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That which is New at this time will one day be
Ancient; as what today is Ancient was once
New . . . it is not Length of Time which can give
a value to Things; it is only their own Excellency.

Belloste: The Hospital Surgeon, 1701

Cancer of the oesophagus was described in
China over 2000 years ago as Ye Ge, which
means dysphagia and belching. “Those dis-
covered to suffer from oesophageal cancer in
the autumn,” it was said, “will not live
through the next summer.” In the second
century Galen described ‘“‘fleshy growths’ as a
cause of obstruction of the oesophagus
associated with cachexia and a fatal outcome.
Only 50 years ago a considered and realistic
assessment of this disease was that it was
beyond hope and help.

This particular malignancy has proved to be
one of the most difficult types of growth to
treat successfully and, as ED Churchill wrote
in 1960,

surgeons have travelled a long road to bring
their craft to its present position. The road can
be measured by milestones of triumph and
progress; also by tombstones of tragedy and
prejudice. The journey cannot be described as a
particularly sentimental one, but rather as a
struggle in which stern realism has usually ob-
scured any elements of romance. Only the
words of those who have lighted the way remain
to show the romance of surgery. They are the
words of earnest men, the strength of whose
convictions exceeded the techniques available
for its expression. These men stand poles apart
from today’s ‘‘bright boys’ who are so facile in
wielding the techniques they have inherited.

The history of the development of resection
techniques for this disease has been “the tale
of men repeatedly losing to a stronger adver-
sary yet persisting in the unequal struggle
until the nature of the problems became
apparent and the war was won.””> Resection
was first carried out for growths in the cervical
oesophagus, then for growths at the lower end
of the oesophagus (by the abdominal route),
and finally for growths in the thoracic oeso-
phagus. The saga may be divided into three
distinct eras:
1877-1912—early procedures, in which no
attempt was made to restore continuity be-
tween the pharynx and the stomach (except
for carcinoma of the cervical oesophagus);
1913-38—1later procedures, in which contin-
uity was restored, usually at a subsequent
operation, by a presternal tube of skin,
stomach, or jejunum or an external rubber
tube;

1938 onwards—the ideal procedure of excision
and immediate restoration of continuity
within the chest or neck to allow normal
swallowing.

Very slow progress was made because of the
inaccessibility of the oesophagus, both in the
neck and in the thorax; the lack of a serous
coat to the oesophagus, which made early
anastomotic techniques hazardous; and the
location of the oesophagus in an area where
postoperative infection was especially dan-
gerous and rapid in its spread.

Cervical oesophagus

In Vienna in 1870 Theodor Billroth (fig 1),
that giant among surgeons who was also a
capable pianist, violinist, composer, and
music critic, as well as a personal friend of
Brahms, started to investigate the possibility
of resection of the cervical oesophagus in
dogs,* at a time when the Viennese School of
Surgery was at its height. He was assisted by
Czerny, who in 1877, as professor of surgery
in Heidelberg, achieved the first successful
resection of an oesophageal carcinoma. An
annular stricture a short distance below the
pharynx was treated by local excision and a
feeding cervical oesophagostomy  was
provided, and the patient survived for 12
months.’

Two years later (1879) Billroth himself
resected a more extensive carcinoma, together
with the larynx and thyroid gland, and a
feeding oesophageal tube was left in place.
After four weeks the operation wound was
“encouraged to close,” with the hope that
epithelialisation would produce a new oeso-
phageal channel. Bougies were passed to
maintain the lumen but, alas, two weeks later
a bougie passed into the mediastinum and the
patient died three days later from mediastin-
itis.® With this technique nine resections by
Billroth and other surgeons had been reported
by 1885, but only four patients survived (from
three to 12 months).’

