jomes Cheuk Hoo Wong, FRACS; Kevin Kwok Kay Yau, FRCSEd; Michael Ka Wah Li, FRCS, FROSEd

24 Undarwenl open sungeny 24 Undereant the endolapamscopic
ﬂwmﬂﬂﬂ 20 (B3%:) Had swccesstul 4 Had failed
mary anastomosis. decompressions
e S I Il
5 Were left with B Had subsaquent 1 iapa Uedarorent the
permanent colostomy rersersal I.HI !"T Itl '“mﬁ ] and
11 Without 2Wilh primary arastomasis subsaquent revarsal
covering stoma mﬁmmmm with 1 canversion
.f! \u. subsequent closure /
9 (38%) Had Sucesstul ? anastametic 4 Had syrchionous 16 (67%) Had successul
!H:ummm wmm covering llzostomy, with 1-stage operations
- end colostomy subsequent cicsure
! )
Subsequent raversal 1 Was hefi with
in 1 patient permanent colostommy
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Endolaparoscopic Approach vs Conventional
Open Surgery in the Treatment of Obstructing
Lelt-Sided Colon Cancer

A Randomized Conivolled Trial

ARCHIVES OF

SURGERY

Table 2. Perioperative Data, Postoperative Complications, and Other Outcomes

Surgery Group, Median {Range)

Characteristic : : Open Endolaparoscople - PValue
Cumulative operative time, min 170 (95-320) 130 (73-349) W i
Cumulative blocd loss, mL 200.420-750) 0{10-330) 0018
Cumulative hospital stay, d :|. 29] i
Lymph node harvest, No. 1115-38) 2315-40) 0052
Maximal pain score 5(1-10) 4 (1-7) 028
Morphne, mg 60 (17-192) 40 (0-156) 02
Meperidine, mg 100 (0-500) 0 (0-300) A2
Acataminophen/propoxyphene napsylate, No. of tablets 16 {D-98) 8 (0-46) 048

Anaslometic leakage, No. of patients
Wound infection, No. of patients

Chest infection, No. of patients
Intra-abdominal sepeis, No. of patients
Other morbidities, No. of patients

0
2
i)
0
: 0
Successtul 1-stage operation, No. of patients ! 040
Permanent stoma, No. of patients @

N o=t =k 20 M2

and eflective bridge to subsequent laparoscopic surgery
in patients with obsuucting lefi-sided colon cancer. This
endolaparoscopic approach makes a l-stage operaton

sore [easible, is associated with reduced incidence of
¥ stoma creation, and allows patients with malignantlarge-
| bowel obstruction 1o enjoy the [ull benefit of minimally
invasive surgery.
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INVITED CRITIQUI

Does Every Question Deserve a Randomized

. Ty
Controlled Trial?  ArcH SURG 144: 1132, 2009
| -
colico
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Studio

Stent vs no
stent

N. Pz

Resezione-
anastomosi

Complicanze
postoperatorie

Degenza

Mortalita a 30

giorni

Ng 2006

20 vs 40

95% vs 73%
P=0,47

5% vs 28%
P=0,047

22% vs 55%
P=0.067

9vs 12
P=0.015

5% vs 12,5%
P=0,653

Repici
2004

28 vs 25

89% vs 28%
P N/A

N/A

11% vs 25%
P<0.001

9vs 16
P N/A

0% vs 8%
P<0.001

Martinez-
Santos
2002

85% vs 41%
P=0,0025

15% vs 59%
P=0,0025

40% vs 62
P=0.054

14 vs 19
P=0.047

9% vs 24%
P01

Cheung
2009

24 vs 24

67% vs 38%
P= 0,04

0% vs 25%
P=0,03

8% vs 50%
P N/A

14 vs 14
P=0,7

N/A

Pirlet 30 vs 30 60% vs 47% | 43% vs 57% | 50% vs 57% | N/A 10% vs 3%
2010 P N/A P=0 3 P=0.57 P N/A
VanHooft | 47 vs 51 45% vs 24% | 57% vs 67% | 53% vs 45% | N/A 11% vs 10%

