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Complete laryngopharyngoesophageal stricture due to lye ingestion
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Korea University College of Medicine, Seoul, Korea

Caustic burns of the upper aerodigestive tract continue to be a significant clinical problem.
Wide -field pharyngoesophagectomy is commonly performed as treatment for malignancies of
the hypopharynx. A total laryngectomy is often necessary at the time of this procedure because
of the anatomical proximity of the cancer or because of the likely compromise of swallowing
postoperatively. When preservation of the larynx is attempted, aspirations after surgery frequently
require a second-stage laryngectomy. And various flaps are using for reconstruction of esophageal
defect. The choice of reconstruction is depended to the patient’s status. A 54-year-old women
whose symptom was severe dysphagia and X-ray revealed laryngopharyngeal stricuture. She had
attempted suicide by swallowing lye liquids 32 years ago. She has entire laryngopharyngeal
and esophageal stricutures. Total laryngectomy was performed and reconstruction of theesophagus

was carried out with unusual reversed-gastric tube formation.

Hence, we report this case with the review of literaturefor proper management in the future.
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Fig.1. Preoperative endoscopic finding.A : It shows
complete stricture of posterior pharynx. B: It shows
complete stricture of tongue base.(S: Superior, I:
Inferior, R: night, L: left)

Fig.3. Neck computered tomogram of the patient. A
contrast enhanced axial view shows oropharyngeal and
hypopharyngeal luminal narrowing in hyoid bone level
without mass like lesion.
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Fig.2. Barium swallowing finding shows oropharyngeal
and hypopharyngeal luminal narrowing without mass
like lesion. Radiopaque barium collected in pharynx
and upper esophagus.
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Fig.4. Intraoperative findings. A: To anastomose, we
pull-up the patient’s stomach. B: The reverse-gastric
tube formed by endo GIA stapler. The anastomosed
portion’s blood supply was done by right gastro-epiploic
artery.
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Fig.5. The specimen shows oropharyngeal and hypo-
pharyngeal luminal narrowing in hyoid bone level.
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