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Palliative Treatment of Malignant
Inoperable Esophageal Strictures with

Self-Expandable Metallic Stents:
Single Center Experience with 155 Patients

AABBSS  TTRRAACCTT  OObb  jjeecc  ttii  vvee::  A ret ros pec ti ve study was de sig ned to in ves ti ga te the suc cess and the com-
p li ca ti on ra tes of dif fe rent types of self-ex pan dab le me tal lic stents in pa ti ents with  ino pe rab le
ma lig nant esop ha ge al stric tu res. MMaa  ttee  rrii  aall  aanndd  MMeett  hhooddss::  One hundred fifty five pa ti ents with ma-
lig nant esop ha ge al stric tu res re ce i ved self-ex pan dab le me tal lic stents un der flu o ros co pic gu i dan -
ce in our cli nic bet we en the ye ars 1994 and 2008. A to tal of 137 men and 18 wo men aged bet we en
26- 83 ye ars (me an age, 58.9 ye ars) we re inc lu ded in the study. Stent types used inc lu de Strec ker,
Wall stent, co ve red Wall stent, Fla min go Wall stent, Cho o Stent and  Song Stent. Comp li ca ti ons of
dif fe rent stent types and dyspha gi a sco res of the pa ti ents we re eva lu a ted both pri or to the stent pla -
ce ment and af ter wards. RRee  ssuullttss::  Stent de li very tec ni qu e was suc cess ful in all pa ti ents. The ave ra -
ge dyspha gi a sco re dec re a sed from 3.1 (dyspha gi a to li qu ids) to 1.2 (dyspha gi a to nor mal so lid fo od)
pro vi ding a 1.9 im pro ve ment in the dyspha gi a sco re. In eight ca ses (5.2%) early comp li ca ti ons
such as mal po si ti on and early mig ra ti on we re de tec ted. In 30 ca ses (19.4%) la te comp li ca ti ons such
as in growth, over growth, co e xis ten ce of in growth and over growth, la te mig ra ti on, esop ha go-
bronc hi al fis tu la and ble e ding we re de tec ted. CCoonncc  lluu  ssii  oonn::  Pla ce ment of self-ex pan dab le me tal lic
stents in the pal li a ti ve tre at ment of ma lig nant esop ha ge al stric tu res is an ea sily app li ed, well-to -
le ra ted and ef fec ti ve met hod which im pro ves the dyspha gi a sco re of the pa ti ents with low comp -
li ca ti on ra tes. Our re sults are in ag re e ment with the li te ra tu re. The se lec ti on of the ide al stent for
each pa ti ent is of gre at im por tan ce.

KKeeyy  WWoorrddss::  Stents; esop ha ge al ste no sis; ra di og raphy, in ter ven ti o nal; flu o ros copy    

