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CASE REPORT

Esophagojejunal Anastomotic Leak Managed with Self
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ABSTRACT

Esophagealjejunal anastomotic leak after gastrectomy is a serious surgical emergency with high mortality. This report
describes a 57-year-old male with esophagojejunal anastomotic leak following total gastrectomy for gastric cancer and was
managed successfully with self-expandable metallic stent. To our knowledge this is the first such report from India. This case
report highlights the need of interdisciplinary coordination in managing this difficult clinical situation. Endotherapy with
self-expandable metallic stent (SEM) provided twin benefits of improving respiratory embarrassment and the joy of eating.
Therapy of such difficult cases must be individualized; however, and SEM stent usage is a viable option(J Dig Endosc

2013:4(1):13-15)
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Introduction

Despite the advances in surgical techniques and
improvements in peri-and-post-operative management,
esophagojejunal anastomotic leak after total or proximal
gastrectomy continues to be a serious problem. Intra-
thoracic anastomotic leakage resulting from total
gastrectomy and esophagojejunostomy are usually exclu-
sively abdominal. Recently, placement of self-expandable
metallic stents (SEMs) has emerged as an eftective therapy
for sealing the esophageal perforations and major
anastomotic leaks after esophageal resection or total
gastrectomy. Herein, we report a case of a patient who
developed anastomotic leakage into the thoracic cavity after
total gastrectomy and esophagojejuno-stomy for a biopsy
proven growth of cardia (Siewert type I1I) and was success-
tully managed with endotherapy using SEM stent.

Case Report

A 57-year-oldmale was diagnosed to have growth in
cardia (Siewert type III A),' biopsy proven adenocarcinoma.
Total gastrectomy with esophagojejunostomy was done
(postoperative stage III A). Patient developed respiratory
distress on 2nd post-operative day. Chest X ray showed
moderate left sided pleural effusion. Pleural fluid was turbid
and amylase of 716 U/L suggested anastomotic leak. Patient
had Glasgow Coma Score of 13/15 at this time He also had
tachycardia, tachypnea, diminished oxygen saturation, fever
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and a diminished air entry in left chest. Eight hundred ml of
pleural fluid was drained. After insertion of intercostal chest
drainage tube on leftside (Figure 1).

Fluoroscopic oral contrast study confirmed leak into
left thoracic cavity (Figure 2). Esophageal covered SEMS
stent placement was done under monitored anesthetic
control (MAC) (Figure 3). Patient's general condition
improved and he tolerated oral feeds by 20th post-operative
day. Thus SEM stent by obliterating the anastomotic leak
improved respiratory embarrassment and restored joy of
eating.

Arvind et al

the clinical outcome (Figure 4). SEM stent scals leakage in
90% of cases and allows oral feeding to resume. SEP stent has
the advantage of retrievability but migration rate is higher
although a recent case series showed good outcomes with a
lesser migration rate."

Conclusion

Use of SEM stent is an accepted treatment modality in
selected cases of upper GI anastamotic leaks especially post
esophagectomy leaks. Our case has shown that use of SEM

Figure 1 Figure 2

Discussion

An abdominal leak after esophagojejunal anastomosis is
expected but intra thoracic leak occurs rarely. There have
only been few individual case reports and case series of 2-4
cases in worldwide literature. Theoretically, this rare
complication is believed to be due to increased tension in the
anastomosis as a lesion high in the stomach is resected with
esophagus being dragged down for anastomosis with
jejunum. Esophagus retracts back into the thorax in post
surgery period and therefore, anastomotic dehiscence
presents as leak into the pleural cavity. Thus, ischemia
coupled with high tension in the anastomosis is postulated
mechanism in such leaks. Early leaks require urgent emer-
gent interventions. The treatment options available include
repeat surgery and endotherapy. Endo therapeutic options
include placement of SEM or self-expandable plastic (SEP)
stent, and application of fibrin glue or clips. There is no
consensus opinion regarding management. Treatment must
be individualized. Surgical therapy is reserved for patients
with gross mediastina/pleural soilage and is associated with
high morbidity and mortality.”" ranging from 3-25 mm.’
Endoscopic application of fibrin glue has been shown to be of
benefit in case reports.’ There have been case reports of use of
SEM stent in such leaks with definite success.”” Yong Gang et
al also showed that small reflux of the intestinal fluid into the
thoracic cavity can still occur along the sides of the SEM stent
even after the leak site is bridged although it does not affect

Figure 3

Figure 4: Showing reflux of intestinal fluid into the thoracic cavity.
The blue color indicates that the refluxed intestinal fluid could leak
from the gap between the stent (brown color) and the jejunal wall to
the thoracic cavity through the orifice
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stent in total gastrectomy and esophagojejunal anastomotic
leak has dramatically improved general condition of the
patient and also restored the joy of eating thus providing twin
benefits. This is the first case of SEM stent use in esophago-
jejunal anastomotic dehiscence being reported from India.
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