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Abstract

Traditionally, there are several approaches to manage left-sided colonic carcinoma obstruction, such as tumor
resection with primary anastomosis, tumor resection with end-colostomy and loop-colostomy. Recently, colonic
stent insertion was introduced as a bridge prior to definite surgery. We demonstrated a hybrid approach for
obstructed sigmoid carcinoma using colonic stent, followed by single incision laparoscopic colectomy (SILC). A 58
year-old man presented with complete left-sided colonic obstruction. He underwent emergency colonoscopy with
metallic stent placement. One week later, he was performed SILC. He recovered well after the operation without
any postoperative complications. The pathological result showed adequacy of oncologic resection. This hybrid
approach of colonic stent insertion and SILC can be safely performed.
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Background
Eight to twenty-nine percent of colorectal cancer
patients presented with colonic obstruction [1-4]. The
obstruction of colon is one of the most common emer-
gency presentations of colorectal cancer, especially
lesion at left-sided, which frequently causes morbidity
and mortality. Management of left-sided colonic
obstruction can be done in several ways such as tumor
resection with primary anastomosis (one-staged), tumor
resection with end-colostomy (two-staged) and emer-
gency transverse loop-colostomy. Interestingly, recent
publications supported the colonic stent insertion as a
bridging therapy before definite surgery. Traditional
approach, patients usually ended up with stoma. From
previous reports, one-third of stomas are never reversed
[1,5]. For this reason, colonic stent may prevent undesir-
able colostomy.
Laparoscopic colectomy for colon cancer treatment

became more popular in the past decade. The data from
several studies [6-13] showed better short-term benefits,
such as less postoperative pain due to smaller incision,
rapid return of bowel function, shorter hospitalization
and faster return to normal activities. Moreover, short-

term complications, morbidities and mortality were not
different from traditional approach. Importantly, there
are no difference of oncologic outcomes between laparo-
scopic and open surgery in terms of local recurrence
and percentage of adequate margin [6-13]. For these
reasons, laparoscopic colectomy was not inferior to con-
ventional surgery and provided better short-term advan-
tages [14]. Recently, there were several minimally
invasive surgical techniques introduced, for examples,
Hand-assisted laparoscopic colectomy (HALC), Single
incision laparoscopic colectomy (SILC) as well as
Robotic-assisted laparoscopic colectomy.
The approach with placement of colonic stent before

laparoscopic colectomy seems to be an ideal approach
for left-sided colonic obstruction [15-18]. However,
there is no report that showed result of sequential pro-
cedures, comprising of an insertion of colonic stent, fol-
lowed by SILC. We demonstrated our new hybrid
approach for obstructed sigmoid cancer.

Case presentation
We reported a 58-years-old male (BMI = 17.3 kg/m2)
with underlying of seizure who presented with abdom-
inal distention, constipation and vomiting 4 days. On
physical examination revealed dehydration, abdominal
distention and hyperactive bowel sound. Plain abdom-
inal films revealed dilation of small bowel and large
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bowel till sigmoid colon. (Figure 1) The limited barium
enema was performed and showed obstruction from a
circumferential mass at sigmoid colon. He underwent a
new hybrid approach comprising of an insertion of colo-
nic stent follow by SILC.

Operative Techniques
Colonic stent placement
After general anesthesia was administered and endo-tra-
cheal tube was inserted. Patient was laid in left lateral
decubitus. Therapeutic colonoscopy was used and
showed circumferential ulcero-proliferative lesion at 25
cm from anal verge. Sphincterotome and guide wire was
passed under fluoroscopy. Contrast was injected via
sphincterotome catheter to confirm the position. Colo-
nic stent (Wallflex ® 90 mm, Boston Scientific) was
placed over the wire (Figure 2). After procedure, the
patient went well. He could pass flatus and stool. We
gave him liquid and low residual diet. We used milk of
magnesia 30 ml once a day for bowel preparation. One
week later, we scheduled him for SILC.
Single incision laparoscopic colectomy (SILC)
After general anesthesia was administered. Patient was
placed in modified Lithotomy position. Small sub-umbi-
lical incision was made about 5 cm (Figure 3A). Skin
and subcutaneous tissue was divided until anterior of
abdominal sheath. Pnuemoperitoneum was created by
closed technique with Veress needle until adequate pres-
sure around 15 mmHg. Hasson’s trocar was introduced
to abdominal cavity. 10 mm 30 degree camera
(Endoeye™, Olympus) was inserted. Two of 5 mm ports
were placed at the upper and lower end of incision,
respectively. (Figure 3B) Straight laparoscopic 5 mm
instruments, using endohook (monopolar cautery) on
the right-hand side and bowel grasper on the other side
were used for dissection (Figure 3C).
Sigmoid colon was mobilized using medial to lateral

