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Abstract
Background: Anastomotic disorder of the reconstructed gastric conduit is a life-
threating morbidity after thoracic esophagectomy. Although there are various rea-
sons for anastomotic disorder, the present study focused on dislocation of the gastric 
conduit (DGC).
Methods: The study cohort comprised 149 patients who underwent transthoracic 
esophagectomy. The relationships between DGC and peri- and postoperative mor-
bidities were analyzed retrospectively. Data were analyzed to determine whether 
body mass index (BMI) and extension of the gastric conduit were related to DGC. 
Uni- and multivariate Cox regression analyses were performed to identify the factors 
associated with anastomotic disorder.
Results: DGC was significantly related to anastomotic leakage (P  <  .001), anasto-
motic stricture (P =  .018), and mediastinal abscess/empyema (P =  .031). Compared 
with the DGC-negative group, the DGC-positive group had a significantly larger 
mean preoperative BMI (23.01 ± 3.26 kg/m2 vs. 21.22 ± 3.13 kg/m2, P = .001) and 
mean maximum cross-sectional area of the gastric conduit (1024.75 ± 550.43 mm2 
vs. 619.46 ± 263.70 mm2, P < .001). Multivariate analysis revealed that DGC was an 
independent risk factor for anastomotic leakage (odds ratio: 4.840, 95% confidence 
interval: 1.770-13.30, P <  .001). Body weight recovery tended to be better in the 
DGC-negative group than in the DGC-positive group, although this intergroup differ-
ence was not significant.
Conclusion: DGC reconstructed via the posterior mediastinal route is a significant 
cause of critical morbidities related to anastomosis. In particular, care is required 
when performing gastric conduit reconstruction via the posterior mediastinal route 
in patients with a high BMI.
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1  | INTRODUC TION

Esophageal cancer is the seventh most common type of cancer and 
the sixth leading cause of overall mortality worldwide.1 Despite 
recent developments in surgical technique and perioperative man-
agement, esophagectomy for esophageal cancer is one of the most 
invasive gastroenterological surgeries with a very high morbidity 
rate.2-5 Anastomotic disorder of the reconstructed organs, especially 
the gastric conduit, is a common, severe, and life-threatening com-
plication of esophagectomy.6,7

Esophageal reconstruction with a gastric conduit is typically 
performed via the subcutaneous, retrosternal, or posterior medi-
astinal (PM) route.8-10 Among these three routes, the PM route is 
considered the most physiological.11,12 However, PM reconstruction 
carries a risk of severe morbidities such as mediastinal abscess, em-
pyema, and tracheobronchial fistula.13-16 Therefore, it is important 
to identify the risk factors for anastomotic disorder of the gastric 
conduit reconstructed through the PM route.

Previous studies have reported that anastomotic disorder, es-
pecially anastomotic leakage, results from ischemia of the gastric 
conduit,17,18 compression19 or tension20,21 of the anastomotic site, or 
poor anastomotic technique.22 However, dislocation of the gastric 
conduit (DGC) is rarely discussed.

DGC is often seen after esophagectomy and has an unfavorable 
effect on postoperative quality of life (QOL) in patients who have 
undergone esophagectomy in clinical practice. However, this seems 
to be an empirical finding. Despite a thorough search, we could not 
find any previous reports on the relationship between esophagec-
tomy and DGC.

In this study, we investigated the risk of post-esophagectomy 
anastomotic disorder of the gastric conduit reconstructed through 
the PM route, focusing on DGC.

2  | METHODS

2.1 | Patients

We retrospectively reviewed the medical records of 273 patients 
with esophageal cancer who underwent radical thoracic esophagec-
tomy and gastric conduit reconstruction between January 2009 
and December 2018 at Dokkyo Medical University Hospital. We 
excluded patients who underwent transhiatal esophagectomy (28 
cases) and salvage esophagectomy after definitive chemoradio-
therapy (nine cases) or laryngopharyngoesophagectomy (four cases). 
We also excluded 69 cases of retrosternal reconstruction and one 
of subcutaneous reconstruction. Thus, data from 163 patients who 
underwent McKeown esophagectomy with gastric conduit recon-
struction via the PM route were extracted. Of these 163 patients, we 
excluded nine who underwent hand-sewn anastomosis and five who 
underwent mechanical anastomosis using a linear stapler because 
we performed these anastomoses on rare occasions in unfavorable 

condition, such as in patients with a short gastric conduit or short 
remnant esophagus.

