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Abstract

Carcinoma esophagus presents with dysphagia and in 60% of patients, the aim of treatment is palliation.
This study was done to evaluate the feasibility and role of planned combined approach using radiotherapy
" with metallic stent in palliation of malignant dysphagia. Ten patients with histologically proven,
locoregionally advanced esophageal carcinoma were selected. All patients underwent external radiotherapy
followed by brachytherapy. The self-expanding metallic stent was placed under combined endoscopic
and fluoroscopic guidance. A predetermined questionnaire to assess dysphagia, pain, reflux symptoms
and quality of life was administered before the procedure, and thereafter at monthly intervals until death
or last follow-up. 10/10 patients had grade III dysphagia at presentation. 4/10 patients underwent stent
placement prior to any radiotherapy (group A), 4/10 patients had stent placement after external radiotherapy
{group B) and 2/10 had stent after completion of brachytherapy (group C). There was no difficulty in
placing the stent despite the post-radiotherapy ulcerations and stricture in all the patients in group B and
C. 8/8 patients in groups A and B had no difficulty in placing esophageal bougie for brachytherapy. The
mean follow-up after stent placement was 9 months (4-24 months). There was complete disappearance of
dysphagia m 4/4 patients in group A, 2/4 patients in group B and 0/2 patients in group C. The rest of
patients had significant improvement in dysphagia score by atleast two grades. For dysphagia grade. the
mean progression free interval was recorded as 5 months for group A, 3 months for group B and 2 months
for group C. Combining radiotherapy and metallic stent is a safe, simple and effective means to palliate
malignant dysphagia. This raises an issue whether all patients with advanced carcinoma esophagus should
preferably be pre planned for stent placement followed by radiotherapy for best results.

~ Key Words -

Carcinoma esophagus, Dyphagia, Mettalic stent

Introduction

Despite advances in the treatment of esophageal
tancer, 50-60% of patients are incurable at presentation
{1.2). The prognosis of this malignancy is dismal, with a
S-year survival rate of only 5% to 10% (3). Progressive
(dysphagia is the most common symptom of esophageal
‘malignancy, therefore, the principle goél of palliation is

to maintain a patent esophageal lumen. In our set up.
more than 80% patients with esophageal malignancy are
loco-regionally advanced at diagnosis. In these patients,
dysphagia is the principal problem that limits the quality
of life. Only realistic goal is palliation of dysphagia.
Improvement in d3 sphagia improves quéh’ty of life. Laser
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photoablation, external radiotherapy, intraluminal
radiotherapy. chemotherapy, photodynamic therapy,
endoscopic dilation and esophageal prostheses have all
been used for palliation (4-10). Until last decade, the
main stay of treatment in these advanced patients has

been external radiotherapy in palliative doses. Over the

last decade, intraluminal high dose rate brachytherapy
has evolved as an important modality to relieve malignant
dysphagia. A combination of both external beam
radiotherapy and brachytherapy is an effective form of
palliative therapy (11,12). Esophageal prostheses have
been considered by many as the "ultimate form of
palliative treatment" as most patients undergo stent
placement after they have received radiotherapy (13).
Experience of combined approach uéing radiotherapy
with a stent for dysphagia relief is very limited. There
are fears about combining radiotherapy and metallic stent
in these patients because of potential compli-cations. As
would be desirable, the best palliation from dysphagia
and other symptoms may perhaps be achieved if it is
feasible to combine both radiotherapy and metallic stent.

Objectives

1. To evaluate the feasibility and role of planned
combined approach using radiotherapy with metallic
stent in the palliation of malignant dysphagia.

2. To compare the benefit and complications with stent
prior to radiotherapy versus stent after radiotherapy.

3. Tostudy the change in quality of life before and after
such combined treatment.

Patients & Methods

From June 1999 to January 2001, 10 patients of
advanced carcinoma esophagus patients were planned
to undergo both radiotherapy and stent placement. Six
patients were men and 4 were women, the age range was
30-77 years (median, 51 years). All patients had
squamous cell carcinoma. Nine patients had malignant
obstruction of the mid esophagus and one in the distal
portion. Tumor length varied from 4-9 cm (Table 1).

Table 1: Patients Characteristics

Characteristics n=10
Gender

Male 6

Female 4
Age (years) 30-77 (Median age - 51

years)
Site of Tumor

Middle 1/3rd esophagus 8

Lower 1/3rd esophagus 2
Mean length of tumor 6.2 cm (range 4-9 ¢cm)
Histology (biopsy proven)

Squamous cell carcinoma 10

Patients were divided into three groups A, B and C
depending on the time of stent placement. Four patients
were planned to undergo stent placement from beginning
followed by radiotherapy (group A), four patients
underwent stent placement after completing external
radiotherapy because of stenosis (group B) whereas two
patients underwent stent placement after they had
received both external radiotherapy and brachylherap.y
but had dysphagia recurrence (Group C) (Table 2).

