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Case Report

T-Tube Drainage and Intercostals Muscle Flap Reinforcement for
the Management of Intrathoracic Esophago-Gastric Anastomotic
Leakage with Pyothorax : A Case Report

Daisuke Izumi, Masayuki Watanasg, Yohel Nacar, Kazuto Harapa, Yu Imamura, Shiro Iwacawm,
Yuji Mivamoro, Masaaki Iwatsukr, Yoshifumi Basa and Hideo Basa

Department of Gastroenterological Surgery, Graduate School of Medical Sciences, Kumamoto
University

Abstract

We herein report a case of mediastinitis with left pyothorax due to anastomotic leakage after totally
laparoscopic proximal gastrectomy (TLPG) successfully managed by T-tube placement and
intercostal muscle flap reinforcement. A 51-year-old man, who had undergone a TLPG at a referring
hospital, was referred for fever, elevated inflammation markers, and pleural effusion on postoperative
day 3. A computed tomography (CT) scan revealed mediastinitis with left pyothorax caused by
anastomotic leakage. An emergency operation was performed through a left thoracotomy. After an
irrigation of the thoracic cavity and a decortication of the pleura, we found a perforation in the left side
of the anastomosis. We decided to insert a T-tube through the perforation and performed intercostal
muscle flap reinforcement. He got acute respiratory distress syndrome but recovered after treatment
in Intensive Care Unit for 24 days. Oral intake was started on day 45 and he was discharged on day 71.
A T-tube drainage and wrapping with the intercostal muscle flap is a useful choice of treatment for

Intrathoracic anastomotic leakage with severe inflammation.
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Introduction

An esophago-gastric anastomotic leakage in
the mediastinum may cause life-threatening
complications, such as pyothorax and
mediastinitis?. We report herein a case of an
anastomotic leakage with severe mediatinitis and
left pyothorax after totally laparoscopic proximal
gastrectomy (TLPG) successfully managed by a
T-tube placement and intercostal muscle rein-
forcement.

Case presentation

A 5l-year—old man, who had undergone TLPG
for an early cancer of the gastric cardia with

esophageal invasion at a referring hospital three
days before, was referred for high fever, pleural
effusion and elevated inflammatory reaction. At
the time of admission, the patient suffered from
systemic inflammatory reaction syndrome (SIRS).
He showed sinus tachycardia and tachypnea, and
the laboratory data demonstrated an elevated
white blood count (13.8 x 10°/L) and C-reactive
protein (22.2 mg/dL). A computed tomography
(CT) scan showed fluid collection in both the
mediastinum and the left thoracic cavity. An
upper gastrointestinal series revealed an anas-
tomotic leakage at the esophago—gastric anasto-
mosis.

An emergency operation was performed
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Fig. 1 (A) There were abundant dirty effusion in the thoracic cavity and the
pleura was covered with purulent fibrous materials. (B) The arrow
points a 24Fr T-tube inserted through the perforation. (C) The arrow
points a 6th intercostal muscle flap. (D) The anastomosis was wrapped

with a flap.
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Fig. 2 Total six drainage tubes were inserted into the
mediastinum and the bilateral thoracic cavity.
#1 was T-tube inserted through the perfora-
tion. #2 and #3 were drainage tube inserted in
front and back of the anastomosis through left
thoracic cavity. #4 and #5 were also drainage
tube inserted into mediastinum through neck
and abdomen. #6 and #7 were chest tube
inserted into the right and left thoracic cavity.

through a left anterolateral thoracotomy at the
sixth intercostal space. There were abundant
dirty effusion in the thoracic cavity and the pleura
were covered with purulent fibrous materials
(Fig. 1A). Then an irrigation of the thoracic cavity

and a decortication of the purulent pleura were
performed. The anastomosis was located in the
lower mediastinum and a perforation, which was
approximately five millimeters in length, was
found in the left side of the anastomosis. As the
tissue around the perforation seemed to be too
weak to suture primarily, a 24Fr T-tube was
inserted through the perforation (Fig. 1B) and the
anastomosis was wrapped with a 6% intercostal
muscle flap (Fig. 1C, D). Then we opened and
irrigated neck through upper mediastinum be-
cause the patient's neck skin appeared reddish.
16Fr double lumen tube was inserted from neck
to anastomotic site through mediastinum. We also
performed laparotomy and irrigated around
esophageal hiatus. 8mm multi drainage tube was
inserted from right upper abdomen to esophageal
hiatus. Total six drainage tubes were inserted into
the mediastinum and the bilateral thoracic cavity
(Fig. 2).

He got a respiratory distress syndrome after
the surgery and needed an intensive care for
24days. The T-tube was exchanged for a Nelaton
catheter on day 38, and the Nelaton catheter was
removed on day 55. Oral intake was started on
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day 45 and he was discharged on day 71.
Discussion

Perforation of the thoracic esophagus is a
life-threatening condition that may rapidly prog-
ress to fatal mediastinitis, peritonitis, and septic
shock. Thus, an early diagnosis and appropriate
treatment are essential. Late ( > 24hrs) recogni-
tion of an esophageal perforation is a very difficult
clinical challenge, with a mortality as high as
50%2. In this case, the duration from occurrence
of the leakage to treatment was over 72 hours.

The choice of management depends on a
number of factors, including etiology, location of
the perforation, condition of the surrounding
tissue, the patient's general condition, and the
length of time from injury to diagnosis. There are
a wide range of surgical repair options, including
primary suture repair, reinforced primary repair
with pleural, omental, or intercostal flaps, T-tube
drainage, diversion and exclusion procedures, and
esophageal resection with either immediate or
delayed reconstruction?. In this case, because of
the late diagnosis, the tissue around the anastomo-
sis was too weak to close primarily. Therefore, we
decided to use T-tube drainage and intercostals
muscle flap reinforcement. T-tube can decom-
press the pressure of intra gastroenterological
tract and promote fistulization.

Although there is no report on the use of
T-tube to treat the intrathoracic anastomotic
leakage, there were 42 case reports on the
insertion of T-tube to treat the esophageal
perforation? ™. The prognosis of patients treated
with T-tube drainage has been reported to be
favorable, but it depends on the time from the
injury to the treatment. There was no mortality in
patients who treated within 24 hours from the
injury, while it is reported that 4 of 27 patients
who treated after 24 hours died. These results
indicate again that the early diagnosis and
treatment is extremely important. However, the
data also suggest that T-tube drainage is still
useful to treat the cases with late diagnosis. We

performed intercostal muscle flap reinforcement
because the patient's general condition was so
poor that another leakage might make him fatal.
The intercostal muscle flap is less invasive and
can be performed in patients with poor general
condition.

In summary, we report a case of anastomotic
leakage with severe mediastinaitis and left
pyothorax after TLPG successfully managed by
T-tube placement and intercostal muscle flap
reinforcement. Both an early diagnosis and
treatment, and additional treatment correspond-
ing to general condition are essential to save
patients with leakage in mediastinum after TLPG.
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