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B CIIA pak MNOuIeBOAd €KEropAHO YHOCUT JKU3HU
10 000—11 000 yenroBek u omepeskaeT 10 TEMITY pocTa 3aboAe-
BaeMOCTH ApPYTHEe 3AO0KaueCTBEHHBIE HOBOOOpPA30BaHMUS.
Pe3yAbTaThl IPUMEHEHUST TOABKO OAHOTO METOAQ A€UEeHUS —
XUPYPTUYECKOTO, XUMHUO- UAY AYIeBOU Tepalny — HEYAOBAET-
BOPUTEABHBI M3-3a BBLICOKOHM 4aCTOTHI pPenupAuBOB U OTAAQACH-
HBIX MeTacTa3oB. BeposTHO, 9TO CBSI3aHO C TeM, YTO y OOAb-
IIMHCTBA OOABHBEIX HA MOMEHT O6paH_[eHI/IH K Bpaqy AUATrHOCTH-
PYIOT IIO3AHME CTaAUM 3a00AeBaHUsA. B IOCAeAHNE TOABL B IINGH
AeUeHUs 3TOTO 3a00AeBaHUSA CTaAW BKAIOUATH HEOAABIOBAHT-
HYIO XHUMHOTEPAIINIO, AYUYEBYIO U XMMHOAYYEBYIO TEPAINIO C
OEeABIO CHUJKEHUS YaCTOTHI PEIIUANBOB, IIOBBIIIEHUA PEe3eKTa-
OeAbHOCTH U Oe3pelMAUBHON BbDKMBAaeMOCTH. [loaHass mAu
YacTUYHAsI PErPecCUsi OIIyXOAH IIOCAE XUMUOAYIEBOU Tepalnu
HabAropaeTcsa TOABKO ¥ 50% OOABHBIX. BeDKMBaeMOCTb OOAB-
HBIX, Y KOTOPBIX AeYeHHre OKAa3aA0Ch HGBq)q)eKTI/IBHBIM, 3HA4YM-
TEeABHO HUJKe, 4eM Yy OOABHBIX C IIOAHOM MOP(OAOIMYECKOU
perpeccuell omyxoau. Kpome Toro, npu HesdP(HEeKTUBHOCTHA
XI/IMI/IOAY‘-IGBOI‘O AeUYeHHns, IIOMUMO OCAOSKHEHUMN XI/IMI/IO/\Y‘-IQ-
BOTO A€UEHUS, TTIOBHIIIIEH PUCK TTOCAEOTIEPAITMOHHBIX OCAOKHE-
HUU U BEHIIIIE TOCAEOITepaIliOHHasI AeTaAbHOCTb.

OTIIPEAEAEHUE MOP®OAOTUYECKOM CTAAUU AO
OITEPAIIVN

Topakockonnyeckass NPaBOCTOPOHHSAS MEAMACTUHAABHASA
AUM@POAUCCEKIUA IIPU PaKe IHUILeBoAd TpeOyeT apeKBATHOIO
AOCTYyIIa K IIapaTpaxearbHOM OOAACTU CIIpaBa M MOOUAM3ALIUNA
HeIapHOM BeHBI. DTO 00ecleYnBaeT AOCTYII K AUM(ATHYeCKUM
y3aam rpynn Ne2 u 4, pacIiOAOSKEHHBIM BhIIIe HEIIAPHOW BEHBL,
peTpoTpaxearbHbIM AuMM@parudeckuM y3aaM (Ne3p), a Takxke
AUM@ATAYECKUM y3AaM Ipynnsl Nel0, pacriono>KeHHBIM HUKe
HelapHoM BeHbl. Kpome Toro, AAS IIOAHOIIEHHOT'O OIIPEAEACHUS
CTaAMM paka IUIIEBOAQ HEOOXOAWMO BBIIIOAHUTHL OUOIICUIO
Ou(ypKaMOHHBIX AMM@AaTU4YeCKUX y3A0B (Ne7), mapas3odare-
AABHBIX AUMaTryeckux y3A0B (Ne8) u AuMpaTnyecKux y3nroB
AerouHoOU cBa3KU (Ne9). ITocae Topakockonuu OOABHOTO YKAA-
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Esophageal cancer is the fastest growing malignancy
in the United States with 10,000 to 11,000 deaths per year.
The results of single modality treatment using surgery,
chemotherapy or radiotherapy alone have been poor
because of a high rate of local recurrence and distant
metastasis. This is probably due to the prevalence of
advanced esophageal cancer at the time of diagnosis. In
recent years, neoadjuvant preoperative chemotherapy,
radiotherapy and combined chemoradiation have been
added to the treatment of this disease in order to enhance
local control, increase resectability and improve disease-
free survival. Only 50% of esophageal cancer patients who
undergo chemoradiation have complete or partial respon-
ses. The survival of patients without a response is much
poorer than that of patients with pathological complete
response. In addition, these non-responders suffer from
the toxicities of chemoradiation and the higher risk of
postoperative morbidity and mortality.