The final study cohort comprised 149 patients who underwent 
thoracoscopic or transthoracic subtotal esophagectomy and open or 
hand-assisted laparoscopic esophageal reconstruction with a gastric 
conduit via the PM route and cervical stapled anastomosis using a 
circular stapler.

The patients were staged using the TNM classification (8th 
edition) of the American Joint Committee on Cancer and the 
International Union Against Cancer. Informed consent for surgery 
was obtained from all patients in accordance with our institutional 
guidelines. The study was approved by the Medical Ethics Committee 
of Dokkyo Medical University (approval number: R-20-7J).

2.2 | Esophageal reconstruction

After subtotal esophagectomy, abdominal lymphadenectomy and gas-
tric conduit reconstruction was started with the patient in the supine 
position. The open method was used in 122 cases, while hand-assisted 
laparoscopic surgery (HALS) was performed in 27 cases. Gastrectomy 
was performed to remove the mobilized esophagus, with lymphad-
enectomy around the left gastric artery and celiac artery. After mo-
bilization of the full stomach and esophagus, a gastric conduit with a 
width of 3.5-4 cm was created by dividing the lesser curvature of the 
stomach. The right gastric artery and right gastroepiploic artery pro-
vided the vascular supply to the created gastric conduit. The gastric 
conduit was pulled up via the PM route. The esophagogastrostomy 
was performed in the neck by end-to-side stapled anastomosis. A 21-
mm or 25-mm intraluminal circular stapler was used as the stapling 
device (CDH21, CDH25, Ethicon Ltd.; EEA21, EEA25, Medtronic). The 
inserted part of the gastric conduit was closed using a linear stapling 
device (ECHELON FLEX 60, Powered ECHELON FLEX 60, ECR60D, 
Ethicon Ltd.; Endo GIA tristaple, EGIA60AMT, Medtronic).

2.3 | Definition of DGC

We focused on DGC as a risk factor for anastomotic leakage because 
DGC results in tension at the anastomotic site. In cases where the 
gastric conduit is reconstructed via the PM route, the gastric conduit 
usually dislocates to the right pleural cavity because the mediastinal 
pleura is resected with the thoracic esophagus. DGC was defined as 
dislocation of more than 2/3 of the width of the gastric conduit to 
the right side from the line on the edge of the sternum and thoracic 
vertebral body (Figure 1).

Imaging assessment
DGC was assessed on the axial view of the first computed tomog-

raphy (CT) scan. If there were no symptoms of postoperative mor-
bidity, we routinely performed CT 3 months after esophagectomy. 
When postoperative morbidity was suspected, we immediately 
performed CT. The earliest CT among this series was performed 
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on postoperative day 1. The maximum cross-sectional area of the 
gastric conduit was measured by setting the region of interest with 
Nazca View ver. 3.2.10000.20 (AstroStage Inc).

2.4 | Definitions of peri- and postoperative 
morbidities

Peri- and postoperative morbidities were defined as complica-
tions that seemed to be related to the reconstruction procedure. 
Complications were assessed in accordance with the Clavien-Dindo 
classification, and complications of grade II or above were regarded 
as significant.

2.5 | Comparison between preoperative body mass 
index and DGC

Patients with a high body mass index (BMI) may have a small PM 
space after esophagectomy and a large volume of greater omentum 
associated with the gastric conduit. As a result, DGC may occur more 
easily in patients with a high BMI than in patients with a normal BMI. 
Therefore, we compared the preoperative BMI between the DGC-
positive and DGC-negative groups.

2.6 | Examination of the relationship between 
extension and DGC

We noticed that the gastric conduits that had dislocated to the 
pleural cavity tended to be more extended than the non-dislocated 
gastric conduits. Therefore, we examined the relationship be-
tween the maximum cross-sectional area of the gastric conduit 
and DGC.

