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Mucosal Resection in the Corrosive Esophageal Stricture
- A new technique -

Kong Soo Kim, M.D.*, Ja Hong Kuh, M.D.*, Sang Cheol Park, M.D.*

Balloon dilatation is a popular method in corrosive esophageal stricture but swallowing
difficulty duc o recurrent or intractable stricture even in the repeated dilatation needs a
esophageul reconstruction.  Stomach, colon or jejunum has been used for the prosthesis of
esophagus. Many problems such as leakage in anastomosis site, stricture, reflex, adhesion,
strangulation, and engrafted esophageal cancer are associated with the remnant esophageal
stricture in the esophago-gastrostomy and esophageal bypass surgery. Easy and reproduceable
method of operation with lower complication and without functional disability is needed. A
new operation method of mucosal resection and plasty is introduced in the corrosive
esophageal stricture that are not relieved by repeated dilatation.

(Korean Thorac Cardiovasc Surg 2001;34:194-7)
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Fig. 1. Pre-operative esophagogram.
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Fig. 2. Post-operative esophagogram.
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Fig. 3. schematic diagram of operative procedure.

a: Lumen of the esophagus. b: Lamina propria with mus-

cularis mucosae&submucosa. ¢ Muscularis(circumferancial).

d: Muscularis{longitudinal)

A: Dissection of submucosal layer after myotomy, and cut
surface of pathologic mucosa

B: Remoral of pathologic mucosal & submucosal layer

C: Simple interrupted suture of mucosal & submucosal layer

D: Simple interrupted suture of muscular layers
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