2011

P N/A

P=0,89




Emergency preoperative stenting versus surgery for acute
left-sided malignant colonic obstruction: a multicenter

randomized controlled trial
Surg Endosc 25:1814, 2011

Isabelle AL Pirlet - Karem Slim - Fabrice Kwiatkowski -
Francis Michot + Bertrand L. Millat

Stent vs surg fe“ccnclcezw Resezione Stomia Complicanze Degenza Mortalita a
N. Pz endoscop. | anastomosi PRElaRatore giornate
clinico

30 giorni

60% vs 47% | 43% vs 57% | 50% vs 57% non 10% vs 3%
valutata




Colonic stenting versus emergency surgery for acute
left-sided malignant colonic obstruction: a multicentre

randomised trial Lancet Oncol 2011; 12: 344-52

' Jeanin E van Hooft, Willem A Bemelman, Bas Oldenburg, Andreas W Marinelli, Martijn F Lutke Holzik, Marina | Grubben, Mijam A Sprangers,
Marcel G Dijkgraaf, Paul Fockens, for the collaborative Dutch Stent-In study group™

110 patients assessed for eligibility
f& 12 declined to participate
98 enrolled and randomly assigned
; | }
47 randomly assigned to receive colonic stenting 51 randomly assigned to receive
33 successful stent placements emergency surgery
14 stent placements failed 50 had emergency surgery
8 guidewires could not pass 1 refused surgery
4 strictures seemed to be benign
1 twmour fistula to small intestine
1 gastroenterclogist's decision
5 withdrew informed 1 withdrew informed
—#  consent (included —»  consent (induded
until withdrawal) until withdrawal)
v 4 \ i i
47 analysed 51 analysed

Figure 1: Trial profile




Colonic Emergency
stenting surgery
(n=47) {n=51)

Patisnts with morhidity™ 25 23

Colonic stenting versus emergency surgery for acute P S 2

left-sided malignant colonic obstruction: a multicentre Perforation

- - u
randomised trial Guidewire perforations
Stent-related perforations
Jagmin Evan Hooft, Willem A Bamalman, Bas Oldenburg, Andreas W M, Martin ¥ Litke Holzik, Maring | Grobibien, Migam A Sprangers, :

Marcel G Difkgraaf, Powl Fockens, for the collaborative Dutch Stent-In study group* Anstomoti: teakage

Respiratory insutficiency

Woornd dehiscence

Electrolyte disturbance

Sepsis

Wound infection

Eleeding

leus

Constipation

(Organ failure

Epileptic insult

Embuolism

Myocardial infarction
Patients with other adverse eventst

Preumonia

Wound infection

Delirium

Gastroparesis

Urinary-tract infection

Perforation

Flectralyte disturbance

Abscess

Embolism
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*Any evant leading to hospital admission or extension of hospital stay (serious
adverse event). TAdverse events other than serious adverse events.

Table 4: Patients with complications




Comment
Stenting for acute malignant colonic obstruction: a bridge

to nowhere?




Self-expandable metal stents for relieving malignant colorectal
obstruction: short-term safety and eﬁi(,acy within 30 days of stent
procedure in 447 patients

Sgren Meisner, MD,"' Ferran Gnnﬂlcz-ﬂui%hm Jo G. de.emmurt, MD,* Paul Goldberg, MD,*
Juan A, Casellas, hmicscarmﬂcem MD,® Karl E. Grund, MD,” Alberto Alvarez, MD,®
Jesius Garcia-Cano, MD, PhD*Em-iqw. Vizquez-Astray, MD,'" Javier Jiménez-Pérez, MD,"" The WallFlex

Colonic Registry Group
|GASTROINTESTINAL ENDOSCOPY ~ Volume 74, No. 4 : 2011}

Copenhagen. Denmark

: The conversion of a surgical emergency procedure
to an elective procedure in the bridge-to-surgery group is
favorable because of the reduced mortality and morbidity
rate of SEMSs as well as shortened hospital and intensive
care unit stay and the reduced need for both temporary
and permanent stomas.

