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Two cases of carcinoma of the cervical esophagus adjacent to the larynx

treated with surgery
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Abstract We report herein two cases of carcinoma of the
cervical esophagus adjacent to the larynx in which surgery
achieved good results. Surgery for case 1, a 64-year-old
woman, comprised resection of a carcinoma of the cervical
esophagus at stage 0-ITa T1aNOMO, bilateral neck and para-
tracheal dissections (D1 and D2 dissection), reconstruction
using the free jejunal segment, and tracheostomy. At 30
days postoperatively, she was able to eat normal food. For
case 2, a 58-year-old man, the same operative procedures
were conducted for stage 0-IIc TIbNOMO carcinoma. At 33
days postoperatively, the patient was able to eat rice por-
ridge (5 parts water, 1 part rice). We therefore consider that
for carcinomas in the vicinity of the pharyngoesophageal
segment, surgery can achieve both radical cure and preser-
vation of function in some cases.
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Introduction

In recent years, chemoradiotherapy has been actively used
in the treatment of esophageal cancer'™ and it is considered
the standard treatment. This approach enables preservation
of organ morphology, but is hardly a minimally invasive
therapy. Tumors in the head and neck are also often dupli-
cated and some treatment histories do not permit the use
of radiotherapy, and treatments that preserve function for
secondary and subsequent cancers that occur after radio-
therapy are not easy to conduct.
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Otolaryngologists and head-and-neck surgeons are
familiar with the anatomy of the operative field for carci-
noma of the cervical esophagus, and thus should actively
participate in such treatment. We report herein the success-
ful results of surgery in two patients with carcinoma of the
cervical esophagus adjacent to the larynx.

Case reports

Case 1 involved a 64-year-old woman. During follow-up for
esophageal dysplasia, stage 0-Ila T1aNOMO carcinoma of
the cervical esophagus was diagnosed at 16-18 cm from the
incisors. No upper mediastinal or supraclavicular lymph
node metastases were identified by computed tomography
(CT). Biopsy revealed squamous cell carcinoma. Given the
position of the tumor, endoscopic mucosal resection was
considered difficult. The patient was given the option of
surgery that would preserve the larynx, or radiotherapy,
and she selected surgery.

After a U-shaped skin incision was made, bilateral neck
and paratracheal dissections (D1 and D2 dissection)
were conducted, preserving the recurrent laryngeal nerve
bilaterally. Strap muscles were divided inferiorly bilaterally.
After separating the cervical esophagus from the trachea
and surrounding tissue, we entered the esophageal lumen
at a location considered to be safe, based on endoscopic
findings and palpation. We then performed Lugol staining
and secured a safety margin from 15 mm above to 10 mm
below the resected cervical esophagus. The upper extremity
was resected at 10 mm from the inferior edge of the
cricoid cartilage. A frozen section of the superior and
inferior extremities yielded cancer-negative results. To
improve swallowing function, we performed cricopharyn-
geal myotomy, but not laryngeal suspension. Reconstruc-
tion was performed using the free jejunal segment.
Albert-Lambert sutures were used to anastomose first the
esophagus to the jejunum, and then the pharynx to the
jejunum. The left external carotid artery and left internal
jugular vein were anastomosed to each other. Temporary
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Fig. 1A-C. Case 1. A One month
postoperatively. B Five months
postoperatively; clearance s
good and the jejunum can be dis-
tinguished. € Nine months
postoperatively

tracheostomy was performed between the second and third
rings of the trachea. A drain was inserted and surgery com-
pleted. The tumor was diagnosed as pT1bNOMO.

No laryngeal paralysis was identified postoperatively.
The patient started drinking on postoperative day (POD)
14, the tracheostomy was closed on POD 20, and eating
of normal food was started on POD 30 (see photograph in
Fig. 1A).

Case 2 involved a 58-year-old man. Stage 0-1Ic TIbNOMO
carcinoma of the cervical esophagus at 18-20 cm from the
incisors was diagnosed following a medical check-up. Biopsy
led to a diagnosis of squamous cell carcinoma. No upper
mediastinal or supraclavicular lymph node metastases were
identified by CT.The patient was given the option of surgery
preserving the larynx, or radiotherapy, and he selected
surgery.

Surgery comprised resection of the carcinoma of the
cervical esophagus, bilateral neck and paratracheal dissec-
tions (D1 and D2 dissection), reconstruction using the free
jejunal segment, and tracheostomy. The procedures were
virtually the same as those used for case 1, again preserving
the recurrent laryngeal nerve bilaterally. After separating

he.cervical-esophagus-fromsthe-surrounding tissue, we
on considered to

be safe, based on palpation and endoscopic findings. We
then performed Lugol staining and secured a safety margin
of 15 mm above and 10 mm below the resected cervical
esophagus. The superior extremity was resected at 20 mm
from the inferior edge of the cricoid cartilage. A frozen
section of the superior and inferior extremities produced
cancer-negative results. To improve swallowing function,
we performed cricopharyngeal myotomy, but not laryngeal
suspension. Reconstruction was performed using the free
jejunal segment. Albert-Lambert sutures were used to
anastomose first the esophagus to the jejunum, and then
the pharynx to the jejunum. The left external carotid artery
and left internal jugular vein were anastomosed to each
other. Temporary tracheostomy was performed between
the second and third rings of the trachea. A drain was
inserted and surgery completed. The tumor was diagnosed
as pT1bN1MO.