ÖÖZZEETT  AAmmaaçç::  Ame li yat edi le me yen ma lign özo fa gus dar lı ğı olan has ta la rın pal ya tif te da vi sin de ken -
di li ğin den ge niş le ye bi len me ta lik stent le rin ba şa rı sı nı ve de ği şik stent tip le ri nin komp li kas yon oran -
la rı nı or ta ya koy mak için ret ros pek tif bir ça lış ma ya pıl dı. GGee  rreeçç  vvee  YYöönn  tteemm  lleerr::  Ma lign özo fa gus
dar lı ğı olan 155 has ta ya kli ni ği miz de 1994 ve 2008 yıl la rı ara sın da flo ros ko pik kı la vuz ile ken di
ken di ne ge niş le ye bi len me ta lik stent ler ta kıl dı. Yaş la rı 26-83 yıl ara sın da de ği şen (or ta la ma yaş 58.9
yıl) top lam 137 er kek ve 18 ka dın ça lış ma ya alın dı. Kul la nı lan stent tip le ri Strec ker, Wall stent, kap -
lan mış Wall stent, Fla min go Wall stent, Cho o Stent ve Song Stent ’dir. De ği şik stent tip le riy le ge li -
şen komp li kas yon lar ve has ta la rın stent uy gu lan ma dan ön ce ki ve stent son ra sı dis fa ji skor la rı
de ğer len di ril di. BBuull  gguu  llaarr::  Stent yerleştirme ile or ta la ma dis fa ji sko ru 1.9’luk bir iyi leş me sağ la ya cak
şekil de 3.1’den (sı vı la rı yu ta ma ma) 1.2’ye (nor mal ka tı gı da la rı yu ta ma ma) düş tü. Se kiz ol gu da
(%5.2) mal po zis yon ve er ken mig ras yon gi bi er ken komp li kas yon lar sap tan dı. Otuz ol gu da (%19.4)
in growth (tü mö rün sten tin ör gü ağ la rın dan stent içi ne doğ ru bü yü me si), over growth (tü mö rün
sten tin üst ve alt uç la rın dan stent içi ne doğ ru bü yü me si), in growth ve over growth bir lik te li ği, geç
mig ras yon, özo fa gob ron şi al fis tül ve ka na ma gi bi geç komp li kas yon lar sap tan dı. SSoo  nnuuçç::  Ma lign özo -
fa gus dar lık la rı nın pal ya tif te da vi sin de ken di ken di ne ge niş le ye bi len me ta lik stent le rin yer leş ti ril -
me si ko lay uy gu la nan, iyi to le re edi len, has ta la rın dis fa ji sko ru nu iyi leş ti ren, komp li kas yon ora nı
dü şük, et ki li bir yön tem dir. Bi zim so nuç la rı mız li te ra tür le uyum lu dur. Her has ta için ide al sten tin
se çil me si bü yük önem ta şır.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Stent ler; özo fa gus dar lı ğı; rad yog ra fi; gi ri şim sel; flo ros ko pi
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sop ha ge al can cer is re por ted as the sixth le -
a ding ca u se of de ath from can cer.1 Most ca -
ses are de tec ted at an ino pe rab le sta ge.

Obs truc ti on of the esop ha gus ca u ses prog res si ve
dyspha gi a, mal nut ri ti on and as pi ra ti on. In ca se of
ino pe rab le esop ha ge al car ci no ma, the pri mary ob-
jec ti ve of the the raphy be co mes to ma in ta in oral
nut ri ti on. This can be ac hi e ved by the in ser ti on of
self-ex pan dab le me tal lic stents as a mi ni mally in va-
si ve pro ce du re, which re sults in im me di a te eli mi -
na ti on of dyspha gi a.2 The use of ex pan dab le
me tal lic stents for esop ha ge al stric tu res was first
des cri bed by Frim ber ger in 1983.3 To day pal li a ti ve
tre at ment with me tal lic stents is a well-es tab lis hed
pro ce du re and the re are many dif fe rent types of co -
ve red and un co ve red me tal lic stents on the mar ket
so me of which with an ti ref lux val ves.4

In our cli nic, me tal lic stents ha ve be en used
for the pal li a ti on of ma lig nant esop ha ge al stric tu res
sin ce 1992. In this pa per a sing le cen ter’s ex pe ri en -
ce with Strec ker, Wall stent, co ve red Wall stent,
Fla min go Wall stent, Cho o Stent and Song Stent is
re por ted.

MA TE RI AL AND MET HODS   

PA TI ENTS

Between De cem ber 1994 and De cem ber 2008, 155
con se cu ti ve pa ti ents with ino pe rab le ma lig nant
esop ha ge al stric tu res re ce i ved self-ex pan dab le me -
tal lic stents un der flu o ros co pic gu i dan ce. Stents
we re pla ced by ra di o lo gists with a mi ni mum of fi -
ve ye ars of ex pe ri en ce in the fi eld of in ter ven ti o nal
ra di o logy. In for med con sent was ob ta i ned from
every pa ti ent pri or to the in tro duc ti on of the stent.

The pa ti ent gro up con sis ted of 137 men and 18
wo men aged bet we en 26 to 83 ye ars (me an age,
58.9 ye ars). The di ag no sis of the up per gas tro in tes -
ti nal tract obs truc ti on was ma de by the cli ni ci an
on the ba sis of the pa ti ent’s symptoms and cli ni cal
his tory. The di ag no sis was con fir med by the com-
bi na ti on of ba ri um study, com pu ted to mog raphy
and en dos copy. The his to lo gic di ag no sis was ma de
by the help of the en dos copy fin dings. In our study
55 pa ti ents (35.5%) had ade no can cer and 100 pa-
ti ents (64.5%) had squ a mo us cell can cer. 

