QUALITY IN ENDOSCOPY

UPPER GI ENDOSCOPY
& NEOPLASIA

Berlin, Germany April 15-16, 2016

How to remove early esophageabhdenocarcinom&

Howto remove BEcancer isthere room for surgery

Presentecby Ines Gockel

Institution Department ofVisceral, Transplant, Thoracicand
VasculaiSurgery

University Hospital of Leipzig, Germany @ EE gy

ESGE esdo ue



Roomfor surgicalresectionof early. I NIN&udca a




Earlyesophageabhdenocarcinoma

A ER sstandard therapyfor HGIN andnucosal
adenocarcinomas

A highlysafeand efficient

A similarratesof curewith lower morbidity and mortality as
comparedto esophagectomy

A ideallyR0Oen blocresectionof lesionfor exacthistopathologic
staging



Tlac ER vsTTesophagectomy
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Oncologicresectionfor T1carcinoma

LNM+ (sm)ADC: 20.7%; SCC 36.4

Adenocarcinoma Squamous Cell Cancer | Squamous Cell Cancer
Distal Esophagus Distal Esophagus Proximal Esophagues

Survivaal Probability

] 12 24 36 48 G
Months

Stein HJ et al., Ann Surg 2005



Esophageatesectionin early esophageabhdenocarcinoma

A Lymph(L1) or Vesse(V1)infiltration

A low grade ofdifferentiation (G3)

A submucosainfiltration >500> Y

A residualtumor at basalresectionmargin(R1basa) after ESD
AdayYwm oaigkd 3 K

Manner H et al., Am J Gastroenterol 2008
Manner H et al., Clin Gastroenterol Hepatol 2013
Alvarez Herrero L et al., Endoscopy 2010
Fitzgerald RC et al., Gut 2014

Porschen R et al., Z Gastroenterol 2014



Riskof lymph node metastasis(LNM) inearly. I NIN&cér ¥ 4

Depth of tumor number of patients LNM (%)
Infiltration

T1la(m) n=70 0%
-m1 n=25 0%
-m2 n=10 0%
-m3 n=35 0%
T1b (sm) n=101 88%
-sm1l n=30 13%
-Sm2 n=26 19%
-Ssm3 n=45 56%

Holscher AH et al., Ann Surg 2011



Tism. | NN&udcér WNv and L+

A pooledanalysig; reviewof the literature
A n=7.645surgicallyresectedpatientswith T1sm BC

6% 23% 58%
L+ 9% 27% 716%

Gockel | et al., Exp Rev Gastroenterol Hepatol 2011



Riskof lymph node metastasis(LNM) inundifferentiated BC

n=472 pat.
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0.8% e 41.4%

Zemler B et al., Virchows Arch 2010



Lymphnode spreadin .
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Mariette C et al., Lancet Oncol 2011
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Intraabdominal D2-lymphadenectomy

1stcompartment(green = D1 34 compartment(black = D3

2nd compartment(red) = D2



Intrathoracic/ mediastinallymphadenectomy




En blocesophagectomy




Typesof surgeryfor early. | NN&icér W &

A Transthoraci¢TT)esophagectomy radical(2 field) lymphnode
(STANDARD OF CARE) dissection

A Transhiata(TH)esophagectomy
A a SNB Y Plogt@ukd d
A Vagalsparingesophagectomy .

- limited lymphnodedissection

g
OPEN, MI@r ROBOTIC



Definitions

thoracolaparoscopic laparoscopior hand

(TLSE) assisted
transthoracig(TT) open
MICtranshiatal(TH) laparoscopic
opentranshiatal(TH) open
Laparoscopy+thoracc laparoscopic
tomy

laparoscopy+VATS laparoscopic
laparoscopic laparoscopic
inversion

esophagectomyLIE)

thoracoscopie open
assisted TSE) (Ivor
Lewis/ McKeown)

thoracoscopic

open

open

thoracoscopic

thoracoscopic

open
MIC
open

hybrid

MIC
MIC

hybrid



MIE ¢ minimally-invasiveesophagectomyfor early. | NNd&cér W a

2-field lymph node dissection




Laparoscopic thoracoscopiesophagectomy

2-field lymph node dissection




RoboticesophagectomyTT and Tksophagectomy

2-field lymph node dissection




