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Results In total, 252 patients (126 with U-SEMS and 
126 with C-SEMS) were enrolled. There were no signifi-
cant differences in technical success, clinical success, GOO 
score, or time to stent dysfunction. Tumor ingrowth was 
significantly more frequent in U-SEMS (U-SEMS, 11.90% 
vs. C-SEMS, 0.79%; p = 0.002), and stent migration was 
significantly more frequent for C-SEMS (C-SEMS, 8.73% 
vs. U-SEMS, 0.79%; p = 0.005). Karnofsky performance 
status (p = 0.04), no presence of ascites (p = 0.02), and 
insufficient (<30%) stent expansion (p = 0.003) were signif-
icantly associated with tumor ingrowth in U-SEMS. Mean-
while, a shorter stent length (p = 0.05) and chemotherapy 
(p = 0.03) were predictors of C-SEMS migration.
Conclusions Both U-SEMS and C-SEMS are effective 
with comparable patencies. Tumor ingrowth and stent 
migration are the main causes of stent dysfunction for 
U-SEMS and C-SEMS, respectively. With regard to stent 
dysfunction, U-SEMS might be a good option for patients 
receiving chemotherapy, while C-SEMS with longer stents 
for patients in good condition. (Clinical trial registration 
number: UMIN000024059).

Keywords Malignant gastric outlet obstruction · Self-
expandable metallic stent · Stent dysfunction · Stent 
migration · Tumor ingrowth

Patients with gastric or pancreatobiliary cancer may 
develop gastric outlet obstruction (GOO) secondary to 
gastroduodenal stricture or obstruction. Considering the 
progression of these malignant cancers, treatment with a 
minimally invasive method is advisable. Gastrojejunostomy 
(GJ) was historically the standard treatment for malignant 
GOO. However, placement of a self-expandable metal-
lic stent (SEMS) allows for faster resumption of oral food 

Abstract 
Background Endoscopic metallic stenting is widely 
accepted as a palliation therapy for malignant gastric out-
let obstruction (GOO). However, the predictors of stent 
dysfunction have not been clarified. We aimed to evalu-
ate the predictors, especially tumor ingrowth in uncovered 
self-expandable metallic stents (U-SEMS) and migration of 
covered self-expandable metallic stents (C-SEMS), which 
are the main causes related to the stent characteristics.
Methods In this multicenter retrospective study, we com-
pared patients with U-SEMS and C-SEMS in terms of clin-
ical outcomes, and predictors of stent dysfunction.
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intake and shorter hospitalization than does GJ [1, 2]. In 
recent years, endoscopic SEMS placement has become a 
feasible alternative to GJ, with more favorable clinical out-
comes [3–5]. The efficacy and safety of endoscopic metal-
lic stenting have been reported in patients with various 
malignant obstructions [6–8] and of various backgrounds 
[9].

In recent published reports, the technical success rates 
of endoscopic SEMS placement ranged from approxi-
mately 92–100%, whereas the clinical success rates were 
lower, ranging from approximately 80–91% [10–14]. 
Although endoscopic SEMS insertion has excellent techni-
cal and clinical success rates for relieving GOO symptoms, 
the clinical efficacy of SEMS is compromised for several 
reasons [15–17]. The main cause of failure of uncovered 
SEMS (U-SEMS) is tumor or tissue ingrowth via the stent 
mesh, which occurs in 4–26% of cases [3, 5, 18–21]. Cov-
ered SEMS (C-SEMS) have been designed to prevent this 
problem. Although C-SEMS prevent tumor ingrowth, stent 
migration occurs in 16–25% of cases and is a major adverse 
event requiring re-intervention [22, 23].

Even though many studies have revealed the clinical 
efficacy of SEMS, the factors that predict stent dysfunc-
tion and adverse events have not been fully elucidated [24, 
25]. In particular, only a few clinical studies have evaluated 
the predictive factors of stent dysfunction for U-SEMS and 
C-SEMS individually. Both tumor ingrowth and migration 
are closely associated with the specific characteristics of 
the SEMS structure, and it is therefore advisable to evalu-
ate them separately.

The purpose of the present study was to investigate the 
predictive factors for stent dysfunction after SEMS place-
ment and to compare the characteristics of U-SEMS and 
C-SEMS in patients with malignant GOO. Moreover, we 
evaluated the main causes of stent dysfunction (tumor 
ingrowth for U-SEMS and stent migration for C-SEMS).

Patients and methods

Patients

We retrospectively evaluated 252 consecutive patients with 
malignant GOO treated by SEMS placement at Nagoya 
City University Graduate School of Medical Sciences 
and eight tertiary care referral centers from April 2004 to 
December 2015. C-SEMS and U-SEMS placements were 
performed in 126 patients each. Patients were included in 
this study if they had (1) unresectable malignant pylorodu-
odenal obstruction or malignant anastomotic obstruction, 
as shown by endoscopic or radiographic findings, and (2) 
obstruction of the stomach, duodenum, or jejunum caus-
ing nausea, vomiting, reduced oral intake, or weight loss. 

Patients were excluded if (1) SEMS placement was consid-
ered a high-risk endoscopic procedure, or (2) multiple gas-
trointestinal tract stenoses were present. Written informed 
consent of the procedure was obtained from all patients in 
accordance with the Declaration of Helsinki. This study 
was approved by the Review Board of the Nagoya City 
University Graduate School of Medical Sciences (approval 
no. 60160067).

