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= Abstract =
Esophageal Reconstruction

Young Ho Choi, M.D.", Jae Joon Hwang, M.D."

Department of Thoracic and Cardiovascular Surgery,”
Guro Hospital, Korea University

The first successful transthoracic esophagectomy and intrathoracic esophago- gastric anastomosis
reported in 1938. Stomach, small intestine, and colon as well as free revascularized grafts have
been substituted for excised esophagus. During the past 60 years, there have been substantial
advances in preoperative assessment, nutritional support, anesthetic and operative techniques, and
postoperative care of patients undergoing esophageal resection and reconstruction. However the
hospital mortality and morbidity of esophageal resection and reconstruction is still high and
disruption of an intrathoracic esophagogastric anastomosis continues to be the most dreaded
complication of esophageal surgery, And the choice of the conduit is still controversial. In this
paper, I would like to review the current surgical options available to patients who require
esophageal resection and reconstruction as well as the advantages and disadvantages of each
technique.
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Fig. 1. The three potential routes for passage
of the neoesophagus during esophageal bypass
operation. Arrows show subcutaneous route(a),
substernal route(b), and mediastinal route(c).
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Fig. 2. Mobilization o the stomach for
esophageal replacement following esophagec-
tomy.
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Fig. 3. Positions used for right transthoracic
approaches to the esophagus. A. Standard po-
sterolateral thoracotomy through the fifth inter-
costal space. B. With the right side elevated
30° by rolled blankets placed beneath the right
shoulder and hip and the right arm suspend-
ed, simultaneous performance of an anterola—
teral thoracotomy for esophageal exposure and
a laparotomy is possible.
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Fig. 4. Left thoracic approaches to the eso-
phagus. A. Posterolateral thoracotorny. B. Tho-
racoabdominal incision. C. Abdominothoracic in—
asion The abdominothoracic incision provides only
marginal exposure of the distal esophagus and
makes construction of an esophagogastric angas-
tomosis difficultly.
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Fig. 5. Left thoracoabdominal exposure of a
carcinoma of the cardia through the seventh or
eighth intercostal space. The peripheral, not
radial, diaphragmatic incision is shown. A cuff
of diaphragmatic hiatus(dotted line) adjacent
to the tumor maybe resected with the specirmen.
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Fig. 6. Transhiatal esophagectomy is performed
as a midline dissection with the volar aspects
of the fingers against the esophagus. Penrose
drains encircling the cervical esophagus and
esophagogastric junction are used to provide
countertraction.
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Fig. 7. A "half - sponge -on -a - stick” inserted
through the cervical incision into the posterior
mediastinum facilitates mobilization of the eso-
phagus away from the prevertebral fascia.

% 31 Gavriliu $o <J8iA nddE G
(Reversed gastric tube)S TEAY, ST
A 9l #(soperistaltic gastric tube)o.2 ALL3}
71= gt ooleldk AT ¥4 Wy fo ux
7 AR A sl 919 7150 ¥ RESUE
o] o Zgoko] Tolzm AlZke] o)
e dAlH A &F FE9 slsHol 9}
A o3 A FujE ¢ EFE| Penrose
draing ¥#3tn €3 & 53 2A428A Y
Aol HA3ATY FEZ UYL Yo F
> 41‘“(Prevertebral fascia)ell A4
ZtHFig. 10). £2F77 &
l:l-._.[«ﬂ 32]7—‘113]-%_:_0 _?4

T m
A%t B ol 4 g A
179 ALY E A B2S
=5 2% e wA ok
& 7

e diges gojFm,

2
>
jo o
feu

oZir

=
= o =
mlo

@ A

al

oty
m N o
W3
BTl

R R
m?(_,
o
e
3
oil
2
2

_21_



Fig. 8. During the anterior esophageal dis-
section, constant posterior pressure is exerted
against the esophagus to minimize cardiac dis-
placement and secondary hypotension.

Fig. 11. Construction o the cervical esopha-
goguastric anastomosis. A-D. The two pos-
terior quadrants are completed with the knots
tied on the inside of the lumen. E-G. The
anterior two quadrants of the anastomosis are
completed with a 46 bougie(not shown) within
the esophagus to prevent narrowing.

Fig. 9. Gastric fundus sutured to transmedi-
astinal rubber drain before stomach is posi-
tioned in posterior mediastinum.

Fig. 10. A. Division of cervical esophagus with
GIA stapler. B. Suspension of gastric fundus
from cervical prevertebral fascia. C. Removal
of a 2-cm "button” of stomach with needle-
tip electrocautery in preparation for the anas-
tomosis. D. Oblique amputation of cervical
esophagus leaving the anterior wall longer
than the posterior wall.
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Fig. 12. Right colon mobilization is easy to
do, but the short vascular pedicle limits its
usefulness; the rotated cecum seldom reaches
higher than the suprasternal notch
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Fig. 13. Left colon mobilization. The left colon
can be used to span either a short or a long
esophageal defect. The ascending limb of the
left colic artery is the critical vessel
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Fig. 14. A segment of proximal jejunum has
been dissected with its vascular pedicle. The
proximal intestinal cotinuity has been reestabl-
ished and the mesenteric defect closed.
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Fig. 15. The jejunal segment has been
transplanted to the neck. The proximal suture
line has been completed The jejunal vascular
pedicle has been anastomosed to adjacent neck

vessels.
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