2.7 | Examination of body weight change

Body weight change was examined as an indicator of long-term QOL.

2.8 | Statistical analysis

The chi-squared test and Fisher's exact test were used for statisti-
cal comparisons of nominal variables where appropriate. Continuous 
data were compared with the Student's t-test or analyzed by re-
peated measures one-way analysis of variance. Multivariate analysis 
was performed using logistic regression. Differences were consid-
ered significant if the P value was ˂.05. All statistical analyses were 
carried out using EZR (version 1.54) (Saitama Medical Center, Jichi 
Medical University), which is a graphical user interface for R (The R 
Foundation for Statistical Computing).

3  | RESULTS

3.1 | Patients' characteristics and DGC

The characteristics of the eligible patients are described in Table 1. 
In summary, the population was typical for Japanese patients 
with esophageal cancer. The mean age was 65.15  years, and the 
main histologic type was squamous cell carcinoma (91.9%). Sixty-
seven cases (45.0%) were node-positive clinically, and 35 patients 
(23.5%) received neoadjuvant chemotherapy using the cisplatin and 
5-fluorouracil regimen or the docetaxel, cisplatin, and 5-fluorouracil 
regimen. Thoracoscopic esophagectomy was performed in 77 pa-
tients (51.7%), while HALS was performed in 27 patients (18.1%). 
The mean BMI was 21.91 kg/m2. DGC was detected in 57 patients 
(38.3%). Although we did not decide on the level of measurement, 
the maximally dislocated level was just below the bifurcation in al-
most all patients.

3.2 | DGC and peri- and postoperative morbidities

Compared with the DGC-negative group, the DGC-positive 
group had significantly higher incidences of anastomotic leakage 
(P < .001) and anastomotic stricture (P = .018). Mediastinal abscess 
and empyema occurred in six patients, five (83.3%) of whom were 
in the DGC-positive group (P = .031) (Figure 2). Among the 29 cases 

F I G U R E  1   Computed tomography images of the gastric conduit. (A) DGC-negative case. The gastric conduit (arrow) is in the usual 
posterior mediastinal space. (B) DGC-positive case. The gastric conduit (arrow) is located outside of the line on the right edge of the 
sternum and thoracic vertebral body (dotted line) on the axial view. DGC, dislocation of the gastric conduit

(A) (B)
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of stricture, 12 cases (41.4%) had anastomotic leakage. Meanwhile, 
five patients (83.3%) had anastomotic leakage among six patients 
with mediastinal abscess and empyema. The incidence of pneumo-
nia, which may be caused by pulmonary atelectasis due to DGC, 
was not increased in the DGC-positive group. Delayed gastric emp-
tying (DGE) is a typical postoperative disorder of esophagectomy. 
In this study, DGE tended to be more frequent in the DGC-positive 
group although the increase in frequency was not significant 
(P = .070; Table 2).

3.3 | Preoperative BMI and DGC

The mean preoperative BMI in the DGC-negative group 
(21.22 ± 3.13 kg/m2) was significantly smaller than that in the DGC-
positive group (23.01 ± 3.26 kg/m2, P = .00108; Figure 3).

3.4 | Relationship between extension and DGC

The mean maximum cross-sectional area of the gastric conduit was 
significantly smaller in the DGC-negative group (619.46  ±  263.70 

F I G U R E  2   A case of empyema. The dislocated gastric conduit 
(arrow) with pleural fluid collection and pulmonary atelectasis is 
seen in the right pleural cavity

TA B L E  2   Relationship between dislocation of the gastric conduit 
and anastomosis-related postoperative morbidities

Morbidity

DGC

P valueNegative Positive

Anastomotic leakage

No 85 39 <.001

Yes 7 18

Anastomotic stricture

No 80 40 .018

Yes 12 17

Mediastinal abscess/empyema

No 91 52 .031

Yes 1 5

Pneumonia

No 86 51 .537

Yes 6 6

Delayed gastric emptying

No 81 43 .070

Yes 11 14

Abbreviation: DGC, distension of the gastric conduit.