Technique, equipment, and procedure

For gastroduodenal stenting, a therapeutic endoscope with 
a working channel diameter of ≥3.7  mm that was either 
direct-viewing or side-viewing was used to place the 
SEMS. Patients were sedated with intravenous midazolam 
(5–10  mg) and pethidine hydrochloride (17.5–35  mg) as 
needed during SEMS placement. The endoscope was first 
positioned close to the gastric or duodenal stenosis site, and 
the GOO was evaluated endoscopically. Contrast medium 
was injected under fluoroscopic guidance to identify the 
site and length of the obstruction. An endoscopic retrograde 
cholangiopancreatography catheter with a biliary guidewire 
was passed through the stenosis site. After confirming the 
position and length of the stenosis site by the catheter, we 
determined the precise length and position of the SEMS. 
The SEMS was deployed and placed under endoscopic and 
fluoroscopic guidance.

Four SEMS models ranging from 18 to 22 mm in diam-
eter and 60 to 120 mm in length were used. Two types of 
C-SEMS, the Ultraflex stent (Boston Scientific Japan, 
Tokyo, Japan) and Niti-S ComVi stent (Taewoong Medical, 
Seoul, Korea), were used. Two types of U-SEMS, the Wall-
Flex duodenal stent (Boston Scientific Japan) and Niti-S 
pyloric stent (Taewoong Medical), were used. SEMS selec-
tion was based on the judgment of each endoscopist.

Data analysis and evaluation

The baseline information collected included sex, age, Kar-
nofsky performance status (KPS) score, GOO scoring sys-
tem (GOOSS) score, diagnosis, site of obstruction, history 
of gastrectomy, presence of ascites/liver metastasis/perito-
neal dissemination, narcotics for medical use, and chemo-
therapy after SEMS placement. The GOOSS is a scoring 
system that depends on the patient’s level of oral intake: 0, 
no oral intake; 1, liquids only; 2, soft solids; and 3, low-res-
idue or full diet [26]. The presence of ascites/liver metas-
tasis/peritoneal dissemination was evaluated by computed 
tomography (CT) prior to the procedure.

The clinical outcomes were evaluated according to the 
following criteria: technical success, clinical success, oral 
intake status evaluated using the GOOSS, duration of stent 
patency, and adverse events. Technical success was defined 
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as adequate SEMS placement and precise positioning at 
the obstruction site, as confirmed by endoscopic combined 
with fluoroscopic guidance. Clinical success was defined 
as an improvement in the GOOSS score 3–4 weeks after 
SEMS placement. Time to stent dysfunction was defined 
as the period between stent placement and recurrence of 
obstructive symptoms caused by stent-related adverse 
events. When no stent-related adverse event occurred, stent 
patency was considered equal to the survival time from 
stent placement of the patient. A stent was determined to 
be dysfunctional if the patient failed to resume oral food 
intake. The stent expansion rate was defined as the mini-
mum/maximum diameter of the SEMS determined by 
fluoroscopic imaging on the day of the procedure.

We compared technical success, clinical success, 
GOOSS score after SEMS placement, adverse event, and 
time to stent dysfunction between U-SEMS and C-SEMS. 
The following factors were evaluated as predictive factors 
for stent dysfunction in univariable and multivariable anal-
yses: age, sex, KPS, primary cancer site, stent type, stent 
length, site of obstruction, chemotherapy, ascites, liver 
metastasis, pharmaceutical morphine use, peritoneal dis-
semination, and stent expansion rate on the day of the pro-
cedure. The main causes of adverse events those related to 
SEMS, namely tumor ingrowth for U-SEMS and migration 
with/without stent dysfunction for C-SEMS, were evalu-
ated with respect to these same 13 variables.

Statistical analysis

The Chi-square test and Fisher’s exact test were used to 
compare categorical variables. The Mann–Whitney U-test 
was used to compare continuous variables. Statistical tests 
were two-sided, and statistical significance was defined as 
p < 0.05. Factors with substantial impacts (p < 0.2) in the 
univariable analysis were subsequently evaluated by mul-
tivariable analysis. Time to stent dysfunction was estimated 

by Kaplan–Meier analysis, and curves were compared by 
the log-rank test. All statistical analyses were performed 
using IBM SPSS statistical software, version 23 (IBM 
Corp., Armonk, NY, USA).

Results

Patient characteristics

In total, 252 patients with malignant duodenal obstruction 
were enrolled in this study. The demographic and clinical 
characteristics of the patients are shown in Table 1. Their 
median age was 74 years (range 39–101 years). Most com-
mon two etiologies of GOO were pancreatic biliary can-
cer (n = 100, 39.7%) and gastric cancer (n = 123, 48.8%). 
Chemotherapy was performed after SEMS placement in 74 
patients (29.4%). The administration of chemotherapy was 
significantly higher in patients with C-SEMS than U-SEMS 
[38.1% (48/126) vs. 20.6% (26/126); p = 0.002].

Clinical outcomes

The clinical outcomes are summarized in Table  2. Tech-
nical success was achieved in 251 of the 252 patients 
(99.6%). The one case of technical failure occurred because 
the stent was deployed too distally. Clinical effectiveness 
was achieved in 215 of the 252 patients (82.1%). The mean 
GOOSS score improved significantly from 0.27 to 2.30 
after SEMS placement (p < 0.001).