approach. Left ureter was the first landmark for this

step after that sigmoid artery was identified, clipped
(Hem-o-lok®, Teleflex) and divided. The dissection was
continued proximally to splenic flexure and upper rec-
tum distally. Sheath was incised continuously. Wound
retractor (Allexis®, Applied Medical) was applied. Left
sided colon was bringing to abdominal wall. Resected
specimen was removed. (Figure 4) Side to side Colo-
colostomy was performed with staple anastomosis
(GIA™ 80 mm and TA™ 60 mm, Covidien). The
operative time was 185 min and blood loss was less
than 100 ml. No blood transfusion was needed.
After the operation, he returned to ordinary ward in

stable condition. He recovered very well and oral fluid
could be started on day second after the operation. He
could be discharged on postoperative day sixth without
any complication. The pathological result confirmed
adenocarcinoma, moderately differentiated, sized was 5.7

Figure 1 Plain abdominal films, supine (A) & upright (B),
revealed left-sided complete colonic obstruction.

Figure 2 A self-expandable metallic stent (Wallflex® 90 mm,
Boston Scientific) was inserted over the wire technique under
endoscopic (A) and fluoroscopic (B) control.

Figure 3 A small sub-umbilical incision was about 5 cm in
length (A). Hasson’s trocar in the center and two of 5 mm ports
were introduced with multi-fascial technique via the incision (B). A
30-degree camera (Endoeye™, Olympus), endohook (right) and
bowel grasper (left) were used for dissection (C).
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× 4.0 × 2.8 cm. Tumor was invaded to visceral perito-
neum (pT4a) and presented of perineural invasion. Two
of 14 lymph nodes showed metastatic carcinoma
(pN1a). Proximal and distal margins were uninvolved.
At present he is doing well.

Discussion
Malignant left-sided colonic obstruction is the most
common etiology for emergency condition in colon can-
cer [19]. Traditionally, most of the patient needed emer-
gency surgery and some of them ended up with stoma.
Stoma never reverses up to one-third of the patients
[1,5]. This situation can changed quality of life of them.
Recently, several techniques was used to avoid the
stoma formation, for example subtotal colectomy and
primary anastomosis, intraoperative colonic lavage and
colonic stent insertion as a bridge to surgery that
change emergency to elective surgery.
Dohmoto [20] who is the first described using colonic

stent for relief of colonic obstruction in 1991. The indi-
cation for insertion of colonic stent is palliative treat-
ment in advanced cancer and using as a bridge to
surgery [21]. For bridging therapy, there are several
advantages in various groups because the need of emer-
gency surgery can be avoided up to ninety percent of
cases [22,23]. More time of preoperative evaluation lead
to benefit for patients with high surgical risk. In addi-
tion, open standard surgery may be avoidable in candi-
dates for laparoscopic surgery because of more time for
good bowel preparation.
There are several studies showed the good results

when use colonic stent as a bridge before laparoscopic
surgery [24-27]. Park et al [24] compared 25 patients in
stent-laparoscopic surgical group (SLAP) and 70 patients
in open surgery with intraoperative colonic lavage group

(OLAV). Operative time was shorter in SLAP (198.53
vs. 262.17 min, P = 0.002). Oral intake was resumed ear-
lier in SLAP (5.18 vs. 6.65 days, P< 0.001). Similarly of
positive results, Cheung et al [25] reported a rando-
mized controlled trial of obstructing tumor between the
splenic flexure and rectosigmoid junction in adult
patient. Twenty-four underwent endoluminal stenting
followed by laparoscopic surgery and 24 under went
open surgery. Significantly successful of one-stage pro-
cedure in endo-laparoscopic group was reported (16 vs.
9 P = 0.04). None of the patient in endo-laparoscopic
group had a permanent stoma compared with 6 patients
in the open surgery group (P = 0.03). However there is
a recent RCT from France [28] which could not demon-
strated that emergency preoperative SEMS for patients
presenting with acute left-sided malignant colonic
obstruction could significantly decrease the need for
stoma placement. Regard to the outcome, 17 patients in
the surgery group sustained a stoma placement versus
13 patients in the SEMS group (p = 0.30). In this multi-
center trial, they revealed high rate of stent placement
failure and stent perforation, leading to premature clo-
sure of the study before the expected number was
reached.
Single incision laparoscopic surgery is a new emerging