F I G U R E  3   Relationship between DGC and BMI. The BMI of 
the DGC-positive group is significantly larger than that of the 
DGC-negative group. BMI, body mass index; DGC, dislocation of 
the gastric conduit; SD, standard deviation

TA B L E  1   Characteristics of the 149 eligible patients who 
underwent esophagectomy

Variable Value

Age in years, mean ± SD 65.15 ± 8.45

Sex (male/female) 120/29

Tumor location (upper/middle/lower) 17/79/53

Histology (SCC/AC/other) 132/10/7

T (1/2/3/4) 60/18/65/6

N (0/1/2/3) 82/31/20/16

M (0/1) 142/7

Stage (I/II/III/IVA/IVB) 53/35/46/8/7

NAC (yes/no) 35/114

Preoperative BMI in kg/m2, mean ± SD 21.91 ± 3.29

TTE/TSE 72/77

Laparotomy/HALS 122/27

Operation time in minutes, mean ± SD 461.41 ± 73.24

Blood loss in g, median [range] 350 [30-2090]

Circular stapler size (21 mm/25 mm) 19/130

DGC (yes/no) 57/92

Abbreviations: AC, adenocarcinoma; BMI, body mass index; DGC, 
distension of the gastric conduit; HALS, hand-assisted laparoscopic 
surgery; M, distant metastasis; N, lymph node metastasis; NAC, 
neoadjuvant chemotherapy; SCC, squamous cell carcinoma; SD, 
standard deviation; T, depth of tumor invasion; TSE, thoracoscopic 
esophagectomy; TTE, transthoracic open esophagectomy.
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mm2) than in the DGC-positive group (1024.75  ±  550.43 mm2, 
P < .001) (Figure 4).

3.5 | Factors associated with anastomotic disorder

Univariate Cox regression analysis revealed that the factors signifi-
cantly associated with anastomotic leakage were the preoperative 
BMI, thoracoscopic esophagectomy, HALS, and DGC (all P  <  .05). 
These factors were entered in the multivariate model. Multivariate 
analysis revealed that DGC was an independent risk factor for anasto-
motic leakage (odds ratio: 4.840, 95% confidence interval: 1.770-13.30, 
P < .001) (Table 3). Uni- and multivariate analyses were also performed 
to identify the factors associated with anastomotic stricture, mediasti-
nal abscess/empyema, and entire anastomotic disorders. However, no 
independent risk factors were identified (data not shown).

3.6 | Body weight change and DGC

Among the 149 eligible patients, the patients who survived more 
than 2  years without recurrence were selected. As a result, the 
postoperative body weight change of 101 patients was analyzed 
(58 in the DGC-negative group and 43 in the DGC-positive group). 
The body weight recovery tended to be better in the DGC-negative 
group than in the DGC-positive group; however, this intergroup dif-
ference was not significant (Figure 5).

4  | DISCUSSION

The present study is the first to demonstrate that DGC is an inde-
pendent risk factor for anastomotic leakage and is closely related to 
other anastomotic disorders.

Anastomotic leakage is one of the most frequent and life-
threatening complications that often results in mediastinitis, medi-
astinal abscess, and empyema, especially in patients who undergo 
PM reconstruction.13 To improve peri- and postoperative QOL, it is 
very important to investigate the cause of anastomotic leakage and 
identify preventative measures. Although previous studies have re-
ported that the causes of anastomotic leakage are tension, compres-
sion, ischemia, hyperemia, and an unskilled anastomotic technique, 
we focused on DGC because we had subjectively noticed that DGC 
was common in cases with anastomotic leakage.

Even in cases without anastomotic leakage, the gastric conduit is 
sometimes dislocated to the right pleural cavity after reconstruction 
via the PM route. Such dislocation may occur because of the weight 
of the gastric conduit itself or a mismatch between the volume of 
the gastric conduit and the mediastinal space after esophagectomy. 
The gastric conduit may be increasingly pulled toward the pleural 
cavity and distended by the negative breathing pressure. As seen in 
the present study, the dislocated gastric conduits became distended. 
However, distension of the gastric conduit was not found in the pa-
tients without DGC. Therefore, gastric distension must be partly a 
result of DGC. In many cases, the extension of gastric conduit was 
transient. It might be optimized according to the recovery of gastric 
motility from postoperative disorder.

