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Kumas sorunu... hangi durumda, en iyisi

ne? Felaket senaryosu perop hazirliksiz
yakalandim, ne yapmaliyim?

Dr. Sileyman GETINKONAR
Adana Sehir Egitim ve Arastirma Hastanesi e e

Esophagus
joined to « S 1€t
stomach OGB Tiimarleri - Siewert Siniflamasi
Y
intestine
0zofajektomi
* Teknik olarak zor, komplikasyon orani yiiksek * Transhiatal
* Tm lokasyonu, uzunlugu, submukozal yayihmi, * Transtorasik : ivor-Lewis, modifiye IL

cevre dokuya invazyonu * tri insizyonel 6zofajektomi
* [stenilen lenfadenektominin tipi /genisligi
* Kullanilacak kondiiit

* Postop refll

* Cerrahin tercihi..




* Kasektik, yasl ve yandas hastaliklari olan bu
olgularin  klinik durumlar
alinacak olur ise

da gobz Onilne

—vyapilacak operasyon mimkin oldugunca kisa
stirmeli ve doku diseksiyonu organizmada birtakim
mekanizmalar tetikliyor olmamalidir

* “Evreleme” dikkatlice yapilmali olgulara
gereksiz cerrahi travma olusturulmamalidir.

* Evrelendirme sorunlari  olan olgularda
transtorasik  yol daha gilvenli kabul
edilmektedir. Erken evre ve Ust ug
timorlerinde transhiatal yol tercih edilmelidir.

* Ameliyat

verilmelidir.

oncesinde  hangi
rekonstriksiyon

organ ile

yapilacagina karar

* Hasta olabilecegi en biylk ameliyata sosyal
ve ruhsal olarak hazirlanmalidir.

Kotu senaryo...

* Detayli anamnez, FM eksikligi**
* Preop yetersiz tetkik

* intraop kondiiit problemi...

* Deneyimsiz merkez....

ideal Greft Nasil Olmali?

Tablo 1. igin

greftlerin avantaj ve dezavantajlar

Mide

Kolon

Jejunum

Organ Avantajlar:
Tek anastomoz
Giivenili kan destegi
Uygun lokalizasyon
Yeterli uzuniuk

Asit salgisinin olmamasi
Midenin rezervuar korunmasi

Dezavantajlari
Uzun sutiir hatt

Asit salgisinin olmasi
Rezervuar fonksiyon kaybi
Peristalsizmin yoklugu
Gap uygunsuzlugu

Birden fazla anastomoz

Gap uyguniugu

Yeterii uzuniuk

Peristalsizm

iyi gap uyguniugu

Peristalsizmin olmasi

Asit salgisinin olmamasi

Midenin rezervuar fonksiyonun Korunmast

zayit
Septik organ

Birden fazla anastomoz
Kanlanmasi gok zayf
Yetersiz uzunluk

Mide

* Gastrik pull up
* Konvansiyonel gastroplasti
* Fundus rotasyon gastroplasti

— Kacak yada iskemi orani 9.6%
— Mortalite orani 2.7%,




Kirschner-Akiyama tube

Fig. 3 Kirschner-Akiyama
tube: line of dissection
and final gastric tube

FRG

Fig. 16.4. Skeletonization starting at the proximal small cur-
vature.

Fig. 16.5. Last steps of the fundus rotation gastroplasty.

Fig. 16.6. Completed fundus rotation gastroplasty.

Fundus Rotasyon Gastroplasti

e Mide tuplnin uzunlugunun karsilagtiriimasi FRG grubu igin
3814 cm, VS. Konvansiyonel gastroplasti olan hastalar igin
31+3 cm.

* FRG de doppler usg de kanlanmasi daha iyiydi.

* Rezervuar mide agisindan da avantajli.

Buchler MW, Baer HU, Seiler C, Schilling M. A technique for gastroplasty as a substitute for the
esophagus: fundus rotation gastroplasty. J Am Coll Surg. 1996 Mar;182(3):241-5. PMID:
8603244.

