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In some parts of South Africa, the incidence of oesophageal squamous 
cell carcinoma is 160 per 100 000. Squamous cell carcinoma 
accounts for the majority of oesophageal carcinomas and has a poor 
prognosis. The most distressing symptom for patients with advanced 
oesophageal cancer is dysphagia – difficulty in swallowing, which can 
be uncomfortable or painful. One of the most effective ways to relieve 
dysphagia is inserting a self-expanding metal stent (SEMS) into the 
area of cancer blockage.[1,2]

Case report
A 64-year-old man was referred with a diagnosis of advanced 
oesophageal cancer. He was suffering from severe dysphagia. According 
to the referring doctors, he had already had an oesophagoscopy 
performed. A malignant-looking lesion had been identified at 
the level of 25 cm from the incisor teeth. Subsequent fluoroscopy 
demonstrated that it was associated with a tracheobronchial fistula. 
Biopsy of the lesion showed it to be an invasive, moderately 
differentiated, keratinising squamous cell carcinoma.

In view of the patient’s severe dysphagia and the advanced stage of 
the oesophageal cancer, we decided to place an oesophageal stent as 
the initial palliative treatment. A partially covered SEMS (PC-SEMS) 
was inserted using the following technique: 
•	 The procedure was performed using a forward-viewing endoscope 

and fluoroscopy control.
•	 The lesion was at 25 cm from the incisor teeth endoscopically, as 

reported by the previous endoscopist, and the oesophageal lumen 
was almost completely obliterated by tumour.

•	 A sphincterotome with a thin, floppy-tip guidewire was introduced 
into the endoscope.

•	 The guidewire was used to identify the obliterated oesophageal 
lumen by applying gentle pressure while the sphincterotome was 
being steered into the lumen.

•	 Contrast was injected through the sphincterotome only after the 
guidewire was located in the correct position in the oesophageal 
lumen.

•	 The path into the stomach was confirmed with the radiological 
finding of the coiled guide located in the stomach and visualisation 
of the gastric mucosa after contrast injection on fluoroscopy.

•	 Under fluoroscopic control, a new surgical blade was strapped on 
the patient’s chest wall where the upper margin of the lesion was 
identified endoscopically.

•	 Because of the fluoroscopic finding of an advanced lesion, we 
decided to insert the stent without prior dilatation of the stricture, 
so as not to cause more damage to the diseased oesophagus.

•	 The endoscope was removed while the guidewire was kept in place 
for stenting.

•	 The delivery system with a 23 × 150 mm PC-SEMS was inserted 
under fluoroscopic control. It was not difficult to pass the delivery 
system through the stricture (Fig. 1).

•	 The endoscope was introduced again to check the position of the 
SEMS and to secure the SEMS to the oesophagus with three metal 
clips (Fig. 2).
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The majority of oesophageal cancers are squamous cell carcinomas. They have a poor prognosis. Dysphagia is regarded as the most 
distressing symptom of oesophageal cancer, with a profound impact on quality of life. Insertion of a self-expanding metal stent (SEMS) is 
one of the most effective ways to relieve dysphagia. We present a case of advanced oesophageal cancer in which a SEMS was inserted using 
a modified endoscopic technique.
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Fig. 1. Fluoroscopic view of PC-SEMS. Note the relation between the marker 
and the SEMS as well as the position of the delivery system and SEMS. (PC-
SEMS = partially covered self-expanding metal stent.)
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Figure (1): Fluoroscopy view of PC-SEMS; (Please note the relation between marker and 

SEMS as well as the position of delivery system and SEMS) 
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The patient’s dysphagia improved markedly 
after stent insertion. He was advised not to 
consume solid food, as it could block the 
stent, and was prescribed medication to 
minimise the acid reflux that could result 
from the stent insertion.

