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IMPORTANCE The stomach, jejunum, and colon (right, left, or transverse) have all been
proposed as potential conduits as a replacement of the esophagus after
esophagectomy. We report a case of concomitant esophageal and gastric stricture in
which a part of the colon was used for this purpose.

CASE PRESENTATION A 26-year-old female with a history of corrosive intake
presented with progressive dysphagia. On barium swallow and endoscopy,
concomitant esophageal and gastric stricture was diagnosed. Transhiatal
esophagectomy followed by right colonic interposition was performed successfully
with excellent post-op outcomes.

DISCUSSION Considering the technical complexity of interpositional procedures, the
published rates of morbidity and mortality are highly variable. In experienced hands,
construction of colon and jejunal conduits can be performed with good short-term and
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long-term results.
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eplacement of the native esophagus after
Resophagectomy is a problem that has challenged
surgeons for over a century. Not only must the
conduit be long enough to bridge the distance between the
cervical esophagus and the abdomen, but it must also have
a reliable vascular supply and be sufficiently functional to

allow for deglutition.

Multiple structures have been proposed to serve as a
conduit but the stomach has gained favor for its length,
reliable vascular supply, and need for only a single
anastomosis. However, there are times when the stomach is
unavailable. It is in these instances that an esophageal
surgeon must have an alternative option in their
armamentarium.

Colonic interposition has been used for esophageal
reconstruction since the early 1900s." Either the left or right
colon may be utilized and in either case, the transverse
colon is always required. Proponents of colonic interposition
recommend this option in many cases for its substantial
length. The length of the right colon interposition for
example closely simulates that of the native esophagus.
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Another benefit of the colon is its resistance to acid and the
right colonic interposition includes the valve of Bauhim
which may further decrease reflux.2 Disadvantages of the
colonic interposition include; the colon may have or can
develop native pathology and that loss of absorptive
capacity of the colon may result in diarrhea.? The colon
conduit may also lengthen over time leading to redundancy
that may require surgical revision. 4

CASE PRESENTATION

A 26 years old female, with a history of corrosive intake,
presented to us with progressive dysphagia which was
initially for solid food only but she now presented with
complaints of difficulty for intake of liquids as well.

Past medical history revealed no previous comorbid
conditions or any other associated traditional risk factors.
On clinical examination, the patient was pale and emaciated.
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Barium swallow and upper Gl endoscopy confirmed the
diagnosis of concomitant esophageal and gastric stricture.
Baseline workup was done and the patient was prepared for
transmittal esophagectomy followed by esophageal
reconstruction with colonic interposition. The right and
middle colon were mobilized; ileocolic and cologastric
anastomosis was constructed.

Fig 1&2: These pictures demonstrate the mobilized colon and the
colon in situ in the retrosternal position following mobilization and
the cologastric anastomosis.
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Figure 3: Mobilized esophagus and the esophagocolic anastomosis
can be seen in these pictures

I
DISCUSSION

Colonic interposition is one of the standard conduits
available for construction. Rates of reported graft loss were
0-14%. In the larger case series, this range decreases to 0-
2%. The reported anastomotic leak rate was 0-50% and in
larger case series, this rate decreases to 0-12.6%. Mortality
ranged from 0-16.7% and in centers with higher case
volume, this rate was 0-7%. The long-term stricture rate was
0 to 32%. The re-operative rate was 0-32% and reasons for
re-operation included graft necrosis, graft redundancy, and
anastomotic leaks. The most commonly reported medical
complication was aspiration and pneumonia which had a
rate of 0-32%. Resumption of oral intake has been reported
between 75% and 100%. The use of non-gastric conduits
after esophagectomy is often a salvage procedure and
interpretation of the results of series describing outcomes
following colon and jejunal interpositions should consider
this. Though the interpositional procedures are quite
complex and the morbidity and mortality rates are high, as
published in the literature, we advocate that the
construction of colon and jejunal conduits if performed by
experienced surgeons have an excellent prognosis. When
the gastric conduit is not available we prefer to use an iso-
peristaltic right colon interposition, the reason being its
sufficient length, robust blood supply, and non-dependence
on a microvascular anastomosis.
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