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abdominal sepsis, while the patient with a pancreatic fis-
tula recovered with conservative treatment. 

Postoperative severe complications were observed in 
three (7 %) patients in the non-IOE group while in one 
(2.3 %) patient in the IOE group (p =0.616). The most 
common complication recorded in the patients was su-
perficial surgical site infection. Superficial surgical site 
infection was more common in the group without IOE 
(p =0.011). Regarding the length of hospital stay, there 
was no significant difference between the two groups (p 
=0.964). No postoperative mortality was recorded in any 
group.

Doughnut control was evaluated as normal in both 
groups. IOE detected abnormal findings that would nega-
tively affect the anastomosis in seven patients. Of these, 
two patients had air leaks, four had mucosal bleeding, 
and one had mucosal detachment. Abnormal findings 
were controlled by suture ligation in four and endoscopic 
intervention in three of these seven patients. The mean 
duration of the IOE was eight minutes in patients with 
normal findings and 16 minutes in patients with abnor-
mal findings with additional intervention. No postopera-
tive complications were seen after the additional inter-
vention. The clinical course of these intervened patients 
is shown in Table 3.

Discussion
Among the complications of anastomosis (intralumi-

nal bleeding, leakage, anastomotic stricture), the most 
severe complication affecting mortality, morbidity, and 
consequently the cost of the disease is esophagojejunal 
anastomotic leakage (EAL)4-6. EAL rates are reported 
between 2.1 and 14.7 % in literature4-6. In our study, we 
detected EAL in one patient (2.3 %), which was compat-
ible with the literature.  Most EAL is caused by techni-
cal errors not detected during surgery22,23. With the wide-
spread use of staplers, the rates of anastomotic leaks have 
decreased3,22,24. Once an anastomotic leak is observed, 
the mortality rate increases4. Evaluation of doughnuts 
alone may not be sufficient after an EJ anastomosis. In 
this study, the integrity of the doughnuts was complete in 
both groups, but we detected abnormal findings with IOE 
in seven patients and fixed the problem intraoperatively. 
After the additional intervention, supporting sutures, or 

endoscopic control, no postoperative anastomosis-related 
complications were observed in those patients.

IOE has been carried out for many years to evaluate 
tumor localization and anastomosis in colon surgery11-14. 
IOE is frequently used in bariatric surgery to evaluate 
gastric conduit and anastomosis15,16. There are limited 
studies about the control of anastomosis with IOE in 
gastric cancer surgery17-19. Studies evaluating the anasto-
mosis after gastric cancer surgery in the literature are air 
insufflation with a nasogastric tube, methylene blue leak 
test, or endoscopic assessment9,10,17-19. In three of these 
studies, anastomosis was evaluated in detail by endos-
copy. Evaluation by endoscopy reduces the complication 
rates associated with anastomosis19. Our study did not ob-
serve an anastomotic leak in the IOE group.

After EAL develops, treatment can be carried out by 
different methods. Regardless of the technique used for 
treatment, the length of hospital stay and the number of 
re-operations will increase, and It will be necessary to 
struggle with life-threatening complications23,25,26. There 
was a patient with an anastomotic leak in the non-IOE 
group. The hospitalization period of this patient was 152 
days, and he was operated on six times during this period. 
IOE may help to prevent such complications by detailed 
evaluation of anastomosis and intervention. No compli-
cation related to the endoscopic procedure was seen in 
the previous studies13,15,17-19. Similarly, there was no com-
plication related to endoscopy in the current study.

It is known that prolonged operation time adversely af-
fects post-op complications6. The average endoscopic inter-
vention time was 16 minutes in patients who had an abnor-
mal finding related to the anastomosis. The mean procedure 
time was eight minutes in patients of the IOE group with no 
intervention. There was no significant difference between 
the total operation times in both groups (Table 1). 

We were not performing routine endoscopies before 
July 2019. After this time, we are currently routinely 
performing endoscopy after EJ anastomosis. Our study’s 
limitation is the lack of randomization. Postoperative 
complications are one of the main reasons for the high 
cost of cancer surgery8. IOE may help to decrease anas-
tomosis-related complication rates and thus cost. Another 
limitation is that cost calculation was not made in our 
study. 

Table 3: The clinical courses of intervened patients during intraoperative endoscopy.

Abnormal findings during 
intraoperative endoscopy Number Performed procedures Patient’s results 

Mucosal bleeding 4 3 Endoscopic bleeding control
1 Supporting suture

Discharge as hassle-
free

Air leak 2 Supporting suture Discharge as hassle-
free

Mucosal detachment 1 Supporting suture Discharge as hassle-
free


