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Ask not what your anastomosis
can do for you, but what you can
do for your
esophageal anastomosis
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Esophageal anastomotic tech-
nique is more than just hand-
sewn versus staples; a
vascularized conduit and a well-
constructed anastomosis
without tension carry the day.
Richard S. Lazzaro, MD, FACS,a,b and
Matthew L. Inra, MDa,b

Esophagogastric anastomosis is a critical component of
esophagectomy; anastomotic failures contribute to short-
term and long-term morbidity as well as mortality.1 To
improve outcomes, there are many opportunities to opti-
mize anastomotic healing through pre-resectional ap-
proaches to intraoperative technique combined with
anastomotic adjuncts. A preoperative approach to conduit
augmentation can involve ischemic preconditioning of the
gastric conduit via preoperative transarterial embolization
of left gastric, right gastric and splenic arteries (2) to
make the gastric blood supply dependent on the right gas-
troepiploic artery. This approach avoids a sudden decrease
in gastric blood flow when conventional single-stage sur-
gery is performed; ischemic preconditioning has been
shown to result in “significantly reduced . loss of (tissue
blood flow)” in the gastric tube during preparation. (and
was) effective in maintaining adequate (tissue blood
flow)2 to reduce the incidence of anastomotic leak.
Ischemic preconditioning of the conduit can also be per-
formed via a surgical approach.3 Additional preoperative
considerations include choice of surgical approach, which
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also affects anastomotic complications as “anastomotic
leaks and RLN injury appear to be decreased with a trans-
thoracic approach.”4,5

Conduit creation and handling is of paramount impor-
tance, as the right gastroepiploic artery provides the conduit
with blood and the proximal aspect of the conduit relies
upon a “microscopic network of capillaries and arteri-
oles,”6,7 whereas narrow conduits “minimize the depen-
dency of the lesser curvature of the stomach on these
collateral vessels.”7 Intraoperative assessment of gastric
tube perfusion with indocyanine green coupled with near-
infrared imaging can be used to assess conduit perfusion
as well as the choice of anastomotic location.1 Intraopera-
tive adjuncts, including nasogastric tube decompression
and pyloric drainage procedures to limit gastric conduit
distension, may reduce the incidence of anastomotic leak,
whereas buttressing the anastomosis with omental or
thymic flaps may protect the patient from complications
related to anastomotic leak.8,9

In this month’s issue of the Journal, J€arvinen and col-
leagues10 performed a meta-analysis of 19 studies, which
included 2123 patients, to assess the impact of anastomotic
technique, hand-sewn or stapled, upon anastomotic leak,
stricture, and 30-day mortality after esophagectomy. The
definition of anastomotic leak was not standardized
between the analyzed studies. Although the authors
identified a “signal” favoring lower anastomotic leak and
stricture with stapled anastomosis over hand-sewn, 30-day
mortality was not impacted. The authors identified multiple
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limitations, including studies that were performed over a
25-year time span (with potential bias from differences in
induction therapy and postoperative treatment protocols)
as well as a paucity of data from minimally invasive esoph-
agectomy approaches, leading the authors to conclude that
the “most important factor in anastomotic technique is a
well vascularized anastomosis constructed without tension
rather than a specific anastomotic technique.”10

The statistical analyses performed in the current study are
descriptive, and it is not possible to conclude that one anas-
tomotic technique is superior to another as pertains to leak,
stricture, and mortality. The data analytics of the current
study are descriptive and not diagnostic of causality nor pre-
dictive of an outcome sufficient to guide the surgeon’s
decision-making prospectively when it comes to the choice
between hand-sewn versus stapled anastomosis. At the end
of the day, ischemic preconditioning resonates with us but
requires a separate intervention and is not being performed
by most surgeons.

Consequently, minimizing conduit handling to limit
microvascular arcade disruption, use of perfusion imaging
to aid in assessment of conduit viability, as well as anasto-
motic location with a tension-free anastomosis buttressed
by local tissues are actionable items we can currently
perform while the debate of hand-sewn versus stapled
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anastomosis continues or ends. Ask not what your anasto-
mosis can do for you, but what you can do for your esoph-
ageal anastomosis.
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