laparoscopic technique, which performed colonic resec-
tion through only one incision. Some papers proposed
of safety and feasibility of this technique [15-17]. In
addition, SILC seems to be improved in cosmetic with
potential decreased pain and fewer incidence of post-
operative incisional hernia [18,19,29,30]. However,
laparoscopic manipulation of a bulky sigmoid tumor
with a stent in-situ would be technically very challen-
ging even with the conventional laparoscopic approach.
One should not embark on this hybrid approach if they
don’t have enough experience with SILC. There still are
various possible operative options for this situation.
After removal of the affected bowel, the discontinuity
can be treated by Hartmann’s procedure, or continuity
can be restored by anastomosis in an open or laparo-
scopic technique. This hybrid approach might be used
for a thin patient with a small colorectal tumor by high
experience laparoscopic colorectal surgeon.
This is the initial report for management of left-sided

colonic obstruction with colonic stent insertion followed
by SILC that showed the good results of recovery per-
iod. Moreover, oncologic resection is still adequate.
However, we need more patients to enroll for the
further study.

Conclusions
In Summary, a new hybrid approach using colonic stent
as a bridging therapy combine with SILC can be per-
formed with promising results. This approach might be

Figure 4 The specimen of sigmoid colon showed constricted
circumferential ulcero-proliferative lesion with the self-
expandable metallic stent inside.
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a good alternative way to manage left-sided colonic
obstruction. Nevertheless, to determine its benefits, lar-
ger prospective comparative studies to standard open or
laparoscopic colectomy with cost analysis, oncologic
outcomes, and long-term follow-up will be necessary.

Consent
Written informed consent was obtained from the patient
for publication of this case report and any accompany-
ing images. A copy of the written consent is available
for review by the Editor-in-Chief of this journal.

Acknowledgements
No

Authors’ contributions
AT and TA designed study and performed the operation. AT and TA wrote
the paper. All authors read and proved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 4 January 2011 Accepted: 21 April 2011
Published: 21 April 2011

References
1. Dean GT, Krukowski AH, Irwin ST: Malignant obstruction of the left colon.

Br J Surg 1994, 81(9):1270-1276.
2. Smothers L, Hyan L, Fleming J, et al: Emergency surgery for colon

carcinoma. Dis Colon Rectum 2003, 46:24-30.
3. Ohman U: Prognosis in patients with obstructing colorectal carcinoma.

Am J Surg 1982, 143:742-747.
4. Tekkis PP, Kinsman R, Thompson MR, et al: The Association of

Coloproctology of Great Britain and Ireland study of large bowel
obstruction caused by colorectal cancer. Ann Surg 2004, 1:76-81.

5. Irvin TT, Greaney MG: The treatment of colonic cancer presenting with
intestinal obstruction. Br J Surg 1977, 64:741-744.

6. Lacy AM, García-Valdecasas JC, Delgado S, et al: Laparoscopy assisted
colectomy versus open colectomy for treatment of non-metastatic colon
cancer: a randomised trial. Lancet 2002, 359(9325):2224-2229.

7. Nelson H, COST Study Group: A comparison of laparoscopically assisted
and open colectomy for colon cancer. N Engl J Med 2004,
350(20):2050-2059.

8. Veldkamp R, Kuhry E, Hop WC, et al: Laparoscopic surgery versus open
surgery for colon cancer: short-term outcomes of a randomised trial.
Lancet Oncol 2005, 6:477-484.

9. Guillou PJ, Quirke P, Thorpe H, et al: Short-term endpoints of conventional
versus laparoscopic-assisted surgery in patients with colorectal cancer
(MRC CLASICC trial): multicentre, randomised controlled trial. Lancet
2005, 365:1718-1726.

10. Jayne DG, Guillou PJ, Thorpe H, et al: Randomized trial of laparoscopic-
assisted resection of colorectal carcinoma: 3-year results of the UK MRC
CLASICC Trial Group. J Clin Oncol 2007, 25(21):3061-3068.

11. Fleshman J, Sargent DJ, Green E, et al: Laparoscopic colectomy for cancer
is not inferior to open surgery based on 5-year data from the COST
Study Group trial. Ann Surg 2007, 246(4):655-662.

12. Lacy AM, Delgado S, Castells A, et al: The long-term results of a
randomized clin- ical trial of laparoscopy-assisted versus open surgery
for colon cancer. Ann Surg 2008, 248(1):1-7.

13. Buunen M, Veldkamp R, Hop WC, et al: Survival after laparoscopic surgery
versus open surgery for colon cancer: long-term outcome of a
randomised clinical trial. Lancet Oncol 2009, 10(1):44-52.

14. Luglio G, Nelson H: Laparoscopy for colon cancer: state of the art. Surg
Oncol Clin N Am 2010, 19:777-791.

15. Chambers WM, Bicsak M, Lamparelli M, Dixon AR: Single-incision
laparoscopic surgery in complex colorectal surgery: A technique offering
potential and not just cosmesis. Colorectal Dis 2011, 13:393-398.

