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Repair of long gap esophageal atresia
represents a challenge. Delayed primary repair
ideally achieved within three to six months of
age. We describe a case of long gap esophageal
atresia managed successfully using native
esophagus at 11 months old.

One year old preterm girl delivered at 36 weeks
of gestation with birth weight of 2.19kg, had
pure esophageal atresia with duodenal atresia
who underwent laparotomy, gastrostomy and
duodenoduodenostomy at day one of life. Gap
assessment done at three months noted more
than four vertebral bodies distance between
proximal to distal pouch. Right thoracotomy
was performed 6 weeks later and decided for
end esophagostomy in view of long gap
esophageal atresia with underdeveloped both
esophageal end. Colonic transposition was
planned 7 months later. Nutrition optimised
preoperatively. Intraoperatively noted good
length of lower esophageal pouch which
amenable for primary esophageal anastomosis.
Good perfusion of esophagus post repair. Post
operatively child nursed in Paediatric Intensive
Care Unit,ventilated on high frequency
oscillatory ventilation (HFOV) for five days and
extubated post op day eight.Upper
gastrointestinal (UGI) contrast done post op
day nine showed no fluoroscopic evidence of
anastomotic leak. Feeding started day 10
postoperatively and fully established oral
feeding on post op day 15.

Preservation of native esophagus is superior
to any esophageal replacement and will
provide better functional outcome. The
elongation of distal esophageal pouch is
possible and made delayed primary
anastomosis amenable for repair. Hence,
long gap esophageal atresia not a must to
resort to esophageal replacement.

CONCLUSION

Surgical management of long gap
esophageal atresia remains controversial¹.
Patients with long-gap EA historically have
been treated with initial cervical
esophagostomy and delayed esophageal
replacement. Attempts at native esophageal
reconstruction have been associated with
anastomotic complications as a result of
tension in bringing the distant ends
together². Nevertheless, most authors
believe that elongation of the native
esophagus provides a better functional
outcome. 
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Figure 1 : 
lower esophageal pouch 

Figure 2 : upper and lower
esophageal pouch 
anastomosis with
transanastomotic tube. 