Patient characteristics
Age (years) [median (range)]
Female:male
Neoadjuvant RCT

Tumor location
Hypopharynx/proximal
Middle
Distal

Histopathology
Adeno-Ca/Barrett-Ca

Squamous cell carcinoma

60 (40-84) 61.5 (34-81) NS
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NS
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0.013
NS
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NS
NS

FRG Akiyama P
(n=757) (n=54)
Operating time (min) [median (range)] 370 (190-562) 345 (202-495) NS
Blood loss (ml) [median (range)] 625 (300-2100) 700 (200-3000) NS
ICU stay (days) [median] 6 5 NS
Hospital stay postoperatively (days) [median] 17 15 NS
Mortality (%) 3 (52%) 0 (0%) NS
Surgical complications 18 (31.6%) 11 (20.4%) NS
Anastomotic leak/tube ischemia (%) 6 (10.5%) 5(92%) NS
Reoperation (%) 8 (14.0%) 3 (5.5%) NS
Bleeding (%) 0 (0%) 0 (0%) NS
Chylous leakage (%) 0 (0%) 0 (0%) NS
‘Wound infection (%) 5 (8.7%) 3 (5.5%) NS
Others (%) 7 (12.3%) 3 (5.5%) NS
Nonsurgical complications 33 (57.9%) 25 (46.3%) NS
Pulmonary (pneumonia, pleural effusion, 26 (45.6%) 21 (38.9%) NS
need for reintubation, ARDS) (%)
Cardiovascular (%) 6 (10.5%) 6 (11.1%) NS
Sepsis’/MOV (%) 3 (5.2%) 3 (5.5%) NS




Kolon

Asit salgisinin olmamasi

Gap uygunlugu

Yeterli uzunluk

Peristalsizm

Midenin rezervuar fonksiyonun korunmasi

Kanlanmasi zayif *****
Septik organ
Birden fazla anastomoz

Esophageal Reconstruction by Colon Interposition After Esophagectomy for

Cancer Analysis of Current Indications, Operative Outcomes, and
Long-Term Survival

VINCENT RESLINGER, o, HADRIEN TRANCHART, wo," ELSA D’ANNUNZIO, mo,"
TIGRAN POGHOSYAN, wo #ho,' LAURENT QUERO, Mo pho,* NICOLAS MUNOZ-BONGRAND, o,
HELENE CORTE, Mo, EMILE SARFATI, mo," PIERRE CATTAN, mo ho," Ano MIRCEA CHIRICA, Mo pho'*
"Department of General, Endocrine and Digestive Surgery, Saint-Louis Hospital, Paris, France
“Department of Radiotherapy, Saint-Louis Hospital, Paris, France

Between January 2004 and December 2014, 178 patients with gastroesophageal
malignancy underwent surgery at the Saint Louis Hospital in Paris. Of them 11
patients (6%) underwent esophageal reconstruction with colon interposition. 17
additional patients were referred after failure of gastric tube reconstruction
elsewhere and underwent coloplasty. These 28 patients were the subject of the study

Conclusion: Colon interposition after esophagectomy is a useful but morbid endeavor. Colon interposition as salvage therapy is associated with
improved survival compared to its use as primary esophageal replacement, and colon interposition in the latter cohort should be used with caution
due to poor cancer-specific survival in this patient population.

J. Surg. Oncol. 2016;113:159-164.  © 2015 Wiley Periodicals, Inc.

Kolon interpozisyonu

Kolon interpozisyonunda sol, sag ya da transvers
kolon kullanilabilir.

Yeterli uzunlukta greft saglanmakla beraber refli
sorunu daha az karsimiza ¢tkmaktadir.

Kan akiminin hassas olusu 6zellikle, yasl
hastalarda ateroskleroz nedeni ile greft
nekrozunu kaginilmaz kilmaktadir.

Ayni zamanda ¢oklu anastomoz gerekliligi fisttl
yaninda striktir sorunlarini da tagir.

Uzun dénemde dilatasyon ve fonksiyon kaybi
gelisebilir.