A considerable advance was made in 1886
by von Mikulicz (Cracow University, Poland),
also a pupil of Billroth and also a musician. As
a young man he had not been supported by
his father, who wished him to study law; so as

*Modified and abridged from the chapter “Historical survey of
surgical treatment” in: Hurt RL, ed. Management of
oesophageal carcinoma. London: Springer, 1989.
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Figure I Theodore
Biliroth, 1829-94.

a medical student he lived on the income from
piano lessons, which he gave before his classes
began. He successfully reconstructed the
cervical oesophagus by the use of skin flaps
and the patient survived for 11 months.” In
1891 von Hacker developed a technique to
replace a segment of the cervical oesophagus
in dogs by a horizontal bridge of skin and then
attempted this, unsuccessfully, in a patient.?
Karl Garré of Switzerland reported three suc-
cessful resections in 1898, the first two by a
Mikulicz type of reconstruction and the third
by a new technique using healthy laryngeal
mucous membrane as a pedicle graft for con-
sructing a new oesophagus.’ By the end of the
nineteenth century Germany was clearly pre-
eminent in the development of oesophageal
resection, though Lotheisen commented,
“Resection is often followed by severe oeso-
phageal stricture . . . . This is particularly so
if there is tension.”"

In the United Kingdom progress was slow.
In 1909 Evans (Westminster Hospital, Lon-
don) resected a carcinoma of the larynx in a 63
year old patient.!! The upper oesophagus,
brought out as a cervical oesophagostomy, was
subsequently joined to a gastrostomy by a
rubber tube, which the patient herself inser-
ted before each meal. She was well 25 years
later.!? Sir Arbuthnot Lane (Guy’s Hospital)
successfully resected a carcinoma of the upper
oesophagus and back of the larynx in 1911,
restoring continuity by the use of a skin flap."’
A similar type of operation was carried out on
a 62 year old man by Wilfred Trotter in two
stages in 1925, with survival of the patient
for 10 years, and Logan Turner (Edinburgh)
resected a localised carcinoma from the back
of the larynx and posterior pharyngeal wall in
1920, leaving the larynx itself intact.”” The

529

patient was subsequently fed through a tube
inserted into a cervical oesophagostomy.

Little further progress was made until 1942,
when Wookey (Toronto) reported four
patients successfully treated by pharnygo-
laryngectomy with restoration of oesophageal
continuity by skin flaps.'® In 1954 Raven
(London) reported 23 consecutive operations
using the same technique, from which eight
patients survived 9-51 months.”” Despite
these advances carcinoma at the upper end of
the oesophagus, like postcricoid carcinoma,
remained an extremely difficult surgical
problem because of the proximity of the
larynx. Growths at this level therefore have
usually been treated by radiotherapy.

Recently, however, there has been renewed
interest in surgical resection. Harrison (Lon-
don, 1986) reported his results in 101 patients
undergoing synchronous combined operation
of pharyngolaryngectomy with radical neck
dissection, and with restoration of continuity
achieved by drawing up the stomach through
the posterior mediastinum into the neck. The
operative mortality was 9% and the five year
survival rate 58%.'®

Thoracic oesophagus
The first successful resection of a carcinoma at
the lower end of the thoracic oesophagus was
carried out by Voelker (Heidelberg) by the
abdominal route in 1908 through a left subcos-
tal incision. The oesophagus was pulled down
into the abdomen, the carcinoma (which must
have been small) resected, and an oeso-
phagogastric anastomosis made. Of the three
patients operated on, only one survived; but at
that time this was a remarkable achievement."”
The resection of most thoracic carcinomas,
however, required entry through the thorax
and there were two main approaches to this
problem: (1) excision of the growth, with a
cervical oesophagostomy and a feeding gastro-
stomy, followed lazer by the use of either an
external rubber tube (Torek operation) or the
construction of a presternal tube of skin,
stomach, jejunum, or colon to restore contin-
uity of the gullet; or (2) resection of the growth

.and an immediate anastomosis of the oeso-

phagus to the mobilised stomach brought up
into the chest. A third approach was by an
operation without a formal thoracotomy.

EXCISION OF THE GROWTH AND LATER
RECONSTRUCTION

The oesophagus could be exposed by an extra-
pleural or a transpleural route.