PREOPERATIVE PATHOLOGICAL STAGING
TECHNIQUE

Thoracoscopic lymph node dissection on the right
requires adequate exposure of the right paratracheal area,
which requires mobilization of the azygos vein. This provi-
des access to the Level 2 and 4 nodes superior to the azy-
gos vein, the posterior paraesophageal nodes (level 3p)
and also Level 10 nodes which are inferior to the azygos
vein. Additionally, the subcarinal (Level 7), paraesophage-
al (Level 8) and inferior pulmonary ligament (Level 9)
nodes should be sampled for complete staging. After tho-
racoscopy (Ts) the patient is placed in the supine position
and prepped for a standard laparotomy allowing biopsy of
lesser curvature and parahiatal lymph nodes (Levels 15,
16). The left gastric vessels are noted as the stomach is ret-
racted up to the abdominal wall and traced to their origin.
This exposes the celiac axis and allows biopsy of levels
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ABIBAIOT Ha CIIMHY U TOTOBST K AQIIAPOTOMUU C II€ABI0 OUOIICHU
AUMPATHIECKUX Y3A0B, PACIIOAOSKEHHBIX BAOAL MaAOM KPUBU3-
HEI JKeAYAKA U B 00AACTHU ITUIIIEBOAHOTO OTBEPCTHS Aradparmul
(Ne15 u 16). ITocae oTBeAeHUS JKeAyAKa BBEPX MPOCAEIKUBAIOT
A€eBBIe JKeAYAOUHBIE COCYABL. DTO o6ecreunBaeT AOCTYII K UPeB-
HOMY CTBOAY U IO3BOASIET OUOIICUPOBAThL AUMMATUUYECKUE Y3ABI
rpynn Nel7—20. TTpu Heo6XOAMMOCTH OAHOBPEMEHHO BBITIOA-
HSIOT €I0OHOCTOMUIO AAST 30HAOBOTO IIUTaHMUS UAU YCTaHaBAWBA-
IOT KaTeTep AASI IPOBEACHUS XUMUOTePali.

