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Esophageal Cancer

• 14,500 new cases – 2006
• 10% - 5 year survival
• Lymph nodes involved – 22 months
• AdenoCA rising in incidence

Esophageal Cancer

• Background
• Staging / Workup
• Treatment Options

ESOPHAGUS

• Variable lymph node 
drainage

• Anatomy congested 
(aorta, heart, 
trachea) 

• Advanced 
presentation of 
cancer

Epidemiology of esophageal 
cancer

• Squamous Cell Cancer = most common 
worldwide
– High incidence in China, temperate South 

America, Iran
• Adenocarcinoma greatest increase of any 

cancer past 20 years in North America
– >60% esophageal ca in U.S.
– Lower 1/3 of esophagus
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Franz Torek (1861-1938)

Esophagectomy: History
Torek F. The first successful case of 

resection of the thoracic portion of 
the esophagus for carcinoma. 

• Long posterolateral incision 
(ribs 4-7)

• 2hrs 27minutes
• External Hose 
• Hot Coffee, Whiskey , Strychnine

Surg Gynecol Obstet 1913;16:614-7

Endoscopy: Esophageal CA

Esophageal Cancer Staging Esophageal Cancer Staging
• TNM classification
• Stage T N M
• 0 Tis 0 0
• 1 T1 0 0
• 2A T2 0 0
• T3 0 0
• 2B T1 1 0
• T2 1 0
• 3 T3 1 0
• T4 any 0
• 4 any any 1
•
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# Lymph Nodes Prognostic

Workup: Esophageal Cancer

• Upper GI
• Computed Tomography
• Positron Emission Tomography (PET)
• Endoscopy
• Endoscopic ultrasound (EUS)

UGI : Esophageal Cancer

PET Detection of Distant Mets

The preoperative CT 
scan revealed no 
metastases in the liver 
(Panel A), whereas the 
PET scan showed three 
hot spots in the liver 
(Panel B). Liver 
metastases were 
confirmed during follow-
up.

Endoesophageal Ultrasound 
(EUS)
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CT PET PETCT PET and EUS

• PET – unsuitable for detecting 
locoregional LNs

• PET – improves detection of Stage IV 
• EUS – gold standard for T staging 
• EUS – best for local LN assessment
• PET/CT – restaging after neoadjuvant

Esophageal cancer-treatment
• Chemo-Radiation 
• Chemo +/- RT Surgery

– Multiple trials with conflicting results
– Ideally, performed in setting of clinical trial

• Surgical resection
– Mainstay of therapy for esophageal cancer
– Excellent palliation
– Best 5 year survival of any modality
– Which operation?

•

Definitive ChemoRT trials

Esophageal Cancer Surgery
• Multiple approaches = no clear 

best 
• Transthoracic
• Transhiatal – no thoracotomy
• Laparoscopy/Thoracoscopy
Gastric Conduit
Neck vs Intrathoracic anastomosis
** extent of lymph node removal

Esophagectomy Complications

• ~3-5% mortality
• 30-40% morbidity
• Pulmonary
• Anastomotic – leak , strictures
• Gastric necrosis
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Chest:1959

Construction of Gastric conduit

Esophagectomy Principles

• Jejunostomy tube
• Pyloric drainage 
• Lymph node dissection
• Stomach preferred conduit

Transhiatal Esophagectomy

• Orringer –largest series
• Less morbidity with no thoracotomy

– unproven
• Relatively contraindicated for mid-

esophageal lesions
• No systematic intrathoracic node 

dissection

Transhiatal Esophagectomy
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Esophagectomy-transthoracic

• Advantages of transthoracic
– Better visualization; ?”safer operation”
– More complete lymph node dissection

• Drawbacks
– Thoracotomy
– Intrathoracic anastomosis

Esophagectomy- Thoracotomy

Thoracoscopic Esophagectomy Thoracoscopic Esophagectomy

Final Thoughts

• Staging : EUS and PET 
• Consider neoadjuvant chemo-RT 

(clinical trial!) for < 70yrs)
• Over 70yrs – Surgery alone
• Minimally invasive approach can 

speed recovery