. O




Cardiovase Tntervent Radiol (200 1) 34:462-473
DOT 1000775002 T0-00 D-0D005- 1

‘REVIEW

Stenting of the Lower Gastrointestinal Tract: Current Status

Konstantinos Katsanos « Tarun Sabharwal -
Andreas Adam




Self-expanding metallic stent as a bridge to surgery
versus emergency surgery for obstructive colorectal cancer:

a meta-analysis .
y Surg Endosc pub. online 27 July 2011

Yi Zhang - Jian Shi - Bin Shi - Chun-Yun Song -

Wei-Fen Xie - Yue-Xiang Chen

Conclusions The usc of a stent as a bridge to surgery for
obstructive left-sided colorectal cancer could incrcase the
chancc of primary anastomosis and rcducc the nced for

| stoma crcation and postproccdural complications. Stent
1nscrtion betore subscquent surgery has no cifect on peri-
opcrative mortality and long-term survival.




- Comparison’of Self-Expanding Metal Stents and Urgent Surgery
for Left Sided Malignant Colonic Obstruction in Elderly Patients

Minge-gao Guo - ¥i Fens - 0 znene - D19 DIS SCI pub. online 27 Mar 2011

Jian-zhong Di * Yu Wang * You-ben Fan -
Xin-Yu Huang

| Stent vs surg fe“ccnclce:” Resezione | Hartmann | Stomia Complicanze Degenza Mortalita a
postoperatorie giornate

N. Pz endoscop. | anastomo

. [clinico i : s

> 70 anni e e 30 giorni
stent e

chirugia

34 vs 58 91% Rl S 2 non diff.

9+2 g 2vs 7 significative | p=0.06

3% vs 19%

: I _ . . -
a Conclusions In clderly paticnts with acute left-sided i
colonic obstruction cancer duc to colorcctal cancer, SEMS
provide an cffective and safe therapeutic option comparcd

to cmcergent surgery.
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Expandable Metal
Stents for Malignant
- Colorectal Strictures

Gastrointest Endosc Clin N Am - 01-JUL-2011; 21(3): 511-33.

Alessandro Repici, mo*, Daniel de Paula Pessoa Ferreira, mp




Stent vs CHU Stomia prot. % Degenza

N. Pz Complicanze | Mortalita | postop.
Roslop: postop.

20 vs 19 35% vs 58% | 0%vs16%

2 WS 2%




Paziente Paziente Paziente Paziente Paziente
| 2 3 4 5

Etd/sesso M/76 F/67 M/72 M/62 M/87
Sintomi d’esordio s, Subboccl. PS, PS, PS, occlusione

_occlu3|one Tras_f da rep subocclusione | subocclus. intest.

int. medico tesh Intest.
Sito della stenosi Colon Colon disc. Colon disc. Colon Sigmaretto

disc./sigma disc./sigma
Ricovero/Stent/interv | 1/5 gg. 3/9 4/6 1/4 0 doppio stent/8
ento
Tipo d’intervento Emicol. Emicol. Sin. | Emicol. Sin. | Res. sigma Res. Ant.

Sin: :

SO L 4
Canalizzazione postop. | V \V/ IV g/VI f Il f IV g/VI f
Degenza postop. g d] 8G 9G 6 G 51
Complicanze [ ——oem [ o e Deisc. An. In VIII
g. Hartmann

Istol./stadio/Dukes pT3- pT4ap/N1b/ | pT3pNO/B pT3pNO/B T4aN2b/C

pPN1b- &

pMla/IVA

T e =




Paz. 1. M/76 aa.



Paz. 1. M/76 aa.
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La nostra limitata esperienza:

- fondamentale la collaborazione tra Radiologo,
Endoscopista e Chirurgo;

- selezione del Pazienti;
- valutazione per una eventuale palliazione con stent
definitivo;

- nell’'ultimo Pz. si e verificata una concomitanza di
fattori negativi che hanno portato alla deiscenza (eta
avanzata, metodica endoscopica indaginosa con doppio
stent, resezione bassa).

- 'intervento di Hartmann rimane sempre una scelta
ottimale nel Paziente anziano e/o in gravi condizioni.