The length of the stric tu re va ri ed from 3 to 14
cm (me an length,  6.27 cm). In 33 pa ti ents (21.3 %)
the stric tu re was lo ca ted in the lo wer part of the
esop ha gus, in 43 pa ti ents (27.7 %) in the lo wer end
and car di a; in 70 pa ti ents (45.2 %) in the midd le
part, in two pa ti ents (1.3 %) in the up per part of
the esop ha gus and in seven pa ti ents (4.5%) in the
re gi on of esop ha go en te ros tomy. 

Dyspha gi a was gra ded on a sca le of 0 to 4 ac cor -
ding to Cwi ki el et al.5 Pa ti ents we re gra ded twi ce pri -
or to the stent de li very and af ter the pro ce du re: 

Gra de O= nor mal di et/no dyspha gi a 

Gra de 1= abi lity to swal low se mi-so lids and li -
qu ids 

Gra de 2= abi lity to swal low li qu ids only 

Gra de 3= dif fi culty in swal lo wing li qu ids and
sa li va 

Gra de 4= comp le te dyspha gi a 

Pri or to the stent pla ce ment the ave ra ge dys-
pha gi a sco re was 3.1. 

STENT DE SIGNS

A to tal of 196 stents we re pla ced in 155 pa ti ents
(Figure 1). In five pa ti ents who se stric tu res we re
lon ger com pa red to the stents ava i lab le, we pla ced
two stents per pa ti ent. In 36 pa ti ents who de ve lo -
ped comp li ca ti ons (stent misp la ce ment, mig ra ti on,
in growth, over growth and fis tu la) we had to use
new stents. Ble e ding was the only comp li ca ti on
that we did not plan to pla ce a new stent.  

In our study, 50 of the stents used (25.5%) we -
re Strec ker stents (Bos ton Sci en ti fic Corp, Na tick,
MA) ma de up of Ni ti nol and had a pro xi mal col lar. 

Forty one of the stents (20.9%) we re Wall stent
(Bos ton-Sci en ti fic) with fla red ends and ma de up
of a sta in less ste el al loy wo ven in to a tu bu lar mesh
(Fi gu re 2, 3).  

Thirty four of the stents (17.3%) we re co ve red
Wall stent (Bos ton-Sci en ti fic) with an in ter nal si li -
con-ba sed co ve ring. 

Fifty of the stents (25.5 %) we re Cho o Stent
(M.I. Tech ni cal, Su won, So uth Ko re a). This is a pol -
yu ret ha ne-co ve red stent ma de up of Ni ti nol with
a ret ri e vab le at tac hed thre ad (Fi gu re 4, 5). 
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Twelve of the stents (6.1%) we re Song Stent,
sta ir type (So ho o Me di tech, Se o ul, Ko re a) which is-
ma de up of sta in less ste el with a pol yu ret ha ne co -
ve ring.

Nine of the stents (4.6%) we re Fla min go Wall-
stent (Bos ton Sci en ti fic). This is a co ni cal stent ma -
de up of a bra i ded sta in less ste el al loy and is lined
with pol yu ret ha ne.

IN SER TI ON TECH NI QU E

Pa ti ents we re ma in ta i ned in left an te ri or ob li qu e
or su pi ne po si ti on, and the pro ce du re was per for -
med un der flu o ros co pic gu i dan ce. The pharynx
was anest he si zed with li do ca i ne spray. In tra ve no -
us se da ti on was per for med when ne ces sary. A 5-F
cat he ter was in tro du ced pe ro rally vi a an exc han ge
hydrop hi lic gu i dewi re of 0.035 inch di a me ter (Ra-
di o fo cus, Te ru mo, Tok yo) and was in ser ted un til
the le vel of the le si on. A ra di o o pa qu e ru ler was pla -

ced on the skin and non-io nic con trast me di um
was in jec ted thro ugh the cat he ter to de ter mi ne the
pro xi mal and dis tal bor ders of the le si on. Af ter the
cat he ter and the gu i de-wi re we re in ser ted thro ugh
the stric tu re, a 260-cm long stiff gu i dewi re was ad-
van ced and the cat he ter was with drawn. The stent
was pla ced vi a the stiff gu i dewi re pre fe rably co ve -
ring the stric tu re with its cen tral part and ma in ta -
i ning a 4-5 cm ex tra length com pa red to the length
of the stric tu re. Esop ha gog raphy was per for med
right af ter the pro ce du re to check the lo ca ti on of
the stent and  the fre e flow of di lu ted ba ri um so lu -
ti on thro ugh the lu men.

