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Double Bypass of Esophagus and Descending Thoracic Aorta for the Treatment -

of Esophagopleural and Aortcpleural Flstula

 We report. here on a case cf double bypass of the esophagus and descendmg thoramc aorta foz the treatment ef‘ :

l‘\;;*“ esophagopieural fstuia and aortopleural fistula due to an infected aortic aneurysm after esaphageal rupiure A 48

year old man was diagnosed as having esophageal rupture after an accidental explosion. Although he had been

. freated by esophageal repair and drainage at another hospital, the esophageal leakage could not be controlled and
. subsequent empyema developed in the left pleura. Further, bleeding from the descending thoracic aﬂrta had devel-

. oped and he was managed with endovascular stent insertion to the descending thoracic aorta. He was transferred

. to our hospital for corrective surgery. We performed esophago - gastrostomy via the substernal route, without ex-

_ ploring posterior mediastinum and we let the empyema resolve spontaneously. While he was beng{‘,managed pc - f}
- operatively without any signs and symptoms of infection, sudden bleedmg deveoped from the left pleural cawty:;it .

 After evaluation for the bleeding focus, we discovered an infected aortic aneurysm and an aartopleurai fistula at
. the stent insertion site. We performed a second bypass procedure for the infected descending thoracic aorta from
_ the ascending aorta to the descending abdominal aorta via the right pleural cavity. We found !eakage at the distal
5{‘; ligation site during the immediate postoperative period, and we occluded the leakage using a vascular plug. He
~,;}'dxscharged without comphcatlons and he is currently doing well without any more b?eedmg ar other comphcatons .

Key words 1. Esaphageal perforation
. 2. Empyema, pleural
3. Esophageal surgery
4. Aneurysm, infected
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Fig. 1. Preoperative angiography reveals that previous aortic stent
was enlarged more than native descending thoracic aorta.

vascular plug (AVP; AGA medical, Golden Valley, MN,
USAYE o]gste] T HAgs Alds3lchFg. 3).
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Fig. 3. The 22 mm amplatzer®™ vascular plug (AVP; AGA medi-
cal, Golden Valley, MN, USA) was inserted at distal ligation site
of aorta. After insertion, the leakage was decreased.
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Fig. 2. Intraoperative field images. After proximal and distal anas-
tomosis (A). Proximal descending thoracic aorta ligation (B), and
supraceliac aorta ligation (C).
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