Table 2 Outcome for colon after series (in order of decreasing annual caseload). NA not
available
Study/authors No.* Caseload” In-hospital Graft Leakage®  Anastomotic
) (nlyear) mortality ischemia/necrosis (%) stricture
(% (%) (%;
Huang et al. [11] 96 73 1 135 NA
Fiirst et al. [12] 30 10 33 133 NA
Tsolauri et al. [13] 248 16.1 32 4 NA
Larson et al. [14] 4 68 114 318 59.1
Lundell and Olbe [15] 2 9.1 9.1 0 NA
Thomas et l. [16] 60 83 5 167 1.7
DeMeester et al. [17] 92 87 76 4.7 47
Curet-Scott et al. (18] 53 38 76 9.4 151
Kolh et al. [19] 38 26 0 0 NA
Hiltl et al. [10]° 66 105 3 152 NA
Cerfolio et al. [20] 3 9.4 62 31 219
Negre and Markkula [21] 41 98 0 49 49
Skinner [22] 33 ol 9.1 3 3
Larsson e al. [23] 30 33 33 0 10
Isolauri [24] 60 33 0 33 33
Present scrics 19 158 0 53 211
Bilosi et al. [25] 42 142 286 NA
Bernstein and Juler [26] 18 22 111 56 167
Hankins ct al. [27] 23 0 13 87 26.1
Wain et al. [28] 52 39 96 58 50
Gaissert et al. [29] 2 46 46 46 273

“Total number of patients with colon interposition
® Hospital's caseload for colon interposition

© Anastomotic leakage, all anastomoses

9 Multicenter study

Table 3 Patient characteristics,

ble 3 Patient « 1 Parameter Fundus rotation gastroplasty  Colon interposition
indications, surgical technique (=119 19

and outcome after fundus rota- Ul et al. [7] Present study

tion gastroplasty and colon in-

terposition. University of Berne, n % n %

Inselspital, Switzerland

Patients characteristics

ale 98 82% 15 79%
Age (years), median, range 61 (34-89) 68 (44-78)
Indication
Benign disease 7 5.9% 47.4%
Malignant disease 12 94.1% 10 52.6%
Surgical technique
‘Thoraco-abdominal esophagectomy 76 63.9% 5.3%
Trans-hiatal esophagectomy 43 36.1% 18 94.7%
Pharyngeal anastomosis 16 13.5% 0 0%
Cervical anastomosis 73 613% 18 94.7%
Thoracic anastomosis 30 25.2% 1 5.3%
Major surgical morbidity
Anastomatic insufficiency 11 9.2% 1 5.3%
Graft ischemia/necrosis 1 0.8% 0 0%
Recurrent nerve paralysis 12 10.1% 1 5.3%
Chylothorax 5 42% 0 0%
Re-operation 7 5.9% 0 0%
Major medical morbidity
Acute lung injury/ARDS 18 15.1% 1 5.3%
Cardiac complications 38 31.9% 1 53%
Mortality (in-hospital) 9 7.6% 3 158%
Hospital stay (days) 26£15 25420

Fig. 19.8 and 19.9. Selection of a colonic segment suitable
for interposition. Determination of the essential length by
the following procedure: Elevation of the colon in front of
the abdominal wall, measurement of the distance between
the abdomen and the angle of the mandible by a suture,
fixed at the root of the strongest vessel of the colonic mes-
entery (see Fig. 19.9: middle colic artery). The length of the
suture is finally transferred to the colon and the resection
margin is marked.

1 Anastomosis between the left and the middle colonic ar-
tery (Riolan); 2 eft colonic atery; 3 root of the midde colo-
Fig. 198 nic artery.
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Fig. 19.10. Preparation of an anisoperistaltic colonic seg-
ment begins with incision of the peritoneum far from the
colon and stepwise preparation of the mesocolon maintain-
ing the paracolic arcades and the middle and left colic ves-
sels. A vascular clamp is provisionally applied across the left
colic artery and the sigmoid artery across the provisional co-

lonic transection plane to prove a sufficient arcade of Riolan.
If no ischemia occurs after 3 minutes, the colon interposition
cn be performed.

1 Middle colic artery; 2 left colic artery; 3 paracolic anasto-
mosis between left colic artery and sigmoid artery.

Fig. 19.12. A frequently employed akemative s a lef-sided
isoperistatic colonic interpositon.

The middle colonic artery i divided and the vascular supply
is through the left colonic artery, if a suffiient Rioan's ar-
cade exists.

1 Superior mesenteric artery; 2 inferior mesenteric artery;
3 left colonic artery.

This approach ensures an isoperistaltc reconstruction. Care has
o be taken not to injure th left colc vesses. Therefor, trans-
ecton of the descending colon s always done without exten-
sive dissection of the colon using a linear staplr device.