The anastomosis was under strong tension, which may have 
caused the anastomotic leakage. The tension pulls the anastomotic 
site into the mediastinum, and pus pools in the mediastinum or pleu-
ral cavity. This phenomenon was more common in patients with 
a high BMI because of the large weight and volume of the gastric 
conduit due to the fatty greater omentum and the small mediastinal 
space due to the thick mediastinal fat tissue. Anastomotic leakage 
also leads to anastomotic stricture.

We often experienced the phenomenon that we could not pull 
the gastric conduit up to the level that we estimated in advance, and 
we could not avoid anastomosing at a more distal site than that we 
had planned. In such cases, we observed a finding suggestive of DGC 
(bending nasogastric tube to the right side) on X-ray images just after 
the operation. However, there were cases where the finding sugges-
tive of DGC was first observed on postoperative day 1 or later. In 
the cases where DGC occurs earliest, DGC must be the first cause 
of anastomotic disorder because the anastomotic site is strongly 
tensioned and more distal and ischemic due to bending. However, 
among the cases of DGC that occur after postoperative day 1, a 
gastric conduit that is too long may be the cause of anastomotic 
disorder and DGC. The anastomotic site of a gastric conduit that is 
too long must be ischemic, and the too long gastric conduit may be 
gradually pulled into the right pleural cavity. Thus, even though DGC 
may not be a cause of anastomotic disorder in every case, there is 
a significant relationship between DGC and anastomotic disorder.

DGE is a well-known postoperative morbidity of esophagec-
tomy. The incidence of clinically relevant DGE is in the range of 
10%-20%.23 In our study, 16.8% of all patients received medica-
tion for DGE. Although it was not significant, patients with DGC 
tended to have DGE. DGE might be influenced by the bend of 

F I G U R E  4   Relationship between dislocation and extension of the 
gastric conduit. The maximum cross-sectional area is significantly 
larger in DGC-positive patients than in DGC-negative patients. DGC, 
dislocation of the gastric conduit; SD, standard deviation
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the gastric conduit or negative pressure of the pleural cavity. 
Moreover, DGE probably affected postoperative body weight. 
According to the examination of body weight change, body weight 
recovery tended to be poorer in the DGC-positive group. DGC 
may indirectly impair body weight recovery via DGE. However, 
the body weight recovery in patients with high BMI was poorer 
than that in patients with low BMI (data not shown). There is a 
possibility that the preoperative BMI was related to the differ-
ence in body weight recovery between the DGC-positive and 
-negative group because the DGC rate was higher in patients with 
high preoperative BMI.

As mentioned above, DGC certainly has some unfavorable ef-
fects on patients who have undergone esophagectomy. Therefore, 
the strategy to prevent DGC is important. We usually pull the gas-
tric conduit down to the abdominal cavity after esophago-gastric 

anastomosis. In fatty cases, we attenuate the greater omentum 
accompanying the gastric conduit. However, very often the gastric 
conduit will not stay in the mediastinal space after esophagectomy. 
Because a strong upward vertical force may lead to straightening 
of the gastric conduit and avoid dislocation, we examined the ef-
fect of tumor location and anastomotic level on DGC. However, 
both were found to be unrelated. Nevertheless, we might not be 
able to avoid DGC using only a strong upward vertical force.

