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Lymph nodes that may be involved in metastases Rate of positive lymph nodes per number of cases resected
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Frequency of lymph node metastases according to the depth of tumor invasion 



I. Lymphadenectomy

Akiyama et al. Ann Surg 1994

Frequency of positive lymph nodes according to the location of the primary tumor 

✓ Involvement of distal 
regional nodes, regardless 
of location of tumor, was 
unpredictable. 

✓ The clearance of nodes in 
all three fields is logical 
wherever the primary 
cancer is located in the 
mediastinum. 



I. Lymphadenectomy

Akiyama et al. Ann Surg 1994

✓ The importance of nodal dissection 
of cervical and superior mediastinal 
regions, specifically with regard to 
the recurrent nerve lymphatic chains 
for the upper thoracic esophageal 
cancers and cancers of lower levels 
of thoracic esophagus  
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Akiyama et al. Ann Surg 1994

✓ The survival of patients after extensive 
3-field dissection was significantly 
better than those after less extensive 2-
field dissection.



I. Lymphadenectomy

Extent of lymphadenectomy

▪ Transhiatal esophagectomy

▪ One-field lymphadenectomy

▪ Two-field lymphadenectomy

• Standard two field lymphadenectomy

• Extended two field lymphadenectomy

• Total two field lymphadenectomy

▪ Three field lymphadenectomy
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2-field

Extent of lymphadenectomy



I. Lymphadenectomy

Impact of RLN lymph node

■ Anatomically, the lymph nodes near the recurrent laryngeal 
nerve are located at the junction of the neck and chest where 
the cervical and mediastinal lymph nodes frequently intersected.

■ RLN lymph nodes are the most frequent site of lymph node 
metastasis. 

■ The rate of LN metastasis near the bilateral recurrent laryngeal 
nerve was 34.2%, in which 15.8% involving the left LNs and 
20.8% involving the right LNs.  

■ Rate of skip metastasis to the LNs near the recurrent laryngeal 
nerve was 4.2%

Ye K et al. Genet Mol Res 2014;13:6411-9



I. Lymphadenectomy
Recurrent laryngeal nerve palsy



I. Lymphadenectomy

Risk NP et al. Ann Surg 2010;251:46-50

■ WECC data (N=4,627)

■ T1 more than 10 

■ T2 more than 20

■ T3 more than 30



I. Lymphadenectomy : Recommendation
Japanese Classification of Esophageal Cancer, 11th ed
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5yr survival 
55%
43%

✓ Preoperative chemotherapy with 
cisplatin plus 5-fluorouracil 
followed by surgery improved 
overall survival without 
additional serious adverse 
events.



II. Multimodality treatment

1. Downstaging was 
achieved in some patient 
by preoperative 
chemotherapy.

2. Complete resection(R0) 
was slightly more 
frequent in preoperative 
chemotherapy group.
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CROSS Trial NEJM 2012



II. Multimodality treatment

✓ Preoperative chemoradiotherapy improved survival among patients 
with potentially curable esophageal or esophagogastric-junction 
cancer.
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III. Minimally Invasive Esophagectomy

Surgical Video Clip: VATS Ivor Lewis operation



III. Minimally Invasive Esophagectomy

TIME Trial Lancet 2012 TIME Trial Ann Surg 2017
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TIME Trial Lancet 2012



III. Minimally Invasive Surgery

TIME Trial Ann Surg 2017

F/U Duration(median) : 22month [IQR 10-59]
3yr OS MIE vs OE = 42.9% VS 41.2% (p=0.633)

F/U Duration(median) : 22month [IQR 10-59]
3yr OS MIE vs OE = 42.9% VS 37.3% (p=0.602)

✓ The study 
presented here 
depicted no 
differences in 
disease-free and 
overall 3-yr 
survival for open 
and MIE.



III. Minimally Invasive Surgery

NEJM 2019;380:152-62



III. Minimally Invasive Surgery

■ Hybrid minimally invasive esophagectomy

: laparoscopic stomach mobilization + open thoracotomy

■ Inclusion period: 2009-2012

■ Participating centers: 13 centers from France

■ Surgical quality assurance was implemented by the 

credentialing of surgeons, standardization of technique, and 

monitoring of performance. 
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III. Minimally Invasive Surgery

✓ Hybrid MIE resulted in a lower incidence of major complications during or after 
esophagectomy for cancer than did open surgery.

✓ Hybrid procedure resulted in overall survival and disease-free survival that were 
similar to those observed with open esophagectomy.

Overall survival Disease-free survival
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Ann Surg 2019;269:621-630
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Thank you for your attention



IV. Other procedure
Pylorus drainage procedure

■Vagotomy

➢ Cut vagus nerve

➢ Eliminate acid secretion stimulus

■ Pylorus drainage procedure

: widens the pylorus to gaurantee stomach 

emptying even w/o vagus nerve stimulation



IV. Other procedure
Pylorus drainage procedure

Pyloroplasty Pyloromyotomy



IV. Other procedure
Pylorus drainage procedure

Pyloric Finger Fracture Botox Injection



IV. Other procedure
Pylorus drainage procedure: systemic review

Ann Surg 2019;269:621-630

No significant difference in pulmonary complications, 
anastomotic leaks, reduced gastric stasis between 
pyloric drainage and nonintervention



IV. Other procedure
Whole stomach vs Gastric tube 



IV. Other procedure
Esophago-gastostomy

Transthoracic EEA Transoral OrVil EEA



IV. Other procedure
Esophago-gastostomy

Triangulating stapling technique Hand-sewn



IV. Other procedure
Esophago-gastostomy

Side To Side anastomosis