TPEXKOMIIOHEHTHOE AEYHEHWE

TopaKoCcKoIMuecKoe U AalapOCKONMYecKoe OIIPeAeAeHue
CTaAVU U TPEXKOMIIOHEHTHOe KOMIIAeKCHOe AedeHUe IIPOBeAe-
HBEl 44 OOABHBIM PaKoM MHUIIEeBOAA. AO oIepaluu Ha3HavaAUl
OAHOBPEMEHHYIO XMMHUOAYUYEBYIO Tepanuio. ANCTaHIMOHHYIO
AYUeBYIO TePAInIo IPOBOAUAY C IIOMOIILIO AMHEHHOTO YCKOPHU-
Teas (6—18 M»aB) oo cymmapHoi ouaroBoit A03wl 50,4 I'p (pazo-
Bas oyaroBas Ao3a 1,8 I'p, pesxum obAydueHUs — 5 AHel B Hepe-
A10). TToast 0OAyUeHMST OIIPEACASIAU Ha OCHOBAHUU MOP(OAOTH-
YeCKOU OIIeHKU COCTOSTHUS TIePBUYHOMN OITyXOAU M PeTMOHapHBIX
AnM@aTHIeCKUX y3A0B. [ToAs 06AyUeHNs 3aXBaThIBAAU 11O 2 CM
TKaHel AaTepaAbHO OT MaKpPOCKOIIMYECKOTo oO0beMa OIIYXOAH,
KOTOPBIN OIIPEAEASIAU IO AQHHBIM XUPYPIrUUEeCKOro U 3HAOCKO-
MIMYECKOTro NCCAepAOBaHMY, a Takke KT, 1 110 5 cM TKaHel IIpoK-
CUMaAbHO U AMCTaAbHO. [ToAst 0OAyUeHMsT 3aXBaThIBaAU PETHo-
HapHble AUM@aTHUYeCKue y3ALl (MeAnacTUHAABHBIE U UpeBHBIE)
TOABKO B TOM CAyYae, eCAU OHU IOpPa’kKeHbI IO AQHHBIM OIIpeAe-
AeHUST MOP(OAOTUUECKON CTapAuM. XUMUOTEPAlus COCTOsIAA U3
2 IIUKAOB AeueHHsI KoMOUHaIuel hTopypaluia U IUCIAATHHA.
OTopypanua BBOAUAK B pAo3e 1000 Mr/m2/cyT HENpepBIBHO C
1-ro mo 4-#1 Aum. LluctiaaTuH BBOAMAM B/B B pAo3e 100 mr/M2 B
1-i1 AeHb. LIUKABI TTOBTOPSIAM Kaykable 28 aHell. Uepes 4 Hep
TIOCA€ 3aBepIleHNsT HeOaAbIOBAHTHON XUMHOAYUEBOU Tepaluu 'y
BCceX OOABHBIX TIOBTOPHO OII€HUBAAU PacIpoCTpaHeHUe OITyXo-
Au. Bemoansiau KT rpyAHOM KAeTKHU U OPIOITHOM ITOAOCTH, TTOB-
TOPSIAM 230(haroracTPOAYOA€HOCKOIINIO U 3HAOCKOINYeCKOoe
Y3U. Xupyprudeckoe BMeIIaTeALCTBO IPOBOAUAU Uepe3 6 Hea,
IIOCAe OKOHYAHUSI XMMHUOAYy4YeBOM Tepanuu. Onepanuio BLIIOA-
HIAU B 00BbeMe 330(DarskKToOMUU 110 AWBOPY—AbBIONCY (IIPaBoO-
CTOPOHHSSI TOPAKOTOMUS U AAIAPOTOMUSI) U YAAAEHUS perro-
HapHBIX AUMMATUIECKUX Y3A0B.