Numerous studies have evaluated the peri- and postoperative 
QOL of patients who have undergone PM vs retrosternal recon-
struction after esophagectomy.8,9,12,18,24,25 However, the optimal re-
construction route remains controversial, and the variation between 
studies may be due to the interstudy differences in the outcomes 
being evaluated. Regarding the frequency of anastomotic leakage, 
many studies have shown the superiority of the PM route.26-28 In 

TA B L E  3   Cox regression analysis to identify the factors associated with anastomotic leakage

Factors

Univariate analysis Multivariate analysis

OR 95% CI P value OR 95% CI P value

Age

<65 years/≥65 years 1.120 0.473-2.640 .798

Sex

Female/male 3.200 0.710-14.40 .130

Tumor location

Middle or lower/upper 1.630 0.483-5.480 .432

Stage

I–II/III–IV 0.396 0.148-1.060 .065

NAC

No/yes 0.285 0.063-1.280 .102

Preoperative BMI

<21.9 kg/m2/≥21.9 kg/m2 4.240 1.590-11.40 .004 2.290 0.774-6.750 .134

TSE

No/yes 3.600 1.350-9.630 .011 2.750 0.942-8.000 .064

HALS

No/yes 2.920 1.140-7.540 .026 0.180 0.637-5.400 .257

Operation time

<461.4 min/≥461.4 min 2.020 0.831-4.920 .121

Blood loss

<350 g/≥350 g 0.923 0.391-2.180 .855

Blood transfusion

No/yes 0.683 0.145-3.210 .630

Circular stapler size

21 mm/25 mm 0.509 0.165-1.570 .240

DGC

No/yes 5.600 2.160-14.50 <.001 4.840 1.770-13.30 <.001

EGC

<650 mm2/≥650 mm2 1.340 0.563-3.170 .511

Abbreviations: BMI, body mass index; CI, confidence interval; DGC, distension of the gastric conduit; EGC, extension of the gastric conduit; HALS, 
hand-assisted laparoscopic surgery; NAC, neoadjuvant chemotherapy; OR, odds ratio; TSE, thoracoscopic esophagectomy.
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the present study, we evaluated the incidences of anastomotic 
leakage and related morbidities, especially mediastinal abscess and 
empyema. PM reconstruction is reportedly inferior to retrosternal 
reconstruction regarding the incidences of mediastinal abscess, em-
pyema, and mediastinal fistula.14,29 However, the retrosternal route 
is a newly formed space that is separate to the pleural cavity, so it is 
less affected by negative pressure in the pleural cavity and by DGC. 
Thus, retrosternal reconstruction may result in less tension at the 
anastomotic site than PM reconstruction. Particularly in patients 
with a high BMI, gastric conduit reconstruction via the retroster-
nal route should be considered to avoid severe anastomosis-related 
morbidities.

The mediastinal pleura is preserved when transhiatal 
esophagectomy is performed, resulting in a low risk of DGC. 
However, classical transhiatal esophagectomy does not allow 
the surgeon to perform adequate mediastinal lymphadenectomy. 
Therefore, to keep the oncological radicality, advanced methods 
such as mediastinoscope-assisted transhiatal esophagectomy are 
required.30

The present study had some limitations. First, these opera-
tions were performed in a single institution. In such a situation, 
there is some possibility of continuing inadequate procedures. 
Second, this was a retrospective study, and the patients may 
have had various comorbidities that affected the incidences of 
postoperative morbidities. The present findings require confir-
mation in a multicenter prospective study that includes patients 

who undergo retrosternal reconstruction. Further studies will 
aid in the identification of the best reconstruction method in 
consideration of not only short-term morbidity but also long-
term QOL.

5  | CONCLUSIONS

DGC after reconstruction via the PM route is a significant cause of 
critical morbidities related to anastomosis. In particular, care is re-
quired when performing PM reconstruction in patients with a high 
BMI.
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negative group tends to be better than 
that of the DGC-positive group, although 
this intergroup difference was not 
significant. DGC, dislocation of the gastric 
conduit; SD, standard deviation

https://jp.edanz.com/ac


82  |     NAKAJIMA et al.

ORCID
Masanobu Nakajima   https://orcid.org/0000-0003-4204-7184 

R E FE R E N C E S
	 1.	 Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. 

Global cancer statistics 2018: GLOBOCAN estimates of incidence 
and mortality worldwide for 36 cancers in 185 countries. CA Cancer 
J Clin. 2018;68(6):394–424.