Stent dysfunction occurred in 40 patients (15.9%). Of 
these, 17 (6.75%) exhibited stent ingrowth, 10 (3.97%) stent 
overgrowth, 7 (2.78%) stent migration, and 6 (2.38%) insuf-
ficient stent expansion. Stent ingrowth was more frequent 
in the U-SEMS group than in the C-SEMS group (U-SEMS 
vs. C-SEMS: 11.9% [15/126] vs. 0.79% [2/126], respec-
tively; p = 0.002). The median time to stent dysfunction 

Table 1  Patient demographics 
and clinical characteristics 
(n = 252)

CDDP cis-diamminedichloroplatinum; SEMS self-expandable metallic stent

Gender (male/female) 160/92
Age (median) [range] 74 [39–101]
Karnofsky performance status (100 − 80/70 − 50/40 − 0) 24/176/52
Gastric outlet obstruction scoring system (0/1/2) 201/35/16
Diagnosis (pancreatic biliary cancer/gastric cancer/Others) 100/123/29
Site of obstruction (pylorus/duodenum/anastomosis) 122/112/18
Prior gastrectomy (yes/no) 19/233
Ascites (yes/no) 98/154
Liver metastasis (yes/no) 94/158
Peritoneal dissemination (yes/no) 120/132
Narcotics for medical use (yes/no) 47/205
Chemotherapy after SEMS placement (yes/no) regimen (S-1/S-1+CDDP/gemcit-

abine/paclitaxel/others)
74/178 (29/10/10/8/17)
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was 67.5 days (95% confidence interval [CI], 52.1–82.9 
days). Sixty-three days in the U-SEMS group and 86 days 
in the C-SEMS group, respectively (p = 0.09) (Fig. 1).

The other adverse events were perforation (n = 3, 
1.19%), mild pancreatitis (n = 2, 0.79%), stent migration 
with/without stent dysfunction (n = 12, 4.76%), cholangi-
tis (n = 2, 0.79%), pneumonia (n = 6, 2.38%), and bleeding 
(n = 1, 0.40%). Stent migration with/without stent dysfunc-
tion was more frequent in the C-SEMS group than in the 
U-SEMS group (U-SEMS vs. C-SEMS: 0.79% [1/126] vs. 
8.73% [11/126], respectively; p = 0.005). Among the 12 
patients with stent migration, 5 (41.7%) did not receive re-
intervention because they were asymptomatic.

Predictive factors for stent dysfunction

Table 3 summarizes the results of the univariable and mul-
tivariable analyses of predictive factors for stent dysfunc-
tion. Stent dysfunction was observed in 40 (15.9%) of the 
252 patients.

In total, age (p = 0.02), the site of obstruction (pylorus; 
p = 0.02), chemotherapy (p = 0.001), and presence of 
ascites (p = 0.02) were significantly associated with stent 
dysfunction in the univariable analysis. In the multivariable 
analysis, the site of obstruction (p = 0.03) was the only sig-
nificant independent factor for stent dysfunction.

Predictive factors for stent ingrowth in U-SEMS

The 126 patients who underwent U-SEMS placement 
were divided into two groups according to whether they 

Table 2  Clinical outcomes and adverse events (n = 252)

Values are presented as number (%) or median [range]
GOOSS gastric outlet obstruction scoring system; SEMS self-expandable metallic stent; U-SEMS uncovered self-expandable metallic stent; 
C-SEMS covered self-expandable metallic stent
*P < 0.01; **P < 0.001

Overall U-SEMS (n = 126) C-SEMS (n = 126) p-value

Technical success 251 (99.6) 126 (100) 125 (99.2) 1
Clinical success 215 (82.1) 111 (88.1) 104 (82.5) 0.213
GOOSS (0/1/2/3) after SEMS placement 30/26/34/162 9/22/15/80 21/4/19/82 0.131
Median time to stent dysfunction (days) [95%CI] 67.5 [52.1–82.9] 63 [48.6–77.4] 86 [63.9-108.1] 0.090
Adverse events
 Stent dysfunction 40 (15.9) 18 (14.3) 22 (17.5) 0.491
  Ingrowth 17 (6.75) 15 (11.9) 2 (0.79) 0.002*
  Overgrowth 10 (3.97) 0 (0) 10 (7.94) 0.002*
  Migration 7 (2.78) 1 (0.79) 6 (4.76) 0.120
  Insufficient stent expansion 6 (2.38) 2 (1.59) 4 (3.17) 0.684

 Perforation 3 (1.19) 0 (0) 3 (2.38) 0.247
 Pancreatitis 2 (0.79) 1 (0.79) 1 (0.79) 1
 Migration with/without stent dysfunction 12 (4.76) 1 (0.79) 11 (8.73) 0.005*
 Cholangitis 2 (0.79) 1 (0.79) 1 (0.79) 1
 Pneumonia 6 (2.38) 2 (1.59) 4 (3.17) 0.684
 Bleeding 1 (0.40) 0 (0) 1 (0.79) 1

Fig. 1  Kaplan–Meier plots for cumulative stent patency (p = 0.09, 
log-rank test). The cumulative stent patency did not differ between 
the covered SEMS and uncovered SEMS groups. SEMS self-expand-
able metallic stent
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developed stent ingrowth (n = 15) or not (n = 111). As 
shown in Table 4, the etiology (pancreatobiliary cancer; 
p = 0.04), site of obstruction (pylorus; p = 0.05), presence 
of ascites (p = 0.05), and stent expansion <30% (p = 0.03) 
were significantly associated with stent ingrowth in the 
univariable analysis. In the multivariable analysis, a 
KPS > 40 (p = 0.04), no presence of ascites (p = 0.02), 
and stent expansion <30% (p = 0.003) were significantly 
associated with stent ingrowth.