AF TER CA RE AND FOL LOW-UP

Pa ti ents we re al lo wed to start oral flu ids in the first
24 ho urs af ter the pro ce du re. Af ter wards, they pro-
g res sed gra du ally to low-re si du e di et and to mo re
so lid fo od. They we re in for med to avo id lar ge

FIGURE 1: Stent types (a) Strecker stent (b) Wallstent (c) Covered Wallstent (d) Choostent (e) Flamingo Wallstent.
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FI GU RE 2: 51 ye ar-old fe ma le pa ti ent with ade no can cer (a) Ba ri um study of the 5 cm stric tu re in the dis tal end of esop ha gus and car di a (b) Ba ri um study du r-
ing the pla ce ment of an un co ve red Wall stent (c) Esop ha gog raphy ta ken af ter the pla ce ment of the stent.

lumps of fo od, chew thro ughly and ha ve car bo na -
ted be ve ra ges du ring and af ter the me als to help
cle ar the stent off fo od par tic les. Pa ti ents who se
stents we re pla ced at the gas tro e sop ha ge al junc ti on
we re ad vi sed to ha ve small and fre qu ent me als, not
to li e down at le ast 1 ho ur af ter the me al and be n-
e fit from pro ton pump in hi bi tors (omep ra zo le) for
the pre ven ti on of ref lux. 

The lo ca ti on, ex pan si on and pa tency of the
stents we re eva lu a ted by the esop ha gog rap hi es ob-
ta i ned im me di a tely af ter the pla ce ment of the
stent, 24 ho urs af ter the pro ce du re and one month
af ter wards.

Dyspha gi a sco re of the pa ti ents we re re e va lu -
a ted 24 ho urs af ter the pro ce du re and one month
af ter wards.

In the fol lo wing ye ar, fol low-up was ma de by
monthly esop ha gog rap hi es and en dos copy as long
as the ge ne ral con di ti on of the pa ti ents al lo wed. 

RE SULTS
The stent in ser ti on tech ni qu e was suc cess ful in all
ca ses. The me an sur vi val ti me was 3.3 months af -
ter the pla ce ment of the stent. The ma xi mum sur-
vi val ti me was 14 months. The mi ni mum sur vi val
ti me was three days in the pa ti ent who se stent was
pla ced du e to fis tu la and me di as ti ni tis. 

The ave ra ge dyspha gi a sco re dec re a sed from
3.1 (dif fi culty in swal lo wing li qu ids and sa li va) to
1.2 (abi lity to swal low se mi-so lids and li qu ids)
pro vi ding a 1.9 im pro ve ment in the dyspha gi a
sco re.

In the fol low-up pe ri od so me comp li ca ti ons
we re de tec ted in the pa ti ents who re ce i ved esop -
ha ge al stents.

Misp la ce ment of the stent was se en in four pa-
ti ents (2.6%). It oc cur red in one Strec ker stent,
oneco ve red Wall stent and in two Cho os tents. 
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FI GU RE 3: 70-year-old male patient with squamous cell cancer (a) Barium study of the 6 cm stricture located in the mid-esophagus (b) Barium study during the
placement of an uncovered Wallstent (c) Esophagography after the stent placement.

Early mig ra ti on was se en in four pa ti ents
(2.6%).  It was ob ser ved with two Strec ker stents
and two co ve red Wall stents.

La te mig ra ti on was se en in two pa ti ents
(1.3%). One of the stents used  was  an  un co ve -
red Wall stent and the ot her one was a Song 
stent.

In growth was se en in 12 pa ti ents (7.7%). It
was se en with six Strec ker stents and six un co ve red
Wall stents (Fi gu re 6). 

Over growth was se en in seven pa ti ents (4.5%).
It oc cu red in four co ve red Wall stents and three
Cho o stents.

Co e xis ten ce of in growth and over growth was
se en in four pa ti ents (2.6%). It was ob ser ved with
one Strec ker stent and three un co ve red Wall stents
(Fi gu re 7).

Esop ha go-bronc hi al fis tu la was se en in two
Strec ker stents and in one un co ve red Wall stent
which ma kes a to tal of three pa ti ents (1.9%).