Table 2 : Study Design

Groups Time of stent placement | N=10

Group A Before starting any 4/10 (1 fistula)
radiotherapy

Group B After completing external | 4/10
radiotherapy but before
brachytherapy

Group C After completing EBRT | 2/10
+brachytherapy

Technique of Treatment
Radiotherapy

External beam radiotherapy was delivered on
megavoltage teletherapy (Cobalt 60 or 6 MV linear
accelerator) to a dose of 30-35 Gy/10-15 #/2-3 weeks.

Brachytherapy is delivered with an endoscopically
placed intraluminal esophageal bougie to a dose of
6 Gy x 2 fractions. at one week interval on high dose
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rate (HDR. Iridium-192) microselectron. All patients
underwent this procedure on outpatient basis.

Endoescopic stent placement

Stent material: Self expandable metallic stent was
used (Ultraflex. Microvasive, Nitinol material.,
Boston Scientific USA. 18 mm expanded diameter,

10 °¢m or 15 c¢cm length) (Fig 1). Endoscopy was

mitially performed for assessment of the malignant lesion
and/or stenosis. Dilatation, if necessary, was carried out
using a wire-guided dilator and the endoscope' passed
beyond the lesion. This was followed by fluoroscopic
and endoscopic stent placement using a stent delivery
device under midazolam sedation. Visual confirmation
was obtained that the proximal end of the stent is well
above the proximal end of the stenosis. Covered stent
was used for one patient with fistula (group A) whereas
all the other patients received uncovered stent.

Fig. 1 : Ultraflex Microvasive Self Expending Metallic Stent

Assessment and follow up

A predetermined quality of life score assessment
questionnaire was administered before the procedure
and thereafter at monthly intervals until death or last
follow-up. This questionnaire.included five questions
(score - 1 through 5): 1. dysphagia grade, 2. severity of
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pain, 3. enthusiasm in doing daily activities,
4. satisfaction with sleep, and 5. Karnofsky
Performance Scale (0.5 score for KPS of 10). All
complications were recorded. Monthly chest X-ray was
done to check stent migration and barium swallow/
endoscopy was performed in case of dysphagia
recurrence.

Statistical analysis

The results were recorded using chi square test and

univariate analysis.
Results

In Groups B and C, there was no difficulty in
placing the stent despite the post-radiotherapy
ulcerations (6/6) and stricture (3/6). At the same time,
8 patients in Groups A and B had no difficulty in
placing esophageal bougie for brachytherapy.
The overall success in stent placement and brachy-
therapy was 100%. One patient with esophageal - airway
fistula was effectively sealed by a covered stent
(Fig. 2 & 3).

Fig. 2 : Carcinoma esophagus with esophageal-airway fistula
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Fig. 3 : Fistula effectively sealed by a covered stent

Pre-stent placement dilatation was required in 3/10
patients.- There was no immediate procedural
complication. 8/10 patients underwent stent placement
as outpatient procedure and 2 patients required indoor
admission. The mean procedure time for stent placement
was 20 minutes. No patient required admission for
brachytherapy on HDR micro selectron.

Complications after Stent Placement
Early complications (within 48 hrs)

Gastroesophageal reflux was noticed in 7/10 patients
and was easily controlled. 6/ 16 patients complained of
retrosternal pain which was severe is one patient in
Group C. No life threatening complication was seen
(Table 3).

Late complications (after 48 hrs)

One patient had hematemesis (Group C) 4 weeks
after stent placement. Tumour in growth was seen in 3
patients and persistent gastroesophagezlil reflux was
seen in 3 patients (1 in Group B and 2/2 in Group C)
(Table 3).
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Table3 : Complications after Stent Placement

Complications Group |Group |Group
A(n=4) |B(n=4) |C (n=2)
Early (wthin 48 hours)
Gastroesophageal reflux 2 3 2
Retrosternal pain 2 2 2
Late (after 48 hours)
Hemetemesis 0 0 |
Migration 0 0 0
Chest pain 0 0 1
Tumour in growth 0 1 2
(dysphagia) :
Stricture 0 0 1
Gastroesophageal 0 1 2
reflux (persistent)
Total events -+ 7 11

Overall the rate of early and late complications was
slightly higher for group C patients compared to group
A and B (p>0.05).

Most of the complications were effectively controlled
with medications. The mean follow-up after stent
placement was 9 months (range 4-24 months).

