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A Case of Total Pharyngo-Laryngo-Esophagectomy and Colon Interposition for
Hypopharynx Cancer in Subtotal Gastrectomised Patient
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ABSTRACT

The choice of reconstruction in hypopharynx cancer is dependent on oncol ogic needs of the situation. If the cervical or thoracic
esophagus is involved in hypopharynx cancer, esophagectomy and gastric pull-up or jejunal free flgp graft or colon interposition
are indicated. Colon interposition for esophageal reconstruction in hypopharynx cancer is performed only in patients whose
stomach cannat be used for reconstruction because of the postgastrectomised status or simultaneous gastric cancer. We have
recently experienced a case of tota pharyngo-laryngo-esophagectomy and colon interposition in a patient with hypopharynx
cancer who had received subtota gastrectomy due to stomach cancer in the past. We provided a review of the current literature
regarding colon interposition for esophaged reconstruction in hypopharynx cancer. (Korean J Otorhinolaryngol-Head Neck
Surg 2007;50:729-33)
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Fig. 1. Preoperative Gadolinium-enhanced T1 weighted MR Im-
ages. A : Abnormal infiltrative lesion (arow) involving postcricoid
area. B : Circumferential wall thickening of cervical esophagus
(arrow), suggestive of tumor invasion.
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Fig. 2. Intraoperative finding. Main mass lesion (arrow) was
noted at postcricoid area. This mass extended to cervical
esophagus.
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Fig. 4. Gross specimen finding. In posterior view of specimen,
4cm sized main mass lesion was noted at postcricoid area. Main
mass (arrow), larynx, left lobe of thyroid, neck dissection spec-
imens and total esophagus were resected en block.
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Fig. 5 Post-op pharyngogram images. A : No remarkable evi-
dence of abnormal leakage or stenosis in the anastomosis site
of the pharynx and the colon. B : No remarkable evidence of
abnormal leakage or stenosis in the anastomosis site of the colon
and the remnant stomach.
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