Discussion
Oesophageal cancer is known to be a disease 
with a poor prognosis, with 5-year survival 
rates of only 10 - 15%. Most patients with 
advanced disease have a mean survival of 
only 3 - 5 months. The main symptom 
of oesophageal cancer is dysphagia, which 
has profound effects on social and physical 
function as well as other aspects of quality 
of life (QoL), especially in patients with 
advanced disease. It is essential to provide 
treatment that provides prompt and lasting 
palliation of dysphagia, but is associated with 
minimal procedure-related complications 
and minimal compromise of other aspects 
of QoL. SEMS has been recommended as 
a treatment that can provide rapid initial 
relief of dysphagia, with fewer adverse 
effects and lower re-intervention rates than 
other endoscopic therapies.[1-5] In our case, a 
PC-SEMS was inserted to relieve the patient’s 
disabling dysphagia.

SEMS are available in three types: 
uncovered (UC-SEMS), fully covered 
(FC-SEMS) and PC-SEMS. A variety 
of covering materials (most commonly 
polytetrafluoroethylene) are used to prevent 
tumour and granulation tissue ingrowth, 
which occurs when a UC-SEMS is used. 
FC-SEMS do not have any exposed bare 

metal, but they are known to be more prone 
to migration. PC-SEMS have a small portion 
of bare metal at the proximal and distal ends 
to allow embedding into the oesophageal 
wall with granulation tissue, which provides 
the benefit of preventing stent migration, but 
they have the additional benefit of covering 
materials that protect against the ingrowth of 
tumour through the SEMS.[6]

In our department, we generally 
use PC-SEMS for malignant lesions and 
FC-SEMS for benign ones. When we do 
use PC-SEMS for benign strictures, they 
are removed within 2 weeks after insertion 
so that they do not become permanently 
embedded into the oesophageal wall by 
granulation tissue. We only use UC-SEMS 
in a few exceptional cases. For malignant 
strictures, the stent must be long enough 
to bridge the stricture and extend 2 - 4 cm 
beyond the proximal and distal ends.[6]

Radio-opaque markers are used to identify 
the extent of the strictures. In our case, 
we used a new surgical blade to mark the 
proximal end of the stricture. In addition, 
the position of the stent was confirmed by 
fluoroscopy as well as by endoscopy during 
and after the procedure.

Although insertion of SEMS is classified as a 
minimally invasive procedure, they are known 
to have immediate as well as late complications. 
Immediate complications include chest 
pain, fever, bleeding, gastrointestinal reflux, 
globus sensation, perforation and stent 
migration. Late complications include 
tumour ingrowth, stent migration, stent 
occlusion, development of an oesophageal 

fistula and recurrence of the stricture.[6-8] 
In our practice, dietary advice, lifelong oral 
proton pump inhibitors and regular follow-
up are part of routine management after 
stent insertion. Thanks to technical advances, 
SEMS deployment is no longer a complex 
endoscopic procedure. However, in patients 
with high-grade strictures and those with a 
tortuous lumen, stent placement can pose 
major challenges. There are many ways to 
bypass these difficult strictures, such as prior 
oesophageal dilatations using paediatric 
scopes.[6] However, these can be technically 
challenging and can cause procedure-related 
complications.

Endoscopic retrograde cholangiopancrea-
tography (ERCP) is one of the endoscopic 
procedures that requires technical accuracy 
to prevent procedure-related complications.[9] 
Guidewire-first cannulation has been recog-
nised as one way to achieve technical accuracy 
in interventional ERCP procedures.[10] We per-
form this guidewire-first cannulation ERCP 
technique for SEMS insertion, especially when 
we encounter high-grade oesophageal stric-
tures and/or a tortuous oesophageal lumen.

Conclusion
We concur with the existing medical literature 
on the importance of providing efficient and 
safe palliative treatment for patients with 
advanced oesophageal cancer.[2-5] We present 
a case of advanced oesophageal cancer in 
which a PC-SEMS was placed by applying 
the principle and technique of guidewire-
first cannulation in ERCP.
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