Extrapleural route The extrapleural route
reduced the risk of pleural infection and Nassi-
loff (St Petersburg) must be given the credit for
first suggesting, in 1888, this safer approach to
the upper thoracic oesophagus ‘“‘from the pos-
terior part of the thorax outside the pleura by
resecting four ribs.”? His study of dissections
in cadavers, repeated by Bryant®' in the United
States in 1895 and by Potarca® in Bucharest in
1898 (fig 2), was originally proposed for the
removal of foreign bodies, and indeed Enderlen
(Heidelberg) successfully removed a swallowed
denture by this route in 1901.2
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Figure 2 Bryant’s (1895) approach to the posterior mediastinum (above) and
Potarca’s (1898) approach to the intrathoracic oesophagus (below).

In 1898 Ludwig Rehn (Germany) reported
two cases of stricture of the oesophagus (one a
carcinoma) in which the stricture was opened, a
tube passed through, and the oesophagus
sutured over the tube.?* Although both patients
died, he was the first surgeon to approach the
oesophagus directly through the chest by an
extrapleural route and he paved the way for
future attempts. Levy (1898) also considered
that the extrapleural approach was prefer-
able—“I must understandably refrain from
suggesting that the deep seated cancer of the
oesophagus in humans be removed in the same
manner as I have torn out the oesophagus in
dogs” (by a transpleural approach).” A logical
extension of this work was to use the extra-
pleural approach to resect carcinoma as it was
thought that it would reduce the hazard of
mediastinal and pleural infection; in fact most
subsequent operations were by the transpleural
route, as indeed was the first successful resec-
tion by Torek in 1913.

British workers prominent in this field were
Lawrence Abel,”® who gave a Hunterian lecture
in London in 1926 on experimental approaches
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to oesophageal resection (mainly by a posterior
mediastinal extrapleural approach); Sir Hen-
eage Ogilvie”; and O’Shaughnessy and
Raven,”® who published a masterly paper on
techniques for the surgical exposure of the
oesophagus in 1934. Lawrence O’Shaughnessy
qualified in medicine when only 21, having won
almost every scholarship open to him.
Tragically he died of chest wounds at the age of
39 years during the British evacuation at
Dunkirk in 1940 before, it is related, his former
chief, Sauerbruch, who was given safe conduct
through the British lines, could reach him.” So
ended the Bilroth-Mikulicz-Sauerbruch (a for-
mer assistant to Mikulicz)-British connection
in oesophageal surgery.

Transpleural route: Torek operation The first
successful resection of a mid oesophageal car-
cinoma was accomplished in 1913 on a 67 year
old woman by Franz Torek (fig 3) of New York
by a left transpleural approach,” a route
previously attempted by both Mikulicz’ and
Fauré® 10 years earlier but without success.
The anaesthetic was simply 100 ml ether
delivered through a woven silk tube used to
intubate the patient and no artificial ventilation
was used. There were extensive pleural
adhesions between the left lung and the parietal
pleura and the lower end of the oesophagus was
invaginated like an appendix stump. The upper
end of the oesophagus with the carcinoma was
brought out through a cervical incision, the
carcinoma resected, and the remainder of the
oesophagus tunnelled under the skin to make
an oesophagostomy on the anterior chest wall at
the second interspace. During the operation
there was considerable concern at the need to
divide the cardiac branches of the vagus nerve.
During previous operations these nerves had

Figure 3 Franz Torek, 1861-1938.
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Figure 4 Photograph of
Franz Torek’s patient,
who had the first resection
of a carcinoma of the
middle third of the
oesophagus in 1913.

been anaesthetised by the local application of
cocaine ‘‘to prevent the dreaded vagal collapse”
due tovagal stimulation during mobilisation of
the oesophagus and adjacent vagus nerves. No
such collapse occurred, however. No pleural
drain was used. At the end of the operation,
which had lasted two hours 43 minutes, the
patient was given a hot coffee enema with
whisky and strychnine. Eight days later the
cervical oesophagostomy and previously made
gastrostomy were joined by a rubber tube (fig
4). She refused to have any plastic reconstruc-
tion of an antethoracic oesophagus and re-
mained well for 13 years, dying from unrelated
disease at the age of 80 years. The tumour was a
squamous cell carcinoma. Torek was never able
to repeat this successful operation, but 25 years
later (1938) Garlock presented a report (with
Torek in the audience) of three consecutive
successful resections with the Torek tech-
nique.*