	 2.	 Watanabe M, Okamura A, Toihata T, et al. Recent progress in 
perioperative management of patients undergoing esophagectomy 
for esophageal cancer. Esophagus. 2018;15(3):160–4.

	 3.	 Takeuchi H, Miyata H, Gotoh M, Kitagawa Y, Baba H, Kimura W, 
et al. A risk model for esophagectomy using data of 5354 patients 
included in a Japanese nationwide web-based database. Ann Surg. 
2014;260(2):259–66.

	 4.	 Ozawa S, Koyanagi K, Ninomiya Y, Yatabe K, Higuchi T. Postoperative 
complications of minimally invasive esophagectomy for esophageal 
cancer. Ann Gastroenterol Surg. 2020;4(2):126–34.

	 5.	 Kitagawa Y, Matsuda S. Prevention of postoperative pulmonary 
complication is desired to reduce mortality and improve long-
term survival after esophagectomy for esophageal cancer. Ann 
Gastroenterol Surg. 2020;4(5):478–9.

	 6.	 Gooszen JAH, Goense L, Gisbertz SS, Ruurda JP, van Hillegersberg 
R, van Berge Henegouwen MI. Intrathoracic versus cervical anasto-
mosis and predictors of anastomotic leakage after oesophagectomy 
for cancer. Br J Surg. 2018;105(5):552–60.

	 7.	 Morita M, Ikeda K, Sugiyama M, Saeki H, Egashira A, Yoshinaga K, 
et al. Repair using the pectoralis major muscle flap for anastomotic 
leakage after esophageal reconstruction via the subcutaneous 
route. Surgery. 2010;147(2):212–8.

	 8.	 Yamasaki M, Miyata H, Yasuda T, Shiraishi O, Takahashi T, Motoori 
M, et al. Impact of the route of reconstruction on post-operative 
morbidity and malnutrition after esophagectomy: a multicenter co-
hort study. World J Surg. 2015;39(2):433–40.

	 9.	 Nakajima M, Kato H, Miyazaki T, Fukuchi M, Manda R, Masuda 
N, et al. Comprehensive investigations of quality of life after 
esophagectomy with special reference to the route of reconstruc-
tion. Hepatogastroenterology. 2007;54(73):104–10.

	10.	 Chung JH, Lee SH, Yi E, Jung JS, Han JW, Kim TS, et al. A non-
randomized retrospective observational study on the subcutane-
ous esophageal reconstruction after esophagectomy: is it feasible 
in high-risk patients? J Thorac Dis. 2017;9(3):675–84.

	11.	 Hirahara N, Yamamoto T, Tanaka T. A method of gastric conduit 
elevation via the posterior mediastinal pathway in thoracoscopic 
subtotal esophagectomy. World J Surg Oncol. 2012;10:20.

	12.	 Park SY, Jung I, Heo SJ, Byun GE, Lee EY, Kim DJ. Comparison 
of QoL Between Substernal and Posterior Mediastinal Routes in 
Esophagogastrostomy. J Gastrointest Surg. 2021;25(3):635–40.

	13.	 Shuto K, Kono T, Akutsu Y, Uesato M, Mori M, Matsuo K, et al. 
Naso-esophageal extraluminal drainage for postoperative anasto-
motic leak after thoracic esophagectomy for patients with esopha-
geal cancer. Dis Esophagus. 2017;30(3):1–9.

	14.	 Yasuda T, Sugimura K, Yamasaki M, Miyata H, Motoori M, Yano M, 
et al. Ten cases of gastro-tracheobronchial fistula: a serious com-
plication after esophagectomy and reconstruction using posterior 
mediastinal gastric tube. Dis Esophagus. 2012;25(8):687–93.

	15.	 Morita M, Saeki H, Okamoto T, Oki E, Yoshida S, Maehara 
Y. Tracheobronchial fistula during the perioperative pe-
riod of esophagectomy for esophageal cancer. World J Surg. 
2015;39(5):1119–26.

	16.	 Tsukamoto T, Inoue K, Osugi H, Yamamoto T, Kakinoki E, Kinoshita 
H, et al. Refractory empyema caused by an intraoperative rib frac-
ture sustained during esophagectomy: report of a case. Surg Today. 
2003;33(4):290–3.