There was complete relief of dysphagia in 3/4 patients in
Group A, 2/4 patients in Group B and 0/2 patients in Group
C. One patient in Group A who had fistula at diagnosis had
relief in dysphagia from grade IV to grade I. Rest of the
patients had significant improvement in dysphagia score by
at least 1 grade. Dysphagia grade decreased from a mean of
3.20to 0.80 and was sustained unless a specific complication
arose. For dysphasia grade, the mean progression free intemal
was recorded as 5 months for Group A. 3 months for Group
B and 2 months for Group C.

There was a mean weight gain of 6 kgs in 5 patients
of Group A and B. Patients survived a mean of 5.5 months
after completion of treatment and improvement in quality
of life score was seen in total 7/10 patients (3/4 patients
in Group A, 3/4 patients in Group B and 1/4 in Group
C). But on compirison of pre-stent versus post-stent
score, the patients in Group A did the best (Figure 2).
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Fig. 1 : Symptoms at Presentation
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Discussion

The treatment of esophageal malignancy is mainly
palliative. The ideal method of palliative treatment would
be a single procedure that is technically simple, well
tolerated, does not require general anesthesia and lead
to permanent symptomatic relief from dysphagia. Such
treatment would improve the quality of life for these
patients. There 1s general consensus that surgical
palliation 1s not ideal in terms of effectiveness in relation
to the patients quality of life (14). Other methods such
as laser vaporisation or intubation all have specific
shortcomings. Repeated sessions are necessary for
dilatation and laser treatment (15).

Squamous cell carcinoma of esophdgus 1s moderately
sensitive to radiotherapy. The principle advantage with
radiotherapy both external as well as internal (after
loaﬁing) 1s that they produce rapid decompression of the
tumour which leads to relief of esophageal obstruction
and thus dysphagia relief. Intraluminal brachytherapy
using high does rate iridium 192 source has proven its
efficacy in palliation of dysphagia which is attributed to

very high dose delivered in a very short time (11,12).
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Recently. esophageal prostheses have undergone
modifications and self-expandable metallic stents
(SEMS) are common in use. The principal advantage of
SEMS is that they require a much smaller luminal
diameter usually 5-10mm (30-35 Fr.) instead of the 17-
22mm (50-66 Fr.) needed with a plastic tube for passage
through the tumour stenosis, since they are introduced
in a retracted form. Afier release. the expansile force
further dilates the tumours upto an internal diameter of
18-20mm (16-18). SEMS. have high elasticity. seem to
have advantages in handling. relieving dysphagia and
possibly no significant interactions with radiation (19).

Literature on the combined treatment using
radiotherapy as well as stent 1s scanty although SEMS
has been freqﬁently used by gastroenterologists over last
decade. Kinsman ef. al. analysed the complications in
59 patients who had undergone stent placement (SEMS).
Twenty-three late complications occurred in 22 patients
(37.5%). Life threatening complications occurred in 9
patients (15%). including gastrointestinal bleeding (7).
perforation (1), and tracheoesophageal fistula (1) and
contributed to all five deaths. Eight of 22 patients with
prior radiation and/or chemotherapy (36.4%) had life-
threatening énmp]icalions compared to 1 1 37 (2.3%)
without prior therapy (p=0.001). Stent-related
mortality occurred in 5 of 22 (23%) patients with
prior therapy compared to none of the 37 without prior
therapy (p=0.005) (20). Our data from present study
shows that there is risk of both early and late
complications which are minor and can be effectively
treated with conservative management. Moreover, the
overall risk as well as late complications arc higher 1f
stent is placed in patients who have already received
radiotherapy (Table 3). '

The issue of improving quality of life in patients with
carcinoma esophagus is vital but poorly addressed. Our
study shows that if stent can be placed at presentation
followed by radiotherapy only then not only the incidence
of complirations is lower but the dysphagia relief
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achieved is better compared to stent placement for
dysphagia recurrence after radiotherapy (Fig.2). When
compared with historical controls, the benefit in
dysphagia and quality of life is better with radiotherapy
and stent combined than that achieved with either
radiotherapy alone or stent alone. This raises an issue
whether all patients with advanced carcinoma esophagus
should preferably be pre-planned for stent placement
followed by radiotherapy for best resuits.

Conclusion

Metallic stent in combination with radiotherapy is
effective and safe for palliation of malignant dysphagia.
The fear of reactions in patients treated with stent and
radiotherapy 1s perhaps ill founded. In our set up, cost of
stent may be inhibiting but the value of this combination
in terms of dysphagia - relief and improvement in quality
of life is appreciable. All patients with advanced
carcinoma esophagus may be treated with initial stent
placement at presentation followed by radiotherapy for
best palliation.
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