Predictive factors for stent migration in C-SEMS

The 126 patients who underwent C-SEMS placement were 
divided into two groups according to whether they devel-
oped stent migration (n = 11) or not (n = 115). Table  5 
summarizes the predictors of stent migration in patients 
with a C-SEMS. Stent length < 12  cm (OR 4.94; 95% CI 
0.98–25.02; p = 0.05) and chemotherapy (OR 5.01; 95% 
CI 1.18–21.34; p = 0.03) were significantly associated 
with stent migration in the univariable and multivariable 
analyses.

Table 3  Predictive factors of 
stent dysfunction

Total number of patients n = 252; stent dysfunction, n = 40; no stent dysfunction, n = 212
KPS Karnofsky performance status; OR odds ratio (95%CI)
*p < 0.05; **p < 0.01

Variable Univariable analysis Multivariable analysis

OR p-value OR p-value

Age (<70) 2.19 (1.11–4.35) 0.02* 2.13 (0.99–4.62) 0.06
Gender (male) 1.63 (0.77–3.44) 0.20 1.23 (0.55–2.74) 0.62
KPS (>40) 2.56 (0.87–7.57) 0.09 1.81 (0.56–5.85) 0.32
Diagnosis (pancreatobiliary cancer) 0.81 (0.40–1.63) 0.55
Stent type (covered) 1.27 (0.64–2.50) 0.49
Stent length (<12 cm) 1.72 (0.83–3.57) 0.14 1.66 (0.76–3.64) 0.20
Site of obstruction (pylorus) 2.24 (1.11–4.54) 0.02* 2.38 (1.07–5.28) 0.03*
Chemotherapy (yes) 3.46 (1.71–6.98) 0.001** 1.88 (0.83–4.25) 0.13
Ascites (yes) 0.40 (0.18–0.89) 0.02* 0.44 (0.19–1.02) 0.06
Liver metastasis (yes) 1.01 (0.50–2.03) 0.98
Pharmaceutical morphine use (yes) 0.74 (0.29–1.87) 0.52
Peritoneal dissemination (yes) 1.19 (0.60–2.33) 0.62
Stent expansion (<30%) 1.73 (0.86–3.47) 0.12 1.52 (0.72–3.22) 0.28

Table 4  Predictive factors of 
ingrowth in U-SEMS

Total number of patients n = 126; ingrowth, n = 15; no ingrowth, n = 111
KPS Karnofsky performance status; OR odds ratio (95%CI)
*p < 0.05; **p < 0.01

Variable Univariable analysis Multivariable analysis

OR p-value OR p-value

Age (<70) 1.16 (0.35–3.92) 0.81
Gender (male) 1.42 (0.45–4.42) 0.55
KPS (>40) 4.95 (0.62–39.34) 0.13 13.12 (1.16–148.18) 0.04*
Diagnosis (pancreatobiliary cancer) 0.26 (0.07–0.95) 0.04* 0.51 (0.06–4.55) 0.55
Stent type (niti-S) 0.61 (0.20–1.90) 0.39
Stent length (<12 cm) 1.02 (0.30–3.45) 0.98
Site of obstruction (Pylorus) 3.16 (1.01–9.88) 0.05* 5.19 (0.60–44.67) 0.13
Chemotherapy (yes) 1.47 (0.43–5.06) 0.54
Ascites (yes) 0.217 (0.05–1.01) 0.05* 0.11 (0.02–0.66) 0.02*
Liver metastasis (yes) 1.28 (0.42–3.87) 0.66
Pharmaceutical morphine use (yes) 0.86 (0.23–3.29) 0.82
Peritoneal dissemination (yes) 0.59 (0.19–1.83) 0.36
Stent expansion (<30%) 3.44 (1.09–10.88) 0.03* 11.76 (2.35–58.89) 0.003**
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Discussion

This study demonstrated that endoscopic metallic stent-
ing for malignant GOO has high technical and clinical 
success with acceptable adverse events. This suggests 
that endoscopic SEMS placement is a safe and effective 
palliative therapy for patients with GOO. The improve-
ment in the GOOSS score was good in most patients, 
which is in agreement with previous studies [19, 27]. In 
the present multicenter study, we found no significant dif-
ferences between U-SEMS and C-SEMS in terms of the 
time to stent dysfunction after endoscopic SEMS place-
ment (p = 0.09). However, we revealed predictive factors 
for stent dysfunction between the U-SEMS and C-SEMS 
groups. Especially for evaluation of C-SEMS, few stud-
ies using multivariate analyses have included a sufficient 
number of patients to evaluate the predictors of stent 
migration, which is the main cause of stent dysfunction. 
Additionally, few studies have evaluated the predictors of 
the main causes of stent dysfunction individually (tumor 
ingrowth for U-SEMS and migration for C-SEMS).

