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Room for surgical resection of early .ŀǊǊŜǘǘΨǎ cancer?  



Early esophageal adenocarcinoma 

ÅER = standard  therapy for HGIN and mucosal 
adenocarcinomas 

Åhighly safe and efficient 

Åsimilar rates of cure with lower morbidity and mortality as 
compared to esophagectomy 

 

Å ideally R0 en bloc-resection of lesion for exact histopathologic 
staging     



T1a ς ER vs. TT esophagectomy 

Overall survival Disease-free survival 

P=n.s. P=n.s. 

Pech O, Hölscher AH et al., Ann Surg 2011 

ER: lower morbidity & mortality compared to surgery 



Oncologic resection for T1 carcinoma 

Stein HJ et al., Ann Surg 2005  

Months 

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



Esophageal resection in early esophageal adenocarcinoma 

ÅLymph (L1)- or Vessel (V1) infiltration 

Å low grade of differentiation (G3) 

Åsubmucosal infiltration > 500 ˃ Ƴ 

Å residual tumor at basal resection margin (R1 basal) after ESD 

ÅǎƳм αƘƛƎƘ riskά 

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   



Risk of lymph node metastasis (LNM) in early .ŀǊǊŜǘǘΨǎ cancer 

Depth of tumor 
infiltration  

number of patients LNM (%) 

T1a (m)  
 
-m1  
-m2 
-m3 

n=70 
 

n=25 
n=10 
n=35 

0% 
 

0% 
0% 
0% 

T1b (sm) 
 
-sm1 
-sm2 
-sm3 

n=101 
 

n=30 
n=26 
n=45 

88% 
 

13% 
19% 
56% 

Hölscher AH et al., Ann Surg 2011 



T1sm .ŀǊǊŜǘǘΨǎ cancer: LN+ and L+ 

Åpooled analysis ς review of the literature  

Ån=7.645 surgically resected patients with T1sm BC 

Gockel I et al., Exp Rev Gastroenterol Hepatol 2011 

sm1 sm2 sm3 

LN+ 6% 23% 58% 

L+ 9% 27% 76% 



Risk of lymph node metastasis (LNM) in undifferentiated BC 

  

Zemler B et al., Virchows Arch 2010 

n=472 pat.  

0.8% 41.4%       



Mariette C et al., Lancet Oncol 2011 

AEG I AEG II  AEG II AEG III 

Lymph node spread in .ŀǊǊŜǘǘΨǎ cancer  

Siewert types I-III 



1st compartment (green) = D1                           3rd compartment (black) = D3 

2nd compartment (red) = D2 

Intraabdominal D2-lymphadenectomy 



Intrathoracic / mediastinal lymphadenectomy 



En bloc esophagectomy 



Types of surgery for early .ŀǊǊŜǘǘΨǎ cancer  

Å Transthoracic (TT) esophagectomy 

 (STANDARD OF CARE) 

 

 

Å Transhiatal (TH) esophagectomy 

ÅaŜǊŜƴŘƛƴƻΨǎ procedure 

Å Vagal-sparing esophagectomy 

limited lymph node dissection 

radical (2 field) lymph node  
dissection 

OPEN, MIC or ROBOTIC 



Definitions 

technique abdominal thoracic classification 

thoraco-laparoscopic 
(TLSE) 

laparoscopic or hand-
assisted 

thoracoscopic MIC 

transthoracic (TT) open open open 

MIC transhiatal (TH) laparoscopic - MIC 

open transhiatal (TH) open - open 

Laparoscopy+thoraco
tomy 

laparoscopic open hybrid 

laparoscopy+VATS laparoscopic thoracoscopic MIC 

laparoscopic 
inversion-
esophagectomy (LIE) 

laparoscopic - MIC 

thoracoscopic-
assisted (TSE) (Ivor 
Lewis/ McKeown) 

open thoracoscopic hybrid 



MIE ς minimally-invasive esophagectomy for early .ŀǊǊŜǘǘΨǎ cancer 

2-field lymph node dissection  



Laparoscopic ς thoracoscopic esophagectomy 

2-field lymph node dissection  



Robotic esophagectomy: TT and TH esophagectomy 

2-field lymph node dissection  


