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1. Aot gixle] & MElA] Taislof & AbE

1) Location of tumor

2) Availability of substitute & route
3) Stage of tumor

4) Curability & prognosis

5) Operative risk

6) Proficiency of surgeon

7) Ability of postoperative care

2. Location

1) Cervical esophagus; from UES(cricoid cartilage)
to thoracic inlet(suprasternal notch)
from 15cm to 18cm from upper incisor
(3-5cm) »
2) Supracarinal(Upper) esophagus; from thoracic
inlet to carinal bifurcation
from 18cm to 24cm from upper incisor
3) Infracarinal esophagus; from carinal bifur-
cation to' EG(including abdominal esopha-
gus)
from 24cm to 40cm from upper incisor
a. midthoracic esophagus; proximal half of
infracarinal esophagus
b. lower thoracic esophagus; distal half of
infracarinal esophagus



3. Substitute

Organ Number of Inherent morbidity | Upper level of Disadvantages
anastomosis Difficulty usefulness
Stomach 1 + cercical eso. & Bulky
pharynx Reflux risk
Greater 1 + cervical eso. & Reflux risk
curvature tube pharynx '
Colon Rt. 3 ++ Lower cervical eso. Thin-walled Bulky
Short pedicle
Colon Lt. 3 +H+t most versatile to Extensive. op.
pharynx Redunduncy
Jejunum 2(Roux loop) ++ Lower third Limited graft
3(interposition) ’ length
Free graft 5 (2 micro) ++++4 Pharynx & Microvascular
* Route
Route Advantages Disadvantages
Subcutaneous Ease of construction Cosmetically far from ideal
Avoids encroachment on heart or lung Longesr course of any route
Facilitates early detection of graft failure
Substernal Ease of construction ﬁ :gcl;lation
Useful when mediastinum is unavailable .
Cardica surgery concemns
“Transpleural Convinient from left thoracic approach Displaces lung
Posterior mediastinum may unavailable if
mediastinal Short and direct inflamed, scared, or involved with
: cancer
Endo-esophageal Lessened risk of bleeding ? Compromise of cancer
Short and direct operation
Promotes a straight lie of the viscus ? Possibility for construction

4. Stage and Curability
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(1) standard lymphadenectomy; thoracic

esophagus, paraesophageal LN,
subcarinal LN, right and left parabronchial
LN
(2) extended lymphadenectomy; standard plus right
apical LN, right recurrent nerve LN,
right paratracheal LN
(3) total lymphadenectomy; extended plus left apical
LN, left recurrent nerve LN,
left paratracheal LN
Supracarinal 4 =%oj A2 A3 HAEL total
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5. &9 Hxjo| we & el e

(1) Infracarinal ( mid, lower) esophageal cancer

; Substitute; stomach, colon(t, or It.), jejunum

; Approach; 1. laparotomy +rt.(it.) thoracotomy
2. laparotomy + neck incision
3. It. thoracotomy
4, 1t.(it.) thoracotomy + laparotomy

+ neck incision
; curative intent: 1, 4
; difficult & risky: 4, 1, 2, 3
; 1: standard operation



; 2: Ix. poor PFT, severe pleural adhesion,

early esophageal cancer, rlsky &
uncurable
Contralx. invasion of surrounding structures
(2) Supracarinal esophageal cancer
; Substitute; stomach, colon( tt. or 1t
; Approach; ‘1. laparotomy + tt. thoracotomy
2. 1t. thoracotomy + laparotomy +
neck incision

3. median sternotomy + laparotomy +

neck incision
; curative intent: 1, 2, 3
; difficult & risky: 3, 2, 1
; less than 2cm of length gained with neck
incision
(3) Cervical esophageal cancer
; Substitute; free jejunum, stomach, colon( rt.
or It.), muscle flap
; Approach; 1. neck incision + laparotomy
2. median sternotomy
+ laparotomy + neck incision
; curative intent: 1, 2
; difficulty & risky: 2, 1
; relatively infrequent candidate of surgery
; esophagopharyngolaryngectomy frequently
needed o ’
; no routine intrathoracic lymphadenectomy
; transhiatal esophagectomy
; cervical exentration
(4) Esophagogastric junction tumor
; Substitute; 'stomach jejunum, colon
; Approach; 1. laparotomy
2. laparotomy + It thoracotomy

3. It thoracoabdominal incision
4. laparotomy + rt thoracotomy
5. 1t thoracotomy
; curative intent: 1, 2, 3, 4
; difficulty & risky: 4, 3,2, 1, §
; astric adenocarcinoma with invasion of distal
esophagus: frequent, gap between GS
; total gastrectomy needed frequently
; Roux-en Y jejunal loop reach carinal level
without difficulty
; Barmett’s esophageal cancer; rare
; proximal resection margin is most important
concem
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