Recently, published reports have clarified the efficacy 
of SEMS placement for the treatment of malignant GOO. 
The technical success rates of endoscopic stent placement 
for malignant GOO range from approximately 92–100%, 
whereas clinical success rates range from approximately 
80–91% [10–14]. These results are similar to those of the 
present study (technical success rate, 99.6%; clinical suc-
cess rate, 85.3%). Only one technical failure occurred as 
a result of SEMS deployment being too distal. To deploy 
a SEMS in the optimal position, the pulling force (i.e., 

traction force) should be considered to enable appropriate 
retraction of the delivery catheter [28].

Several retrospective studies have compared the out-
comes of C-SEMS and U-SEMS in patients with malignant 
GOO and have revealed no differences in re-obstruction 
rates, overall adverse events, or time to stent dysfunction 
[29, 30]. U-SEMS are often associated with re-stenosis 
caused by tumor ingrowth through the stent mesh. Covered 
SEMSs can prevent tumor ingrowth, but their potential for 
maintaining longer patency in patients with malignant GOO 
has not yet been proven. The migration rates of C-SEMS 
reportedly range from 4 to 26% [25, 31–35]. Furthermore, 
Kim et  al. [22] performed a prospective study and found 
that stent migration was more common in the C-SEMS 
group [25.8% (8 of 31 patients)] than in the U-SEMS group 
[2.8% (1 of 36 patients)], whereas re-stenosis due to tumor 
ingrowth was more common in the U-SEMS than in the 
C-SEMS group [25.0% (9 of 36 patients) vs. 0.0% (0 of 31 
patients), respectively].

Our study demonstrates that insertion of either U-SEMS 
or C-SEMS is an effective palliative treatment in terms of 
stent dysfunction. The time to stent dysfunction did not 
differ between the U-SEMS and C-SEMS groups. Only 
the site of obstruction (pylorus) was a predictive factor 
for stent dysfunction among all patients with U-SEMS or 
C-SEMS placement in the multivariable analysis. The inci-
dence of ingrowth was significantly higher in the U-SEMS 
than in the C-SEMS group (11.9 vs. 0.79%, p = 0.002). 
On the other hand, stent migration was more frequent in 
the C-SEMS than in the U-SEMS group (8.73 vs. 0.79%; 
p = 0.005). Therefore, the advantage of C-SEMS in terms 

Table 5  Predictive factors of 
migration in C-SEMS

Total number of patients n = 126; ingrowth, n = 11; no ingrowth, n = 115
KPS Karnofsky performance status; OR odds ratio (95%CI)
*p < 0.05

Variable Univariable analysis Multivariable analysis

OR P-value OR p-value

Age (<70) 2.44 (0.68–8.81) 0.17 1.50 (0.37–6.03) 0.57
Gender (male) 0.83 (0.23–3.01) 0.78
KPS (>40) Inf (0.62–inf) 0.21 Inf (0.06–inf) 1
Diagnosis (pancreatobiliary cancer) 0.547 (0.16–1.91) 0.34
Stent type (niti-S) Inf (0.09–inf) 1
Stent length (<12 cm) 6.06 (1.25–29.31) 0.03* 4.94 (0.98–25.02) 0.05*
Site of obstruction (pylorus) 0.66 (0.19–2.30) 0.52
Chemotherapy (yes) 7.91 (1.97–31.82) 0.01* 5.01 (1.18–21.34) 0.03*
Ascites (yes) 0.86 (0.24–3.10) 0.81
Liver metastasis (yes) 1.94 (0.56–6.73) 0.30
Pharmaceutical morphine use (yes) 0.54 (0.07–4.47) 0.57
Peritoneal dissemination (yes) 1.31 (0.38–4.53) 0.67
Stent expansion (<30%) 2.02 (0.49–8.35) 0.33
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of decreasing the ingrowth rate might be offset by the 
higher rate of migration and overgrowth in C-SEMS from 
the viewpoint of total adverse events. In the C-SEMS 
migration group, six (54.5%) patients underwent re-stenting 
due to duodenal obstruction symptoms, and five patients 
developed asymptomatic stent migration. However, in the 
asymptomatic group (n = 5), three patients were confirmed 
to have duodenal obstruction by CT without symptoms of 
obstruction and were treated with peripheral parental nutri-
tion or total parenteral nutrition. Those patients may have 
developed obstruction symptoms if they had resumed oral 
intake.

In terms of tumor ingrowth, which is a main cause of 
U-SEMS dysfunction, a KPS > 40, no presence of ascites, 
and stent expansion (<30%) on the day of the proce-
dure were predictive factors in the multivariable analysis. 
Although most of our patients are in advanced cancer stage, 
survival after the endoscopic procedure was generally 
longer in patients of good condition (good performance 
status/without ascites) than poor condition; therefore, 
tumor occlusion might be occurred frequently in patients 
with KPS > 40 and/or in patients who did not have ascites 
at the time of the procedure. Furthermore, we previously 
reported that insufficient stent expansion on the procedure 
day was a stent-related predictive factor for poor oral intake 
[6]. We hypothesized in that report that slow stent expan-
sion causes tumor progression through the U-SEMS space, 
which thereby results in ingrowth. Moreover, insufficient 
stent expansion was observed more frequently in patients 
with gastrointestinal obstruction due to anastomotic sites or 
metastatic cancer. These patients might be good candidates 
for C-SEMS [36].

