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Robot-Assisted Thoracoscopic Esophagectomy and Lymph Node Dissection
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Robotic surgery have been increasingly applied in the past several years to assist in a variety of operations. Some applications,
such as in prostatectomy, have been widely adopted and have largely supplanted the alternative minimally invasive or open tech-
niques. However, the use of surgical robots in esophagectomy has not been as common. Although a limited number of case re-
ports demonstrated the feasibility of robotic esophagectomy, no large series of patients has been reported to date. The data on ro-
botic-assisted esophagectomy suggest that the procedure is safe, feasible, and associated with perioperative outcomes similar to
open and minimally invasive esophagectomy. Benefits of robotic system could be maximized when we do a extensive total me-
diastinal lymphadenectomy. For this procedure to gain widespread acceptance, identifiable benefit relative should be demonstrat-

ed in near future.
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Limitations of Conventional
Thoracoscopic Esophagectomy
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Why Robot?
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Published Data on Robot—Assisted
Thoracoscopic Esophagectomy
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Potential Benefits of Robotic
Interface in Esophagectomy
and Lymph Node Dissection
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Fig. 1. Lymph nodes along left recurrent laryngeal nerve are dis-
sected with a monopolar shear and a thoracic dissector. Three-di-
mensional, high-definition image allows precise dissection with a
decreased rate of nerve injury.



Robotic Esophagectomy and LN Dissection I DJ Kim

N
rhu

AA7HA] RThE®S] AH§-2 AgH&lolw, 7]& MIE®] H|sf| -
Tl S Eoweh Aol 1y SR 9, &
3| A=t ofoll A BRaaS of4l Hievlo| Extsl,
7|9 A 4% 1T, Bioinformatics S53+2] F& 52 11
oo AETL e Fopdlol= S8glth Atet gl gy
I YEAH HATH fxduteleo] 9tk Aol =
2Ho] =go] & Folw, 4= Ade] IR ARES E

=22 2
e Ao 2 SRt

_l

REFERENCES
1) Decker G, Coosemans W, De Leyn P, Decaluwe H, Nafteux P, Van-

raemdonck D, et al. Minimally invasive esophagectomy for cancer.
Eur J Cardiothorac Surg 2009;35:13-21.

2) Ahlering TE, Skarecky D, Lee D, Clayman RV. Successful transfer
of open surgical skills to a laparoscopic environment using a robotic
interface: initial experience with laparoscopic radical prostatecto-
my. J Urol 2003;170:1738-41.

3) van Hillegersberg R, Boone J, Draaisma WA, Broeders J, Giezeman
M, Borel Rinkes M. First experience with robot-assisted thoracosco-
pic esophagolympha- denectomy for esophageal cancer. Surg Endosc
2006;20:1435-9.

4) Kernstine KH, DeArmond DT, Karimi M, Campos H. The first se-
ries of completely robotic esophagectomies with three-field lymph-
adenectomy: initial experience. Surg Endosc 2007;21:2285-92.

5) Kim DJ, Hyung WJ, Lee CY, Lee JG, Haam SJ, Park IK, et al. Thora-
coscopic esophagectomy for esophageal cancer: feasibility and safe-
ty of robotic assistance in the prone position. J Thorac Cardiovasc
Surg 2010;139:53-9.

6) Lerut T, Nafteux P, Moons J, Coosemans W, Decker G, De Leyn P, et
al. Three-field lymphadenectomy for carcinoma of the esophagus
and gastroesophageal junction in 174 RO resections: Impact on stag-
ing, disease-free survival, and outcome: A plea for adaptation of
TNM classification in upper-half esophageal carcinoma. Ann Surg
2004;240:962-74.

7) Schwarz RE, Smith DD. Clinical impact of lymphadenectomy extent
in resectable esophageal cancer. J Gastrointest Surg 2007;11:1384-93.

http://www.korbes.org 91