Ble e ding was se en in one Strec ker stent and in
one un co ve red Wall stent ma king a to tal of two pa-
ti ents (1.3%).

DIS CUS SI ON
Esop ha ge al can cer has a po or out co me, with an
ove rall 5-ye ar sur vi val ra te less than 10%. Alt ho -



ugh sur gery can be an ef fec ti ve tre at ment mo da -
lity,6 the di ag no sis is usu ally not ma de be fo re the
di se a se re ac hes an un re sec tab le sta ge. Dyspha gi a is
by far the most fre qu ent symptom. In this pa ti ent
gro up, pal li a ti ve re ca na li za ti on of the esop ha gus is
ne ces sary to maintain  oral in ta ke, mi ni mi ze hos pi-
tal stay, re li eve of the pa in, eli mi na te of ref lux and
re gur gi ta ti on, and pre vent as pi ra ti on. A num ber of
non-sur gi cal pal li a ti ve tech ni qu es are ava i lab le to
re ca na li ze ma lig nant obs truc ti on, but the use of
self-ex pan dab le me tal lic stents pro vi des the most
ra pid re li ef of symptoms. Ot her the ra pe u tic mo da -
li ti es inc lu de pho tody na mic the raphy, la ser the ra-
phy, ar gon be am, bi po lar elec tro co a gu la ti on, et -
ha nol in jec ti on, ra di ot he raphy, che mot he raphy
and brachy the raphy. Alt ho ugh the ini ti al costs of
me tal lic stents are high, the ove rall costs are ad van-
ta ge o us com pa red to ot her mo da li ti es which of ten
re qu i re mul tip le pro ce du res with re pe a ted in pa ti -
ent hos pi ta li za ti on.7,8

Stent pla ce ment un der flu o ros copy gu i dan ce
is a well es tab lis hed pro ce du re which has  a suc cess
ra te clo se to 100%.4 An im pro ve ment in the dys-
pha gi a sco re of at le ast one gra de is  no ted in 92%
to 98% of pa ti ents.8-11 Me an sur vi val ti me fol lo wing
stent pla ce ment is re por ted between 2.6 and 5.6
months.12,13

The re are no ab so lu te con tra in di ca ti ons for
esop ha ge al stent pla ce ment. Re la ti ve con tra in di ca ti -
ons are ab nor mal co a gu la ti on pro fi le (INR> 1.5 and
pla te lets <50.000) and re cent high do se of che mot -
he raphy/ra di ot he raphy (3-6 we eks) which in cre a se
the risk of he morr ha ge and per fo ra ti on, se ve rely ill
pa ti ents with li mi ted li fe ex pec tancy, obs truc ti ve le-
si on of the sto mach and/or of the small bo wel du e to
pe ri to ne al se e ding, se ve re trac he al com pres si on that
wo uld be ma de wor se by esop ha ge al in tu ba ti on and
ex tre mely high ste no ses clo se to vo cal cords.14

The cri ti cal step is to cho o se the ide al stent for
each ca se to re du ce the comp li ca ti ons. Pro ce du ral
comp li ca ti ons inc lu de per fo ra ti on, as pi ra ti on, he -
morr ha ge, stent mig ra ti on and pa in. Post pro ce du -
ral comp li ca ti ons are per fo ra ti on, he morr ha ge,
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FIGURE 4: 63-year-old male patient with squamous cell cancer (a) Barium
study of the 8 cm stricture caused by squamous cell carcinoma located in
the mid-esophagus (b) Esophagography  after the placement of a Choo
stent.

FIGURE 5: 67-year-old male patient with squamous cell cancer (a) Barium
study of the 12 cm stricture located in the proximal esophagus (b) Barium
study done after the placement of a Choo stent.
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FI GU RE 6: 67 year-old female patient with squamous cell cancer (a) Barium study of the 7 cm stricture located in the mid-esophagus (b, c) Barium study after
placement of an uncovered Wallstent (d) Barium study in the third month after stent placement indicating ingrowth (e, f) Esophagography and barium study after
the placement of a second Wallstent which is covered.
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stent mig ra ti on, pa in, sen sa ti on of a fo re ign body,
tu mor in growth/over growth, stent occ lu si on du e
to a bo lus of fo od, ref lux, esop ha gi tis, mu co us
mem bra ne ul ce ra ti on, fe ver, fis tu la de ve lop ment
and sep sis. The ma in fac tors in de ter mi ning the
stent type are the cha rac te ris tics and the lo ca ti on of
the stric tu re. 