We also evaluated predictors of stent migration, which 
is a main cause of C-SEMS dysfunction. The stent length 
(<12 cm) and chemotherapy were significantly associated 
with stent migration in the multivariable analysis. Kim 
et  al. [25] reported that stent migration was significantly 
associated with chemotherapy after stent placement, which 
supports our data. In that report, predictors were only eval-
uated with respect to chemotherapy and balloon dilation 
before or after chemotherapy. We speculate that chemo-
therapy decreases tumor volume and reduces the alimen-
tary tract compression, which might be the cause of stent 
migration. We conducted a multivariable analysis of both 
patient- and stent-related factors. From that standpoint, we 
recommend the use of a longer C-SEMS to prevent migra-
tion. Furthermore, Isayama et  al. [37] recommended the 
use of longer stents to prevent stent occlusion caused by 
tumor overgrowth or ingrowth at the uncovered portion.

Our study has certain limitations. First, it was retrospec-
tive, and selection of the stent type (U-SEMS or C-SEMS) 
was based on the preference and experience of the physi-
cian. Second, in retrospective series, it is common to lose 

patients if the SEMS is not placed due to the previous 
failure, therefore, technical success might be low. Third, 
the rate of chemotherapy after SEMS placement differed 
between groups; thus, the C-SEMS group showed a trend 
toward a longer median survival time. Large-scale rand-
omized prospective studies are warranted.

In conclusion, either U-SEMS or C-SEMS placement 
is an effective treatment for the palliation of unresectable 
malignant GOO. Although it is required to conduct a com-
parative study with homogeneous groups, U-SEMS might 
be a good option for patients planning chemotherapy after 
SEMS placement, while C-SEMS for patients with good 
condition (good KPS or no ascites). When a C-SEMS is 
selected, a longer stent might be preferable in terms of pre-
venting stent migration.

Acknowledgements We are indebted to Katsuyuki Miyabe, Hiromu 
Kondo, Michihiro Yoshida, Shuichiro Umemura, Akihisa Kato, 
Hitoshi Sano, Shuya Shimizu, Tomonori Yamada, Hiroaki Yamashita, 
Hirotaka Ohara, and Shigehisa Osawa for providing case information.

Compliance with ethical standards 

Disclosures Drs. Yasuki Hori, Itaru Naitoh, Kazuki Hayashi, Tesshin 
Ban, Makoto Natsume, Fumihiro Okumura, Takahiro Nakazawa, 
Hiroki Takada, Atsuyuki Hirano, Naruomi Jinno, Shozo Togawa, 
Tomoaki Ando, Hiromi Kataoka, and Takashi Joh have no conflicts of 
interest of financial.

References

 1. Ly J, O’Grady G, Mittal A, Plank L, Windsor JA (2010) A sys-
tematic review of methods to palliate malignant gastric outlet 
obstruction. Surg Endosc 24:290–297

 2. Mittal A, Windsor J, Woodfield J, Casey P, Lane M (2004) 
Matched study of three methods for palliation of malignant 
pyloroduodenal obstruction. Br J Surg 91:205–209

 3. Baron TH (2001) Expandable metal stents for the treatment of 
cancerous obstruction of the gastrointestinal tract. N Engl J Med 
344:1681–1687

 4. Yim HB, Jacobson BC, Saltzman JR, Johannes RS, Bounds BC, 
Lee JH, Shields SJ, Ruymann FW, Van Dam J, Carr-Locke DL 
(2001) Clinical outcome of the use of enteral stents for palliation 
of patients with malignant upper GI obstruction. Gastrointest 
Endosc 53:329–332

 5. Dormann A, Meisner S, Verin N, Wenk Lang A (2004) Self-
expanding metal stents for gastroduodenal malignancies: system-
atic review of their clinical effectiveness. Endoscopy 36:543–550

 6. Hori Y, Naitoh I, Ban T, Narita K, Nakazawa T, Hayashi K, 
Miyabe K, Shimizu S, Kondo H, Nishi Y, Yoshida M, Umemura 
S, Kato A, Yamada T, Ando T, Joh T (2015) Stent under-expan-
sion on the procedure day, a predictive factor for poor oral intake 
after metallic stenting for gastric outlet obstruction. J Gastroen-
terol Hepatol 30:1246–1251

 7. Hayashi K, Okayama Y, Ueno K, Miyabe K, Naitoh I, Hirai M, 
Kitajima Y, Ban T, Gotoh K, Yamada T, Sano H, Nakazawa 
T, Ohara H, Joh T, Itoh M. (2006) Clinical evaluation of cov-
ered self-expandable metallic stent for unresectable malignant 



4172 Surg Endosc (2017) 31:4165–4173

1 3

stomach pyloric region and duodenal obstruction. Nihon 
Shokakibyo Gakkai Zasshi 103: 405–414

 8. Hori Y, Miyabe K, Yoshida M, Nakazawa T, Hayashi K, Naitoh 
I, Shimizu S, Kondo H, Nishi Y, Umemura S, Kato A, Ohara H, 
Inagaki H, Joh T (2015) Impact of TP53 codon 72 and MDM2 
SNP 309 polymorphisms in pancreatic ductal adenocarcinoma. 
PLoS ONE 10:e0118829