Also in 1913, Zaaijer (Leiden) performed
two successful staged transpleural resections of
a carcinoma at the lower end of the oesophagus,
using the Sauerbruch negative pressure cham-
ber to aid anaesthesia.”® He brought the upper
end of the oesophagus on to the chest wall in the
axilla (this had previously been mobilised by a
6th to 10th rib thoracoplasty to shorten the
distance between the chest wall and oeso-
phageal bed). Two years later (1915) Meyer
reported that Ach (Munich) had performed a
remarkable one stage Torek type operation in
one hour 25 minutes.** He also noted that at
that time only five patients had had a successful
resection of a thoracic oesophageal carcinoma,
“‘each one by adifferent plan.”* This accurately
described the “‘state of the art” of oesophageal
resection at that time and showed the lack of
uniformity of technique.

In the United Kingdom Tudor Edwards
performed an extended Torek type of opera-
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tion in two hours in 1935 under a spinal
anaesthetic with supplemental oxygen admin-
istered by a face mask.* Further successful
Torek operations were reported from 1936 to
1943 by Muir,* Allison,” Franklin,”® and
Brock® in the United Kingdom and in 1936 by

King® in Melbourne. In 1941 Oschner and

DeBakey* summarised the outcome, reporting
that only 17 of 58 patients undergoing a Torek
resection had survived, an operative mortality
of 71%.

RESECTION AND IMMEDIATE ANASTOMOSIS
Resection and immediate anastomosis proved
to be an even greater challenge and many years
passed before surgery was successful. Research
was directed to methods of oesophageal recon-
struction by either mobilisation of the stomach
or the use of jejunum, colon, or skin.
Mobilisation of stomach Animal research by
Bloch*?in 1881, Biondi,* in 1895, and Levy® in

‘1898 showed that the oesophagus could be

successfully anastomosed to the stomach and
that the stomach could be used to replace the
thoracic oesophagus.

In 1903 Gossett* (Paris) and in 1905 Sauer-
bruch® (Germany) carried out further animal
experiments and cadavre dissections (‘“‘recher-
che cadaverique” as Gossett described this
latter work). Carl Beck (a German emigré who
became Professor of surgery in New York)
must be given credit for first showing in animal
experiments (1905) that the greater curvature
of the stomach could be made into a tube long
enough to reach high in the chest**—a great
advance in operative technique. Its use as a
human presternal conduit was reported by
Jianu (Hungary) in 1914 for benign stricture.*’
In 1913 Willy Meyer, another German
immigrant in New York, used the technique to
bypass an inoperable carcinoma and suggested
that this part of the stomach should be used to
replace the lower oesophagus after resection.®
Elated by this success, he wrote that ‘“this
appears to have advanced by another great step
the surgery of the oesophagus, which is now
making headway by leaps and bounds.”

Use of jejunum, colon, or skin In 1907 Roux
(Lausanne) used a loop of jejunum as the lower
part of a presternal conduit, the upper part
being made from a skin tube.*” The operation
was originally devised for benign stricture but
it was subsequently used for carcinoma by
Yudin (Russia), who reported its use in 200—
300 cases in 1944°° > and by Rienhoff**in 1946 at
Johns Hopkins Hospital, Baltimore. The tech-
nique was associated with a prohibitively high
postoperative -morbidity and mortality rate,
however, until it was further developed by
Allison (Leeds and Oxford).*?

