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A Case of Total Pharyngo-laryngo-esophagogastrectomy and Colon Transposition
in a Patient with Esophageal Cancer Following Partial Esophagectomy and
Gastic Pull-up due to Esophageal Stricture

S00-Geun Wang, MD", Bong-Hyung Son, MD", Byung-Joo Lee, MDY, Hyung-Ryul Lee, MD?
”Depar!ment of Otolaryngology~Head and Neck Surgery, Z)Department of Thoracic and Cardiovascular surgery,
College of Medicine, Pusan National University, Busan,

Various flaps are using for reconstruction of esophageal defect. The choice of reconstruction
is depended to the oncologic needs of the situation. If the entire esophagus or significant part
of the thoracic esophagus is involved by tumor, then total esophagectomy and gastric pull-up
or colon transposition is indicated. But for most hypopharyngeal tumors, laryngopharyngeal tumors,
and cervical esophageal tumors, segmental resection of these area and replacement with a jejunal
free or forearm free flap has become the standard technique.

The authors have experienced a case of total pharyngo-laryngo-esophago-gastrectomy and colon
transposition in a patient of esophageal cancer following partial esophagectomy and gastic pull-up
due to corrosive esophageal stricture. We report this case with brief review of the literatures.
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Fig. 1. Endoscopic findings 3 months before the 2nd
operation, (a) lesion above the gastroesophageal
junction; (b) the lesion with the irreqular elevated sur—
face stained by the lugol solution,

{
Fig. 2. Chest MRI findings before the 2nd operation,
(a) TIW : isodense mass. (b) enhanced T1WI : well en—
hanced mass, (c) T2WI : hypodense mass,
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Fig. 3. Esophagographic findings before the 2nd
operation, Asymmetric irregular contour above the
gastroesophageal junction with proximal dilatation,

Fig. 4. Esophagographic findings after the 2nd
operation, Mild—degree narrowing of the anastomosis
of the pharynx and the colon,
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