 9. Hori Y, Naitoh I, Nakazawa T, Hayashi K, Miyabe K, Shimizu S, 
Kondo H, Yoshida M, Yamashita H, Umemura S, Ban T, Oku-
mura F, Sano H, Takada H, Joh T (2014) Feasibility of endo-
scopic retrograde cholangiopancreatography-related procedures 
in hemodialysis patients. J Gastroenterol Hepatol 29:648–652

 10. Gaidos JK, Draganov PV (2009) Treatment of malignant gastric 
outlet obstruction with endoscopically placed self-expandable 
metal stents. World J Gastroenterol 15:4365–4371

 11. Costamagna G, Tringali A, Spicak J, Mutignani M, Shaw J, Roy 
A, Johnsson E, De Moura EG, Cheng S, Ponchon T, Bittinger 
M, Messmann H, Neuhaus H, Schumacher B, Laugier R, Saarnio 
J, Ariqueta FI (2012) Treatment of malignant gastroduodenal 
obstruction with a nitinol self-expanding metal stent: an interna-
tional prospective multicentre registry. Dig Liver Dis 44:37–43

 12. Mendelsohn RB, Gerdes H, Markowitz AJ, DiMaio CJ, 
Schattner MA (2011) Carcinomatosis is not a contraindication to 
enteral stenting in selected patients with malignant gastric outlet 
obstruction. Gastrointest Endosc 73:1135–1140

 13. Lee EY, Bourke MJ, Williams SJ, Alrubaie A, Kwan V, Bailey 
AA, Lynch PM, Loh SM (2011) Severity of initial stent angu-
lation predicts reintervention after successful palliative enteral 
stenting for malignant luminal obstruction. J Gastroenterol 
Hepatol 26:484–491

 14. van Hooft JE, van Montfoort ML, Jeurnink SM, Bruno MJ, Dijk-
graaf MG, Siersema PD, Fockens P (2011) Safety and efficacy of 
a new non-foreshortening nitinol stent in malignant gastric outlet 
obstruction (DUONITI study): a prospective, multicenter study. 
Endoscopy 43:671–675

 15. Jeurnink SM, Steyerberg EW, van Hooft JE, van Eijck CH, 
Schwartz MP, Vleggaar FP, Kuipers EJ, Siersema PD (2010) 
Surgical gastrojejunostomy or endoscopic stent placement for 
the palliation of malignant gastric outlet obstruction (SUSTENT 
study): a multicenter randomized trial. Gastrointest Endosc 
71:490–499

 16. Piesman M, Kozarek RA, Brandabur JJ, Pleskow DK, Chuttani 
R, Eysselein VE, Silverman WB, Vargo JJ, Waxman I, Catalano 
MF, Baron TH, Parsons WG, Slivka A, Carr-Locke DL (2009) 
Improved oral intake after palliative duodenal stenting for malig-
nant obstruction: a prospective multicenter clinical trial. Am J 
Gastroenterol 104:2404–2411

 17. Jeurnink SM, van Eijck CH, Steyerberg EW, Kuipers EJ, 
Siersema PD (2007) Stent versus gastrojejunostomy for the pal-
liation of gastric outlet obstruction: a systematic review. BMC 
Gastroenterol 7:18

 18. Graber I, Dumas R, Filoche B, Boyer J, Coumaros D, Lamouli-
atte H, Legoux JL, Napoleon B, Ponchon T (2007) The efficacy 
and safety of duodenal stenting: a prospective multicenter study. 
Endoscopy 39:784–787

 19. van Hooft JE, Uitdehaag MJ, Bruno MJ, Timmer R, Siersema 
PD, Dijkgraaf MG, Fockens P (2009) Efficacy and safety of the 
new WallFlex enteral stent in palliative treatment of malignant 
gastric outlet obstruction (DUOFLEX study): a prospective mul-
ticenter study. Gastrointest Endosc 69:1059–1066

 20. Maetani I, Tada T, Ukita T, Inoue H, Sakai Y, Nagao J (2004) 
Comparison of duodenal stent placement with surgical gastroje-
junostomy for palliation in patients with duodenal obstructions 
caused by pancreaticobiliary malignancies. Endoscopy 36:73–78

 21. Maetani I, Akatsuka S, Ikeda M, Tada T, Ukita T, Nakamura 
Y, Nagao J, Sakai Y (2005) Self-expandable metallic stent 

placement for palliation in gastric outlet obstructions caused by 
gastric cancer: a comparison with surgical gastrojejunostomy. J 
Gastroenterol 40:932–937

 22. Kim CG, Choi IJ, Lee JY, Cho SJ, Park SR, Lee JH, Ryu KW, 
Kim YW, Park YI (2010) Covered versus uncovered self-expand-
able metallic stents for palliation of malignant pyloric obstruc-
tion in gastric cancer patients: a randomized, prospective study. 
Gastrointest Endosc 72:25–32

 23. Pan YM, Pan J, Guo LK, Qiu M, Zhang JJ (2014) Covered ver-
sus uncovered self-expandable metallic stents for palliation of 
malignant gastric outlet obstruction: a systematic review and 
meta-analysis. BMC Gastroenterol 14:170