16. Leblanc F, Champange BJ, Augestad KM, et al: Single incision laparoscopic
colectomy: technical aspects, feasibility, and expected benefits. Diagn
Ther Endosc 2010, 2010:913216.

17. Ramos-Valadez DI, Patel CB, Ragupathi M, et al: Single-incison laparoscopic
right hemocolectomy: safety and feasibility in a series of consecutive
cases. Surg Endosc 2010, 24(10):2613-2616.

18. Bucher P, Pugin F, Morel P: Single port access laparoscopic right
hemicolectomy. Int J Colorectal Dis 2008, 23:1013-1016.

19. Bucher P, Pugin F, Morel P: Single-port access laparoscopic radical left
colecotomy in humans. Dis Colon Rectum 2009, 52:1791-1801.

20. Dohmoto M: New method-endoscopic implantation of rectal stent in
palliative treatment of malignant stenosis. Endoscopia Digestiva 1991,
3:1507-1512.

21. Baron TH, Kozarek RA: Endoscopic stenting of colonic tumors. Best Prac
Res Clin Gastroenterol 2004, 18:209-229.

22. Bonin EA, Baron TH: Upadate on the indications and use of colonic
stents. Curr Gastroenterol Re 2010, 12(5):372-382.

23. Balague C, Targaroma EM, Sainz S, et al: Minimally invasive treatment for
obstructive tumors of the left colon: endoluminal self-expanding metal
stent and laparoscopic colectomy: preliminary results. Dig Surg 2004,
21:282-286.

24. Park IJ, Choi GS, Kang BM, et al: Comparison of one-stage management of
obstructing left-sided colon and rectal cancer: stent- laparoscopic
approach vs. intraoperative colonic lavage. J Gastrointest Surg 2009,
13:960-965.

25. Cheung HYS, Chung CC, Tsang WWC, et al: Endolaparoscopic approach vs
conventional open surgery in the treatment of obstructiong left-sided
colon cancer: a randomized control trial. Arch Surg 2009,
144(12):1127-1132.

26. Stipa F, Pigazzi A, Bascone B, et al: Management of obstructive colorectal
cancer with endoscopic stenting followed by single-stage surgery: open
or laparoscopic resection? Surg Endosc 2008, 22:1477-1481.

27. Dulucq JL, Wintringer P, Beyssac R, et al: One-stage laparoscopic colorectal
resection after placement of self-expanding metallic stents for colorectal
obstruction: a prospective study. Dig Dis Sci 2006, 51:2365-2371.

28. Pirlet IA, Slim K, Kwiatkowski F, et al: Emergency preoperative stenting
versus surgery for acute left-sided malignant colonic obstruction: a
multicenter randomized controlled trial. Surg Endosc 2010.

29. Bucher P, Pugin F, Morel P: Transumbilical single incision laparoscopic
sigmoidectomy for benign disease. Colorectal Dis 2010, 12:61-65.

30. Remzi FH, Kirat HT, Kaouk JH, et al: Single-port laparoscopy in colorectal
surgery. Colorectal Dis 2008, 10:823-826.

doi:10.1186/1477-7819-9-42
Cite this article as: Trakarnsanga et al.: Hybrid approach for left-sided
colonic carcinoma obstruction; a case report. World Journal of Surgical
Oncology 2011 9:42.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Trakarnsanga et al. World Journal of Surgical Oncology 2011, 9:42
http://www.wjso.com/content/9/1/42

Page 4 of 4

http://www.ncbi.nlm.nih.gov/pubmed/7953385?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12544518?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12544518?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7046484?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/922296?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/922296?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12103285?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12103285?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12103285?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15141043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15141043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15992696?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15992696?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15894098?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15894098?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15894098?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17634484?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17634484?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17634484?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17893502?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17893502?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17893502?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18580199?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18580199?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18580199?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19071061?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19071061?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19071061?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20883953?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20002691?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20002691?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20002691?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20585367?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20585367?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20364353?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20364353?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20364353?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18607608?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18607608?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15308868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15308868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15308868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19159986?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19159986?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19159986?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20026830?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20026830?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20026830?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18027039?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18027039?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18027039?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17080252?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17080252?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17080252?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19320667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19320667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18684153?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18684153?dopt=Abstract

	Abstract
	Background
	Case presentation
	Operative Techniques
	Colonic stent placement
	Single incision laparoscopic colectomy (SILC)


	Discussion
	Conclusions
	Consent
	Acknowledgements
	Authors' contributions
	Competing interests
	References

