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End-to-End Anastomosis for Benign Esophageal Stricture-2 Cases

Song Am Lee, M.D.*, Kwang Taik Kim, M.D.**, Ho Sung Son, M.D.**, Sung Ho Lee, M.D.*
Kyung Sun, M.D.**, Tae Sik Kim, M.D.**, Yo Han Kim, M.D.*

End-to-end anastomosis for benign esophageal stricture (BES) is technically easier and relatively lower in morbidity
than esophago-enterostomy. We performed segmental resection and end-to-end anastomosis in 2 cases of short
segmental BES who were failed repeated endoscopic dilatation. A 13-month-old female with postoperative stricture
was freated successfully. However, a 27-year-old female with corrosive stricture required second operative manage-
ment of esophago-colo-gastrostomy following end-to-end anastomosis. Our experiences suggested that end-to-end
anastomosis for BES could be used as a valid procedure for well selected patients. However, further studty is

needed to compare with esophago-enterostomy.

(Korean J Thorac Cardiovasc Surg 2004;37:617-621)
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Fig. 1. Esophagogram and Eso-
phagoscopy 12 month after the
initial operation: There was se-
vere narrowing at anastomosis
site.
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Fig. 2. Preoperative esophagogram shows severe segmental JAE 45 3 1L P A sl

narrowing in intrathoracic anastomosis site with proximal .
barium stasis. slo] e}
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Fig. 3. (A) Postoperative eso-
phagogram (POD #9) and eso-
phagoscopy (POD #16) show
mild narrowing at anastomosis
site. But, there is no barium
stasis.

Fig. 4. (A} Preoperative esopha-
gogram shows short segmental
narrowing in cervical esophagus
at the level of C7 with proximal
transient barium stasis. There is
no abnormality in lower esopha-
gus. (B) Postoperative esopha-
gogram (POD #10) shows mildly
irregular wall thickening and sii-
ghtly luminal narrowing at the
anastomosis site. But, relatively
good passage of contrast media
from esophagus into stomach.

R4 A A9 AFEE 66152 AL Kb}
Avka Hwslich Buchinfd]> FA4 2o A5 67%
7b FAE Azl Ei} 7} glodvk Harslgict
Hh5 | = Zofl uhg-o] AU Al A T
ol e A e, A A e84 A5
43 Bl ol Aguel o} 59l A4 ¥
, AE 357 9] ALA o] W}E- UZJ]ZJO] 9}k Young

A
2 BOEE Aelol 559 AR 5659 olB ol
sedrkn wasieleh ma AR F

)l A %o (Barrett’s esophagus)®] v 7}5

oX



CHEQIX
2004;37:617-621

Fig. 5. (A) Postoperative esophagogram 1 month after the
initial operation: There was severe stricture at the anasto-
mosis site with barium stasis. (B) Postoperative esophago-
gram (POD #10) after second operation (pharyngo-colono-
gastrostomy) shows no evidence of leakage in anastomosis
site and good passage of contrast media.

rlo o2 L
oX
>
b
ha)
3
2
=
rgt
He
i)
i
2
uh
pe)
W
o
S
U‘.?ﬁ

ml

2 o

(17
2 m
-3
W =
Bz
N o
ol
2 oy
Lo
of
Mg 2 r
e rlo
I o

.

ikﬂ—{r
olrsﬁm‘h‘b
2l ox N ok S nE X2

< [o

B
2 oox

1A
Gy Argls £4

=z
o] ARHT). 3 72-E Fol7] §

oL ot

i)
lo
L
n

ot o
i
;-2
o
of
o
o)
ek
S
2k
L
2
lo,
of
o
2
S
o
Hu
2

au gk
i

J-i‘-" ek

[o4

E' s
ot
Lo

O

2

4

g

) -{U’.

—r

i

o

i

o

ﬂcrL

2

1>

fr

g 2
i
o
oY,
o

=7 3 7] AA 1A Ths
S8l 3.5 cm ©]4+9] untra-long gap8l
o7 A% =4 glo| ol Fhsetet

o
o
%2
bt =
2
oN
i
N B

&
_?L
%O&

BYEe) PRelAE AFF-ARAES
ance)o] HomE ol Qo] HlwY E, EEe

14E Fol FezAo) Attol gold FHARN 7
obE Wo] 47 F¥A4el Erh AFF SIS HEE
EahA17b0] wal RAg ARdne) A 25377 A
#5170 93 AEdT dE Aot getn e B
49 Z#l 29 A9E $EA AE BBl o= AE
2do] glo] WFo] Aelvhn Bekelo] PREFL
Anelgont, 24 & A AE Agmld dol 3
7 e Aol Helslol AFFAA A 5ol Wl
o] Agdol A4 A Fuz Bekelm AFRA
A 4SS AU F AF-04E-3) F4(pharyngo-colo-

gastrostomy) 2 A 3Wskolok Fek. whaka] LAY g2ke] A
S e B PHolds 283 443 Eetol
FFapo] zaelr] so] whubFatgo] Asfs F5A ol

A o848 AEAAE] BAFoE A§slo] Fouk,
HRERES FEol Aol FFoht olihgo] 7
3 4Ee 715e $AY & YE Yol 4uc 1
Pt 1 A Gl AFE A Aol B, FE 7
3ol oG AT A7) FARA] NG AT} Do

1. Lan LC, Wong KK, Lin SC, et al. Endoscopic balloon
dilatation of esophageal strictures in infants and children:
17 years’ experience and a literature review. ] Pediatr Surg
2003;38(12):1712-5.

2. Anderson KD, Acosta JM, Meyer MS, Sherman NI.
Application of the principles of myotomy and strictureplasty
for treatment of esophageal strictures. ] Pediatr Surg
2002;37(3):403-6.

3. Andreollo NA, Lopes LR, Inogutti R, Brandalise NA,
Leonardi LS. Conservative treatment of benign esophageal
strictures using dilation. Analysis of 500 cases. Rev Assoc
Med Bras 2001;47(3):236-43.

4. Buchin PJ. Therapy of esophageal stricture: A review of 84
patients. Clin Gastroenterol 1981;3:121.

5. Young MM, Deschamps C, Trastek VF, et al. Esophageal
reconstruction for benign disease: early morbidity, mortality,
and functional results. Ann Thorac Surg 2000;70(5):1651-5.

6. Lindahl H, Rintala R, Sariola H, Louhimo 1. Cervical
Barrett's esophagus: a common complication of gastric tube



7.

reconstruction. J Pediatr Surg 1990;25:446-8.

Kim KS, Kuh JH, Park SC. Mucosal resection in the
corrosive esophageal stricture - a new technique. Korean J
Thorac Cardiovasc Surg 2001;34:194-7.

1ol
1o

>o
b
Do

oFA]

8. Boyle EM Jr, Irwin ED, Foker IE. Primary repair of
ultra-long-gap  esophageal atresia: results without a
lengthening procedure. Ann Thorac Surg 1994;57(3):576-9.

719) ks olch. 4
s A -°L°4
AL BE
u;}.g], Heze
7.

e

o1,

Al
4
2. 4

off
14

— 621 —



