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Treatment of Corrosive Esophageal Stricture by Transhiatal Esophagectomy

and Esophagogastrostomy

Jae Bum Kim, M.D., Chang Kwon Park, M.D

Department of Thoracic and Cardiovascular Surgery,
School of Medicine, Keimyung University.

Background: Surgical treatment of corrosive esophageal stricture with colon interposition was
very widely used. The colon interposition advantage is low reflux esophagitis risk and
preservation of gastric capacity and peristalsis. This procedure was introduced by Orsoni and
much improved. But, if stomach injury was minimal, gastric interposition is useful due to

simple technique and low complication.

Material and Method: Esophageal reconstruction by the transhiatal esophagectomy and
intracervical esophagogastrostomy was done in 7 patients of corrosive esophageal stricture at

Dong-San medical center from January 1998 to December 2007.

Result: There were six female and one male patients raBackground Surgical treatment of
corrosive esophageal stricture with colon interposition was very widely used. The colon
interposition advantage is low reflux esophagitis risk and preservation of gastric capacity and
peristalsis. This procedure was introduced by Orsoni and much improved. But, if stomach
injury was minimal, gastric interposition is useful due to simple technique and low

complication.

Material and Method: Esophageal reconstruction by the transhiatal esophagectomy and
intracervical esophagogastrostomy was done in 7 patients of corrosive esophageal stricture at

Dong-San medical center from January 1998 to December 2007.

Result: There were six female and one male patients ranging from 29 to 69 years of age.
The complication was two anastomosis site leakage, one gastric necrosis and one mortality

due to bowel strangulation and sepsis.

Conclusion: Transhiatal esophagectomy and intracervical esophagogastrostomy is safety and

useful method at selection case even though corrosive esophageal resection is debated.

Key words: 1. Esophageal stricture
2. Transhiatal esophagectomy
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Table 1. Patients profile
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Case sex/age agent P;}r’ggiggc Body weight cause ggﬁ)% anastomosis ;Z:l%rg:r op time FEV1(%)
1 F29 lye  schizo 36 suicide 5 months hand pyloromyotomy 300  2.76(97)
2 F43  alkali 48 accident 30 years EEA-28 pyloromyotomy 210 2.38(98)
3 FA43  lye 48 accident 30 years hand pyloromyotomy 240 2.31(92)
4  FB36 alkali 65 suicide 4 months semi-mechanical pyloromyotomy 270  2.61(91)
5 M1 HCl schizo 53 suicide 6 months hand pyloromyotomy 240  2.24(93)
6 Fi66 lye 34 suicide 4 months hand pyloromyotomy 270  1.77(96)
7 F/69  lye 46 suicide 47 years semi-mechanical crush by hand 240 1.9(109)

Preop: preoperative

Table 2. Evaluation result

Case esophagogram endoscopy scope pass
1 Diffuse luminal narrowing in whole esophagus 18cm luminal narrowing Smm not pass
2 stenosis at mid to distal esophagus 25-30cm luminal narrowing Smm mid(30cm) not mass
3 Diffuse luminal narrowing in whole esophagus 16cm stenosis Smm not passed.

4 stenosis at mid to distal esophagus 20cm luminal narrowing 9mm not passed Smm passed
5 Narrowing below 3cm from epiglotis 20cm stenosis Smm not passed(20cm)

6 diffuse luminal narrowing(20-28cm) diffuse luminal narrowing(20-28cm), Smm not passed(28cm)

7 stenosis at mid to distal esophagus diffuse luminal narrowing(20-34cm) 9mm not passed(29-34cm),

Smm passed
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Table 3. Management result

Case Hospital day  soft diet F/U period complication

1 17 12 4 months postop bleeding

2 17 14 10 years

3 15 11 8 years

4 50 48 4 years leakage, bleeding

5 54 8 months take down due to anastomosis site disruptionat POD 26
6 15 12 3 years pneumonia

7 40 18 1 years abdomen wound disruption

F/U: follow op, POD: post operative day
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