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A Metal Stent in a Colostomy Obstruction
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We report a case where a metal stent was used to re-
lieve a tumorous colostomy obstruction and the usage of
a plaster cast to protect the stent from causing external
symptoms.

A 50-year-old woman presented with vomiting, ab-
dominal pain, and absent colostomy production. Two
years before, she was diagnosed with sigmoid carcinoma
(pT4N1M1 with peroperative omental metastasis), for
which resection with adjuvant chemotherapy (oxaliplatin
and capecitabine) was performed. Despite this, progres-
sion of disease was seen and HIPEC (adjuvant hyperther-

mic intraperitoneal chemotherapy) procedure was per-
formed. Afterwards, she again started chemotherapy. A
few months later, however, progression of disease was re-
ported (by CT scan) and 12 cycles of palliative chemo-
therapy (irinotecan and bevacizumab) followed. She
stopped therapy because of side effects.

On admission, distended bowel loops were seen on CT
caused by stenosis of the colostomy due to tumor over-
growth. Endoscopy revealed a short segment of obstruc-
tion right after introduction through the colostomy. Given
the poor prognosis and recent surgeries, a surgical ap-
proach was not possible. Therefore, a 6-cm uncovered 25-
mm WallFlex stent (Boston Scientific) was placed with
good functional result. Two months later, tumor growth
again led to obstruction of the colostomy. Then, a fully cov-
ered, proximal-release, 10-cm 25-mm WallFlex stent (Bos-
ton Scientific) stent was placed. From the beginning, the
metal stent protruded around 1 cm from the colostomy
(Fig. 1), causing pain and practical difficulties such as
wearing clothes. A plaster cast was created to cover the co-
lostomy and the stent causing less pain (Fig. 2). Six months
later, the patient died due to progressive disease, without
clinical evidence of re-obstruction of the colostomy.
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Fig. 1. Stent protruding from colostomy.

In case of malignant (re-)obstruction of a colostomy,
metal stent placement can be a good alternative in pa-
tients with poor performance status and progressive
disease if surgery is not an option. When the obstruc-
tion is just beneath the level of the colostomy, the met-
al stent has to be placed with its proximal phalange out
of the colostomy. This creates difficulties in cleaning
and wearing clothes. A previous case report [1] used a
rather difficult method of fixing the stent to the skin.
We created a plaster cast to overcome this problem.
This simple yet elegant solution resulted in a good qual-
ity of life.
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Fig. 2. Plaster cast protecting the stent.
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