	17.	 Briel JW, Tamhankar AP, Hagen JA, DeMeester SR, Johansson J, 
Choustoulakis E, et al. Prevalence and risk factors for ischemia, 
leak, and stricture of esophageal anastomosis: gastric pull-up ver-
sus colon interposition. J Am Coll Surg. 2004;198(4):536–41; dis-
cussion 541–2.

	18.	 Urschel JD. Esophagogastrostomy anastomotic leaks complicating 
esophagectomy: a review. Am J Surg. 1995;169(6):634–40.

	19.	 Liebermann-Meffert DM, Meier R, Siewert JR. Vascular anatomy 
of the gastric tube used for esophageal reconstruction. Ann Thorac 
Surg. 1992;54(6):1110–5.

	20.	 Allaix ME, Long JM, Patti MG. Hybrid Ivor Lewis Esophagectomy 
for Esophageal Cancer. J Laparoendosc Adv Surg Tech A. 
2016;26(10):763–7.

	21.	 Cui Y, Chen H. The effect of tension on esophagogastric anas-
tomotic wound healing in rats. J Cardiovasc Surg (Torino). 
2003;44(6):775–8.

	22.	 Mitchell JD. Anastomotic leak after esophagectomy. Thorac Surg 
Clin. 2006;16(1):1–9.

	23.	 Konradsson M, Nilsson M. Delayed emptying of the gastric conduit 
after esophagectomy. T Thorac Dis. 2019;11(suppl5):S835–44.

	24.	 Moremen JR, Ceppa DP, Rieger KM, Birdas TJ. Substernal recon-
struction following esophagectomy: operation of last resort? J 
Thorac Dis. 2017;9(12):5040–5.

	25.	 Katsoulis IE, Robotis I, Kouraklis G, Yannopoulos P. Duodenogastric 
reflux after esophagectomy and gastric pull-up: the effect of the 
route of reconstruction. World J Surg. 2005;29(2):174–81.

	26.	 Kunisaki C, Makino H, Akiyama H, Kojima Y, Takagawa R, 
Kosaka T, et al. Appropriate routes of reconstruction follow-
ing transthoracic esophagectomy. Hepatogastroenterology. 
2007;54(79):1997–2002.

	27.	 Chan ML, Hsieh CC, Wang CW, Huang MH, Hsu WH, Hsu HS. 
Reconstruction after esophagectomy for esophageal cancer: 
retrosternal or posterior mediastinal route? J Chin Med Assoc. 
2011;74(11):505–10.

	28.	 Akiyama Y, Iwaya T, Endo F, Shioi Y, Chiba T, Takahara T, et al. 
Stability of cervical esophagogastrostomy via hand-sewn anasto-
mosis after esophagectomy for esophageal cancer. Dis Esophagus. 
2017;30(5):1–7.

	29.	 Schweigert M, Dubecz A, Beron M, Muschweck H, Stein HJ. 
Management of anastomotic leakage-induced tracheobronchial fis-
tula following oesophagectomy: the role of endoscopic stent inser-
tion. Eur J Cardiothorac Surg. 2012;41(5):e74–80.

	30.	 Fujiwara H, Shiozaki A, Konishi H, Kosuga T, Komatsu S, Ichikawa 
D, et al. Perioperative outcomes of single-port mediastinoscope-
assisted transhiatal esophagectomy for thoracic esophageal cancer. 
Dis Esophagus. 2017;30(10):1–8.

How to cite this article: Nakajima M, Muroi H, Kikuchi M, 
Fujita J, Ihara K, Nakagawa M, et al. Dislocation of the gastric 
conduit reconstructed via the posterior mediastinal route is a 
significant risk factor for anastomotic disorder after 
McKeown esophagectomy. Ann Gastroenterol Surg. 
2022;6:75–82. https://doi.org/10.1002/ags3.12496

https://orcid.org/0000-0003-4204-7184
https://orcid.org/0000-0003-4204-7184
https://doi.org/10.1002/ags3.12496