 24. Sasaki T, Isayama H, Nakai Y, Takahara N, Hamada T, Mizuno 
S, Mohri D, Yagioka H, Kogure H, Arizumi T, Togawa O, Mat-
subara S, Ito Y, Yamamoto N, Sasahira N, Hirano K, Toda N, 
Tada M, Koike K (2015) Clinical outcomes of secondary gas-
troduodenal self-expandable metallic stent placement by stent-
in-stent technique for malignant gastric outlet obstruction. Dig 
Endosc 27:37–43

 25. Kim JH, Song HY, Shin JH, Choi E, Kim TW, Jung HY, Lee 
GH, Lee SK, Kim MH, Ryu MH, Kang YK, Kim BS, Yook JH 
(2007) Metallic stent placement in the palliative treatment of 
malignant gastroduodenal obstructions: prospective evaluation of 
results and factors influencing outcome in 213 patients. Gastroin-
test Endosc 66:256–264

 26. Adler DG, Baron TH (2002) Endoscopic palliation of malig-
nant gastric outlet obstruction using self-expanding metal stents: 
experience in 36 patients. Am J Gastroenterol 97:72–78

 27. Sasaki T, Isayama H, Maetani I, Nakai Y, Kogure H, Kawakubo 
K, Mizuno S, Yagioka H, Matsubara S, Ito Y, Yamamoto N, 
Sasahira N, Hirano K, Tsujino T, Toda N, Tada M, Koike K 
(2013) Japanese multicenter estimation of WallFlex duodenal 
stent for unresectable malignant gastric outlet obstruction. Dig 
Endosc 25:1–6

 28. Hori Y, Hayashi K, Yoshida M, Naitoh I, Nakazawa T, Miyabe 
K, Shimizu S, Kondo H, Nishi Y, Umemura S, Kato A, Ohara 
H, Joh T (2016) New concept of traction force applied to biliary 
self-expandable metallic stents. Endoscopy 48:472–476

 29. Telford JJ, Carr-Locke DL, Baron TH, Tringali A, Parsons 
WG, Gabbrielli A, Costamagna G (2004) Palliation of patients 
with malignant gastric outlet obstruction with the enteral Wall-
stent: outcomes from a multicenter study. Gastrointest Endosc 
60:916–920

 30. Song HY, Shin JH, Yoon CJ, Lee GH, Kim TW, Lee SK, Yook 
JH, Kim BS (2004) A dual expandable nitinol stent: experience 
in 102 patients with malignant gastroduodenal strictures. J Vasc 
Interv Radiol 15:1443–1449

 31. Im JP, Kang JM, Kim SG, Kim JS, Jung HC, Song IS (2008) 
Clinical outcomes and patency of self-expanding metal stents in 
patients with malignant upper gastrointestinal obstruction. Dig 
Dis Sci 53:938–945

 32. Jeong JY, Han JK, Kim AY, Lee KH, Lee JY, Kang JW, Kim TJ, 
Shin SH, Choi BI (2002) Fluoroscopically guided placement of 
a covered self-expandable metallic stent for malignant antroduo-
denal obstructions: preliminary results in 18 patients. AJR Am J 
Roentgenol 178:847–852

 33. Jung GS, Song HY, Kang SG, Huh JD, Park SJ, Koo JY, Cho 
YD (2000) Malignant gastroduodenal obstructions: treatment by 
means of a covered expandable metallic stent-initial experience. 
Radiology 216:758–763

 34. Park KB, Do YS, Kang WK, Choo SW, Han YH, Suh SW, Lee 
SJ, Park KS, Choo IW (2001) Malignant obstruction of gastric 
outlet and duodenum: palliation with flexible covered metallic 
stents. Radiology 219:679–683

 35. Lee SM, Kang DH, Kim GH, Park WI, Kim HW, Park JH (2007) 
Self-expanding metallic stents for gastric outlet obstruction 



4173Surg Endosc (2017) 31:4165–4173 

1 3

resulting from stomach cancer: a preliminary study with a newly 
designed double-layered pyloric stent. Gastrointest Endosc 
66:1206–1210

 36. Hori Y, Naitoh I, Hayashi K, Ban T, Natsume M, Okumura F, 
Nakazawa T, Takada H, Hirano A, Jinno N, Togawa S, Ando 
T, Kataoka H, Joh T (2017) Predictors of outcomes in patients 
undergoing covered and uncovered self-expandable metal stent 

placement for malignant gastric outlet obstruction: a multicenter 
study. Gastrointest Endosc 85:340–348

 37. Isayama H, Sasaki T, Nakai Y, Togawa O, Kogure H, Sasahira N, 
Yashima Y, Kawakubo K, Ito Y, Hirano K, Tsujino T, Toda N, 
Tada M, Omata M, Koike K (2012) Management of malignant 
gastric outlet obstruction with a modified triple-layer covered 
metal stent. Gastrointest Endosc 75:757–763


	Predictors of stent dysfunction after self-expandable metal stent placement for malignant gastric outlet obstruction: tumor ingrowth in uncovered stents and migration of covered stents
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Patients and methods
	Patients
	Technique, equipment, and procedure
	Data analysis and evaluation
	Statistical analysis

	Results
	Patient characteristics
	Clinical outcomes
	Predictive factors for stent dysfunction
	Predictive factors for stent ingrowth in U-SEMS
	Predictive factors for stent migration in C-SEMS

	Discussion
	Acknowledgements 
	References