In 1911 Kelling (Dresden), after finding the
mesentery of the jejunum to be too short, used
the transverse colon to replace the oesophagus
for the first time. This staged operation was
almost successful.>® Since 1945 ascending,
transverse, and descending segments of colon,
with preservation of their blood supply, have
been used for oesophageal replacement, Belsey
(Bristol) being the foremost advocate of this
technique in the United Kingdom.”
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Successful transpleural resection The first
successful transpleural resection of the oeso-
phagus with immediate restoration of contin-
uity was carried out by Dobromysslov on a dog
(Moscow) in 1901; 3—4 cm of oesphagus were
resected and a direct end to end anastomosis
was made.’® Resections in cadavers were also

performed but no reports of this work were

published.

Continued attempts to improve and simplify
the operative technique met with little success
until the work of Oshawa (Imperial University,
Kyoto) was reported in 1933, though it
received no publicity in the West. He per-
formed the first successful transthoracic oeso-
phagectomy and primary oesophagogastric
anastomosis for oesophageal carcinoma, and
had regularly used since 1925 “free thora-
cotomy’’ without positive pressure ventilation
for anaesthesia, which in some cases had been
by the use of procaine only. Nineteen resec-
tions were reported, from which eight patients
survived.

The importance of postoperative underwater
seal drainage was not universally accepted at
this time and it was not used in any of Oshawa’s
cases. As late as 1939 there was also consider-
able controversy about whether the diaphragm
should be paralysed by phrenic crush at opera-
tion ‘““during the time of healing of the anas-
tomosis’’*®; even in 1948 Garlock advised that
the phrenic nerve should be crushed ‘‘to put the
left leaf of the diaphragm at rest.””* Naturally,
as is now recognised, this encouraged post-
operative lung complications, a major cause of
postoperative death.

In 1937 Nissen (University of Basle) repor-
ted a successful oesophageal resection with
immediate oesophagogastric anastomosis,
albeit for benign stricture.® In the following
year Marshall® (Boston) and Adams and
Phemister® (Chicago) separately reported suc-
cessful transpleural resections of growths in the
lower third of the oesophagus by a primary
oesophagogastric anastomosis. Adams and
Phemister are generally credited with priority
but in fact this honour should go to Marshall,
who carried out the resection in July 1937, six
months before Adams and Phemister. Until
this time only 30 successful Torek resections
(by 13 different surgeons) had been reported in
the United States, and only Torek’s first patient
had survived for more than five years.®* Torek’s
later patients succumbed soon after operation
from mediastinal or less‘commonly pulmonary
infection, as did those of most other surgeons
using the same technique.

The first successful transpleural resection of a
carcinoma of the lower third of the oesophagus
with immediate restoration of oesophageal con-
tinuity in the United Kingdom was carried out
by Vernon Thompson (London Hospital) in
1941.% This achievement was repeated in 1943
by Oswald Tubbs (St Bartholomew’s Hospi-
tal)® and G H Steel (Guildford),” in 1944 by
Ivor Lewis,* and in 1945 by Dickson Wright®’
(St Mary’s Hospital).

Ivor Lewis (fig 5) (North Middlesex Hospi-
tal) presented his work on the right sided two
phase approach for carcinoma of the middle
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third of the oesophagus in 1946. This
introduces more difficult technical problems
than carcinoma of the lower third—and this
operation has become a standard procedure for
middle third growths.®® Previous resections
had usually been through the left chest. A
preliminary laparotomy to mobilise the
stomach was followed by a right thoracotomy
and this allowed good access to the middle third
of the oesophagus for an immediate oeso-
phagogastric anastomosis. The procedure was
developed from an unsuccessful operation
reported by Ogilvie in 1938 at a time when the
technical details of oesophagogastric anas-
tomosis had not been perfected and the oeso-
phagus had merely been intussuscepted into a
tunnel on the gastric wall over a rubber tube.”