The ide al stent re sists mig ra ti on and tu mor in-
growth. Tu mor in growth has be en re por ted very ra -
re with co ve red stents11,15 but 17% to 36% with
un co ve red stents.10,17 Stent mig ra ti on is mo re com-
mon when co ve red stents are used es pe ci ally for the
le si ons of the gas tro e sop ha ge al junc ti on. The in ci -
den ce of stent mig ra ti on for the un co ve red stent is
low (0% to 3%), ri sing to 6% for stents lo ca ted at the
car di a.11,15 The in ci den ce of stent mig ra ti on is re por -
ted to be 25% to 32% for co ve red stents es pe ci ally
pla ced ac ross car di a.11,18 He morr ha ge is re por ted be-
t we en 3% and 8% and is usu ally self-li mi ting.10,11

Our re sults are in ag re e ment with the li te ra -
tu re. From a cri ti cal po int of vi ew, we sho uld ha ve

used co ve red stents in the first pla ce for the ca ses
whe re in growth was ob ser ved as a comp li ca ti on.
The re a son we had used un co ve red stents was to
pre vent mig ra ti on. For the ca ses whe re over growth
was ob ser ved as a comp li ca ti on we sho uld ha ve
used lon ger stents.

In our cli nic we pre fer red to use mo re fle xib -
le stents such as Strec ker stent or Cho o stent for the
le si ons lo ca ted in the pro xi mal esop ha gus. Be ca u se
ni ti nol, which is a ti ta ni um-nic kel al loy, may help
to re du ce the tro ub le so me fo re ign body sen sa ti on
and trac he al com pres si on.  For the hard le si ons lo-
ca ted in the midd le part of the esop ha gus we used
Wall stent or Song stent which are ma de of sta in less
ste el. For the le si ons lo ca ted in dis tal esop ha gus and
ac ross the car di a we pre fer red to use Fla min go
Wall stent sin ce its co ni cal sha pe helps to pre vent
dis tal mig ra ti on. Ho we ver the im me di a te ava i la bi -
lity ef fec ted our stent se lec ti on.

In this study, no comp li ca ti ons we re fo und
with the use of Fla min go Wall stent. Fla min go
Wall stent re du ces the risk of tu mor in growth sin -
ce it is a co ve red stent. To pre vent the risk of mig -
ra ti on which can be se en with the use of co ve red
stents, it has un co ve red seg ments on both ends and
the bra i ding ang le is lar ger in the up per part of the
stent but smal ler in the lo wer part. The use of Fla -
min go Wall stent can be sug ges ted for the ma lig -
nant stric tu res of the lo wer esop ha gus. 

For the stric tu res lo ca ted at lo wer esop ha gus
and car di a, stents with an ti ref lux mec ha nisms sho -
uld al so be pre fer red sin ce the func ti on of the lo -
wer esop ha ge al sphinc ter is lost in such ca ses.

Furt her ad van ces in the me tal lic stent tech no -
logy are in cor po ra ti on of che mot he ra pe u tic agents
in to esop ha ge al stents as well as the de ve lop ment
of ret ri e vab le or bi o deg ra dab le stents.

CONC LU SI ON
Pla ce ment of self-ex pan dab le me tal lic stents in ma-
lig nant esop ha gus stric tu res is an ea sily app li ed, well-
to le ra ted, ef fec ti ve met hod with a low comp li ca ti on
ra te. It can be con si de red as a go od cho i ce for the ma -
na ge ment of the pa ti ents who ha ve ino pe rab le esop -
ha ge al stric tu res. The se lec ti on of the ide al stent for
each pa ti ent is of gre at im por tan ce.

FI GU RE 7: 59-ye ar-old ma le pa ti ent with ade no can cer (a) Ba ri um study do -
ne six  months af ter the pla ce ment of an un co ve red Wall stent in the stric tu -
re lo ca ted in the dis tal esop ha gus and car di a. In growth and over growth are
ob ser ved (b) Ba ri um study do ne af ter the pla ce ment of a se cond Wall stent
which is co ve red.
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