No laryngeal paralysis was evident postoperatively. On
POD 16, he was able to start eating jellied food, followed
by rice porridge (5:1 water-to-rice ratio) on POD 33. On
POD 40, the tracheostoma was closed. Pharyngeal clear-
ance was initially insufficient, but steadily improved and the
patient was able to eat normal food as of 6 months post-
operatively (see photograph in Fig. 2B).
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Fig. 2A-C. Case 2. A Two
months postoperatively; accumu-
lation of saliva can be observed in
the hypopharynx. B Six months
postoperatively. C  Thirteen
months postoperatively; clear-
ance is good and the jejunum can
be distinguished
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Discussion

Accounting for just 4% of all esophageal cancers, carci-
noma of the cervical esophagus is comparatively rare and
is often advanced on diagnosis. Treatment strategies remain
controversial, as the condition of the pharynx is closely con-
nected with patient quality of life.

If treatment with chemoradiotherapy is performed in the
early stages, preservation of the organs is possible. Yamada
et al.’ reported the treatment of stage I (TINOMO) esopha-
geal cancer using chemoradiotherapy. The 5-year cause-
specific survival rates for T1a and T1b cancer patients were
85.2% and 70.0%. Treatment options include radiotherapy
and surgery. However, tumors in the head and neck are
often duplicated and some treatment histories do not permit
the use of radiotherapy. For secondary and subsequent
cancers that occur after radiotherapy, function-preserving
treatment is difficult. For this reason, we conduct surgery if
we feel that function may be preserved.

The presence of disease in both proximal and distal sur-
ctedysthroughythe examination of
lution, allowing

clear visualization of the extent of a cancerous lesion.® We
therefore use this method to determine the extent of resec-
tion that needs to be performed.

Free jejunal transfer with microvascular anastomosis is
a standard reconstructive procedure in this kind of surgery.’
Following surgery, differences were identified between our
cases 1 and 2 with regard to pharyngeal clearance and swal-
lowing function, but we do not know the reason behind this.
However, for case 2, the patient was able to eat rice por-
ridge (5 parts water, 1 part rice) on POD 33 and he could
eat normal food after 6 months, representing a satisfactory
outcome.

We consider the conditions enabling preservation of
pharyngeal function in carcinoma of the cervical esophagus
adjacent to the larynx to be as follows. First, irrespective of
N classification, cases should be T1 or T2. That is, the car-
cinoma should be limited to the muscularis propria. Second,
the recurrent laryngeal nerve should be able to be pre-
served on at least one side. Third, following radical resec-
tion, post-cricoid mucosa that permits suturing needs to be
preserved. The extent of resection is passively determined
by the extent of the tumor. Where possible, we try to obtain
a safety margin of 10 mm or more for the stump. In cases
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where a safety margin of 10 mm is difficult to achieve, resec-
tion is performed up to the site determined to be pathologi-
cally cancer-free on frozen section analysis. Although the
opening of the esophagus is considered to start from the
inferior edge of the cricoid cartilage, the anterior wall of
the esophagus can be detached up to the superior edge
of the cricoid cartilage by dissecting part of the inferior
constrictor muscle and the cricopharyngeus muscle. This
method is useful when problems are encountered with sur-
gical margins on the oral side. If these conditions are satis-
fied, we also make a careful study of the age, overall physical
condition, willingness to undergo treatment, social back-
ground, and other factors of the patient.

We thus believe that in some cases of carcinoma adjacent
to the entrance to the esophagus both radical cure and
preservation of function can be achieved through surgery.

Conflict of interest statement

No author has any conflict of interest.

Acknowledgments The authors are indebted to Professor Yasuo
Watanabe (Department of Pharmacology and Pharmacotherapy,
Nihon Pharmaceutical University) for his critical comments on this
manuscript.

References

6.

. Coia LR (1994) Chemoradiation as primary management of esopha-

geal cancer. Semin Oncol 21:483-492

. Al-Sarraf M, Martz K, Herskovic A, et al. (1997) Progress report of

combined chemoradiotherapy versus radiotherapy alone in patients
with esophageal cancer: an intergroup study. J Clin Oncol 15:
277-284

. Cooper JS, Guo MD, Herskovic A, et al. (1999) Chemoradiother-

apy of locally advanced esophageal cancer. Long-term follow-up of
a prospective randomized trial (RTOG85-01). Radiation Therapy
Oncology Group. JAMA 281:1623-1627

. Yin WB, Zhang L (1983) The results of high-energy election therapy

in carcinoma of esophagus compared with telecobalt therapy. Clin
Radiol 34:113-116

. Yamada K, Murakami M, Okamoto Y, et al. (2006) Treatment

result of chemoradiotherapy for clinical stage I (TINOMO) esopha-
geal carcinoma. Int J Radiat Oncol Biol Phys 64:1106-1111
Dawsey SM, Fleischer DE, Wang GQ, et al. (1998) Mucosal iodine
staining improves endoscopic visualization of squamous dysplasia
and squamous cell carcinoma of the esophagus in Linxian, China.
Cancer 83:220-231

. Daiko H, Hayashi R, Saikawa M, et al.(2007) Surgical management

of carcinoma of the cervical esophagus. J Surg Oncol 96:166-172

www.manaraa.com

Ol LEN Zyl_i.lbl




Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

www.manharaa.com





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