Between 1937 and 1948 there was a dramatic
fall in operative mortality for resection of
carcinoma of the oesophagus. In a review of the
literature up to 1940 Oschner and DeBakey
found reports of 191 resections with an
operative mortality of 59-91%,* depending on
the operative technique used (average 72%); by
1948 Sweet was able to report a mortality of
only 16-5% in a series of 181 resections.®®

OESOPHAGECTOMY WITHOUT A FORMAL
THORACOTOMY

Wolfgang Denk (Vienna) in 1913 described a
“pull through” operation performed in
cadavers in which he removed the oesophagus
without any opening of the chest.®® A cervical
oesophagostomy and a gastrostomy would be
joined later by an antethoracic skin tube.
Before 1941, however, the procedure was
associated with a prohibitively high operative
mortality and only three patients of the 32
reported survived surgery.*’ Denk himself did
not have any success but the procedure, which
avoided the considerable risk at that time of

Figure 5 Ivor Lewis, 1895-1982.
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Figure 6 George Grey
Turner, 1877-1951.

opening the chest, was later developed with
considerable success by Grey Turner (fig 6) (in
Newecastle upon Tyne and later at Hammer-
smith Hospital). In fact, Grey Turner carried
out the first successful Denk type operation. His
comment in 1931 that “‘surgery for carcinoma
of the oesophagus has usually been considered
the most unsatisfactory subject in the whole
realm of surgery” epitomised surgical opinion
at that time.

The problems encountered in the early days
are well described in respect of his first opera-
tion in 1927. While the oesophagus was being
mobilised from below ‘it was necessary to
introduce the whole hand into the posterior
mediastinum and to practise the manoeuvres
of the obstetrician separating a retained
placenta.” The withdrawal of the oesophagus

was followed by a gush of blood but this soon

stopped. As a precaution a large pack of gauze
was temporarily thrust into the posterior medias-
tinum. The removal of the gauze pack disclosed

an enormous yawning cavern, in and out of which

air rushed with a terrifying and disconcerting

noise. Fortunately all bleeding appeared to have

ceased. It was not possible to draw together what
had been the oesophageal aperture but it was
effectively closed by applying the left lobe of the

liver over it like the lid of a box, fixing it there by a

stout suture.”

The operation was completed in two hours, and
was carried out without the benefits of modern
thoracic anaesthesia, positive pressure ventila-
tion (hence the air “rushing in and out”),
readily available blood transfusion, or a proper
understanding of the use of underwater seal
drainage tubes after thoracotomy; this patient
died from infection one week later. Grey Tur-
ner’s first successful operation was on a 58 year
old north of England miner, who had a mid
oesophageal carcinoma in 1933. Oesophageal
continuity was restored two months later by a
presternal channel formed by a skin tube above
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and a jejunal loop below.” His last successful
operation, on a patient who survived for 14
years, was in 1945.'> His overall operability rate
was 44% and operative mortality rate 40%; he
had three long term successes from the 25 cases
reported by Ogilvie in his Grey Turner lecture
in 1959."? Grey Turner’s “pull through” tech-
nique was not attempted by many surgeons in
either the United Kingdom or the United
States; at that time a transpleural approach
with the creation of a presternal oesophagus
was the preferred technique.”

Two milestones—1913 and 1938

The years 1913 and 1938 stand out as two
milestones in the history of surgery for carcin-
oma of the oesophagus. 1913 was the year of the
pioneering operations of Denk (‘“‘pull through”
operation in cadavers),”” Meyer (the greater
curvature of the stomach as a presternal con-
duit),” Torek (first resection of a carcinoma in
the middle third),” and Zaaijer (two successful
staged transpleural resections of carcinomas in
the lower third).”* 1938 was the year of the
successful achievement in the Western world of
primary transpleural oesophageal resection®
and of Garlock’s three consecutive successful
Torek operations.” Indeed, in 1938 oeso-
phageal surgery emerged from the wilderness
and became an established and satisfactory
procedure. This was after “decades spent in
trying to circumvent rather than face the
dangers.”®

The modern era

The modern era started immediately after the
second world war, in 1945, by which time
anaesthetic and anastomotic techniques, con-
trol of infection, and postoperative man-
agement had all improved to such an extent that
primary resection and anastomosis could be
carried out with an acceptable morbidity and
mortality rate. By 1954 Garlock™ was able to
report 75 resections with an operative mortality
of 33% and Sweet’”® 287 resections with an
operative mortality of 18%.