Fig. 19.13. An anisoperistatic colon interpositon supplied by
the let colonic artery can be performed, f the Riolas anasto-
mosis i either not present or insuffiient due to former surgical
procedures.

1 Left colonic artry.

Fig. 19.11. Construction of an anisoperisaltic colon interpo-
ition. 1 Middle colonic artery; 2 superior mesenteric artery;
3 inferior mesenteric artery; 4 left colonic artery; 5 sigmoid
artery.

Fig. 1914 In case of an inadequate vascular supply by the
left and middle colonic artery, reconstruction of an isoperis-

taltic colon interposition supplied by the sigmoid artery is
ossible.

1 First sigmoid artery.

Fig. 19.15. In very rare cases no anastomosis is found be-
tween the left colonic artery and the first sigmoid artery. In
those cases the main branch of the inferior mesenteric artery
can be used as an anastomosis between the two areas of
blood supply. This can only be accomplished when the distal
parts of the sigmoid colon are adequately perfused by the
medial and inferior rectal artery. This has to be checked by
temporary camping.

1 Isolated segment of the inferior mesenteric artery with the
branches of the left colic artery and the sigmoid artery.

the eoco artery.

Fig. 19.19. I i impossble 1 use the lft hemicolon for
i  the right hemiolon can be wsed to perom
the tanspositon graft.

Scheme of contrucion of an soprstaltic colonic inerposi-
on using the right hemicolon and the teminal part o the
e The vasclar supply comes from the mide colonic ar-

ey
1 ight olonic arery; 2 feococ antery.
g the right hemiokn for interpsion s burdened by
complcations lesding o poorr postoprative func-
ol resuts.

Fig. 19.20. Preparation of an anisopersalc coloic nterpo-
siton usig the right hemicoon, with vascular supply from

Fig. 19.21. Adequate length of the right hemicolon enables
construcion of an isoperstalic i without using
the fleocolic portion of the ntestine. This technique offers
several advantages:

¥ omittance of the teminal fleu, which s pron to neco-

¥ omittance of the ileocecl region which is prone for poor
results.

* interpozisyonda sag mi yoksa
sol kolon mu tercih edilmeli?
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* Sol kolonun zamanla genisleyip dilate olma olasiligi sag
kolona gore daha azdr.

* Sol kolon venoz sistem drenaji da daha gtivenlidir

* Sol kolonun vaskdler varyasyonlari daha azdir.

¢ Sol kolon interpozisyonlarinda nekroz ve iskemi %4,6
civarinda iken sag kolon uygulamalarinda bu istenmeyen
durum %10,8'lere kadar yikselmektedir. ****

****Wain JC, Wright CD, Kuo EY, Moncure AC, Wilkins EW Jr, Grillo HC, Mathisen DJ. Long-
segment colon interposition for acquired esophageal disease. Ann Thorac Surg. 1999
Feb;67(2):313-7; discussion 317-8. doi: 10.1016/50003-4975(99)00029-6. PMID: 10197646.

Standart kolon interpozisyonunun yakin
tarihli bir incelemesinde, ortalama greft
nekrozu insidansinin %0 ila %9,6 arasinda
degistigi ve %14'lik bir ortalama anastomoz
kagagi riski bulundugu bulundu

* Yasuda T, Shiozaki H. Esophageal reconstruction with colon tissue. Surg Today.
2011 Jun;41(6):745-53. doi: 10.1007/500595-011-4513-3. Epub 2011 May 28.
PMID: 21626317.

Hangi yol?

* Posterior mediasten,
* retrosternal,
* subkutan??

Jejunum

iyi cap uygunlugu

Asit salgisinin olmamasi

Peristalsizmin olmasi

Midenin rezervuar fonksiyonun korunmasi

Birden fazla anastomoz
Kanlanmasi ¢ok zayif ****
Yetersiz uzunluk ***

Jejunal interpozisyon

* Jejunal interpozisyon pek tercih edilmemekle
beraber uygulanirhig olan bir yontemdir.

* Peristaltik aktivitesi korunmasi ve normal
capta bir neo-6zofagus yapilabilir olmasi
avantaj

Jejunal interpozisyon

Ancak yeterli mobilizasyon ve uzunluk sorunu
bu asamada karsimiza ¢ikmaktadir. Vaskiler
yapilarinin gerilmesi sonucu greft nekrozlari
unutulmamalidir. Bir ucu 6zofagusa bir ucu ise
mideye anastomoz edilir.