In Japan, where the incidence of carcinoma
of the oesophagus is very high, Nakayama
(Oshawa’s successor at Chiba University Hos-
pital) gained enormous experience and in 1959
reported 953 resections, with an overall
operative mortality rate of only 5:8%.7* The
oesophagogastric anastomosis had usually been
carried out anterior to the sternum and this
accounted for the very low mortality; when an
intrathoracic anastomosis was carried out the
mortality was 15%.

During the last 20 years the Denk-Grey
Turner “pull through” operation has been
reintroduced by Orringer” in the United States
and by Kirk™ in the United Kingdom, often
combined with a partial or complete median
sternotomy. It is, however, considered by
many to be essentially a palliative procedure for
the relief of dysphagia.” Orringer, on the other
hand, claimed a mean five year survival rate of
22% in 130 patients, a figure similar to that
achieved with more radical transthoracic resec-
tions.
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Surgical results of resection for lower and middle third oesophageal carcinoma
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also because of their extensive experience of

this disease.”®

Two year Five year
No of Mortality survival survival
Reference cases (%) (%) (%) 1 Belloste. In: The hospital surgeon. London: Sprint, 1706.
Quoted by Hochberg.

Couraud et al (1988) 390 7-6 34 21 2 Churchill ED. In: Foreword to Hochberg LA. Thoracic
Dark et al (1981) 449 7-6 - 18 surgery before the 20th century. New York: Vantage Press,
Griffith and Davis (1980) 211 11-4 — 15 1960.

Jackson et al (1979) 216 18-0 25 14 3 Elmslie RG. Perspectives in the development of oesophageal
Lea (1989) 205 5 — 15 surgery. In: Jamieson GG, ed. Surgery of the oesophagus.
McKeown (1979) 392 122 — —_ London: Churchill-Livingstone, 1988:3-8.

Orringer (1988) 130 6 34 22 4 Billroth CAT. Uber die resektion des oesophagus. Arch Klin

Developments during the last 25 years
include the McKeown three phase oesophagec-
tomy operation with anastomosis in the neck”
and the advocacy by Skinner of radical oeso-
phagectomy with en bloc resection.”™

Resection for lower and middle third
oesophageal carcinoma today

The management of oesophageal carcinoma is
still very controversial and attitudes to the
disease range from the pessimistic view thatitis
rarely cured to the more optimistic and realistic
view that there is now some hope for some
patients. Surgery provides a higher cure rate
for intrathoracic growths than does radio-
therapy’ but there is no unanimity of opinion
about the preferred technique for resection.

The place of transhiatal oesophagectomy
with no opening of the chest, an operation
described by Belsey in 1978 as an expedition
into the Dark Ages,” is at present sub judice,
and will remain so until the Orringer-Skinner
controversy about oesophagectomy without
formal thoracotomy versus radical en bloc
resection of the oesophagus has been settled.
The arguments for and against these operations
are well documented in a leading article by
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The five year survival rate after resection for
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as poor as was reported in a widely quoted
article by Earlam and Cunha-Melo* in 1980.
In this collective review a mean operative
mortality of 29% and a mean five year survival
rate of 4% were quoted. These figures are
grossly misleading, for they include series (15
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out up to 40 years ago. Furthermore, at least 21
authors had reported from their experience of
fewer than 30 resections. It has now been
shown that mortality rate is directly related to
the number of operations carried out in a
particular unit and that the operative mortality
is unacceptably high in surgical units in which
only a few resections are performed and in
which experience of postoperative thoracic care
is minimal.®

An operative mortality rate of 5-11% and a
five year survival rate of 14-22% is the standard
to be expected in 1991 in the Western world
(table).”” 3*%° The remarkably low mortality of
1-4% achieved by Akiyama has not been
attained outside Japan, perhaps because
“patients in the Orient are usually thin and
present less technical difficulty than do patients
with oesophageal cancer in the Occident” and
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