Anastomozun izoperistaltik olusu teknigin
yutma fonksiyonu Uzerindeki en &6nemli
avantajidir.




Long-Segment, Supercharged Pedicled

Jejunal Interposition for Esophageal
Replacement: How I Teach It

Shanda H. Blackmon, MD, MPH

Division of General Thoracic Surgery, Mayo Clinic, Rochester, Minnesota

Fig 1. History of supercharged &
pedicled jejunum (SP]) interposition, &
more than 100 years. (eso = esoph- & N .
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Jejunal interpozisyon

* Blackmon ve meslektaslari, MD Anderson ve

Metodist Hastanelerinde, vaskuler
ogmentasyon ile uzun segment jejunal
interpozisyon uygulanan 60 hasta

bildirdi. Etkileyici bir sekilde, bu genis serideki
hastalarin %83'li oral diyete geri
dondi. Ancak bu seride anastomoz kagagi
insidansi %32 ve greft nekrozu insidansi %5
bildirilmistir

Jejunal interpozisyon

* Bu teknikte islemde mikrovaskiiler anastomoz

teknigi temel bir girisimdir.

* Bolgesel damarlara anastomoz siklikla 6rnegin

boyunda superior tiroid arteri ve anterior

facial arter iken toraks icinde bu islem internal

mammarian damarlara yapilabilir.

* Bu teknik islem sonrasi kanlanma sorunlari ve

venoz tromboz nedeni ile postoperatif erken
donemde basarisizliklar gosterebilmektedir.

Table 1. Patient Characteristics and Preoperative Data

Mean (range)

Variables or No. (%)
Age, years 55.9 (28-76)
Sex
Male 44 (73)
Female 16 (27)
Indications for operation
Gastric extension of tumor 14 (23)
Loss of previous gastric conduit 13 (22)
i gastric i ing use 10 17)
Reoperation for recurrence 9 (15)
To reach higher (to pharynx) 7 (12)
Gastric radiotherapy 2@3)
Tracheoesophageal fistula 2@
First choice 1
Esophageal fistula® 1)
Necrotic colon interposition 1)
Timing
Primary immediate reconstruction 37 (62)
Delayed reconstruction after diversion 23 (38)
Pre-op therapy(chemo/radiotherapy)” 25 (42)
Histologic analysis of primary tumor
Adenocarcinoma® 41 (68)
Squamous cell cancer 9 (15)
Gastrointestinal stromal tumor 3
Lymphoma 2@3)
Epidermoid cancer 1@
Breast cancer 1)
Noncancerous disease 3




(A) Arterial

ous coupler with vein being loaded. (D) Joining of the coupler devices for venous anastomosis. (E) Final venous anast}

is. (B) Arterial and venous anastomosis finalized with internal Dopple

Fig 5. Microvascular anastomosis of the mesenteric artery to the left
internal mammary artery (A) is done using an interrupted suturing
technique, and anastomosis of the mesenteric vein to the left internal
mammary vein (V) is achieved with a coupling device (inset).

(SP] = supercharged jejunal interposition.)

Fig 3. (A) Retrosternal and (B) and posterior mediastinal routes are
shown.
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* Doki ve meslektaslar tarafindan yapilan retrospektif bir
¢alismada 53 hastaya subkutan tinel yoluyla stper sarjli
jejunum (n = 25) veya super sarjli kolon (n = 28) ile
Ozofagus rekonstriksiyonu uygulandi. Bu derlemede ince
barsak rekonstriksiyonu yapilan hastalarda kolon
interpozisyonu olan hastalara gére énemli dlglide daha az
anastomoz kagagl, daha kisa hastanede kalis siresi
saptandi.

+ Doki Y. Okada K. Miyata H. et al. Long-term and short-term evaluation of
esophageal reconstruction using the colon or the jejunum in

t | cancer pati after gastra y. Dis

Esophagus. 2008; 21: 132-138

Sonug

Hasta se¢imi

Preop hazirlik & hasta bilgilendirmesi
Potansiyel kondiitlerin degerlendirilmesi
Her kotl senaryoya hazirlikh olma
Deneyim, donanimh merkez

TESEKKURLER......
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