PE3YABTATHI

TopakocKkonumyecKkoe onpeAeAeHne CTapAuu

TopaKocKoIMuecKoe U AalapOCKONMYecKoe OIIpeAeAeHue
CcTapuu MpoBeAeHO 237 GOABHBIM pakKOM IHUIIEBOAA. B Halem
IIOCA€AHEM HCCAEAOBAHUU, B KOTOPOM ydacTBoBaAu 111 GoAb-
HBIX, TOPAKOCKOIINS yCIEITHO ITpoBeAeHa 102 60ALHBIM U He YAa-
AAaCh M3-3a IAEBPAABHBIX CpallleHu! ¥ 4 OOABHBIX. /AQIIapOCKOIIH-
yecKoe OIlpeAeAeHre CTaAUU YCIIeITHO IIPOBEACHO 76 GOABHBIM 1
3aBepIINAOCh HeyAauel 13-3a CIIaeqHoro npoliecca B OpIOITHOM
TIOAOCTH y 1 BOABHOTO. M TOPaKOCKOMYECKUH, 1 AallapOCKOIIN-
YeCKUM 3Tallbl BBITOAHEHH! ¥ 67 OOABHBIX, TOABKO TOPAKOCKOIIH-
YeCKUM HUAM AAapOCKOMWYeCKUM 3Tanbl — y 35 U 9 GOABHBIX
COOTBETCTBEHHO. B pe3yAbTaTe TOPAaKOCKOIUHU M AQIIaPOCKOIINN
vy 13 13 19 GOABHBIX C OIIYXOASIMU, KOTOPBIEe KAMHUYECKU OIleHU-
BAAUCH Kak T4, AMarHOCTUPOBaHBI OITyXOAU T3. Y 8 GOABHBIX KAU-
HHMUYecKas oleHKa T3 Oblra, HAIPOTUB, MOBLIIIeHa A0 T4. Hu y
OAHOTO 13 OOABHBIX C OITyXOASIMHU, KOTOPble KAMHIUUEeCKH OlleHU-
BaAMCh Kak T1—2, He OBIAO BBIIBAGHO MeCTHOU UHBa3uu (T4).
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17—20. If needed, a feeding jejunostomy and / or medi-
port can be placed at this time as well.

TRIMODALITY THERAPY

Fourty-four patients with esophageal cancer underwent
pretreatment Ts and laparoscopy (Ls) staging and had trimo-
dality treatment. Preoperative therapy consisted of concur-
rent chemotherapy and radiation therapy. External beam
radiation was delivered with a 6—18 MeV linear accelerator
to a total dose of 50.4 Gy, given at 1.8 Gy per fraction daily,
five days per week. The initial treatment fields were arranged
according to the surgical assessment of the primary tumor
and the pathologic status of the regional lymph nodes. Late-
ral margins were 2 cm around the gross tumor volume as defi-
ned surgically, endoscopically and by CT scan with 5 cm
margins proximally and distally. Regional lymph node chan-
ges including mediastinum and celiac access were only cove-
red if proven to be involved at the time of surgical staging.
Chemotherapy consisted of two cycles of 5-FU and cisplatin
beginning on day 1 to 29. 5-FU was administered as a conti-
nuous infusion over 96 hours for 1,000 mg/m?2 per day on day
1 through day 4 and day 29 through day 32. Cisplatin was
given as a single intravenous bolus of 100 mg/m?2 on day 1
and day 29. All pa tients underwent restaging four weeks
after completion of induction therapy. CT scan of the chest
and abdomen and repeat EGD or EUS was performed. Surge-
ry was scheduled for six weeks after the completion of induc-
tion surgery. The routine surgical procedure was an
Ivor—Lewis esophagectomy (right thoracotomy and laparo-
tomy) including a regional lymph node dissection.

RESULTS

Thoracoscopic staging

We have used Ts/Ls staging for EC in over 237 pati-
ents. In our most recent report on 111 patients, Ts was suc-
cessfully done in 102 patients, and was aborted in 4 pati-
ents because of pleural adhesions. Ls was successfully
done in 76 patients, and was aborted in 1 patient because
of peritoneal adhesion. Sixty-seven patients had both Ts
and Ls staging, while 35 patients and 9 patients had only
Ts or Ls respectively. 13 of 19 patients with clinical T4 di-
sease were downstaged to T3 disease, while 8 patients with
a clinical T3 disease were upstaged to T4 by Ts/Ls staging.
No patient with clinical T1—2 disease was found to have
local invasion (T4) by Ts/Ls.

48 and 19 patients were clinically diagnosed to have
mediastinal and celiac lymph node metastases respective-
ly. 9 (18.8%) and 12 (63.2%) of them were proven by Ts and
Ls respectively. An additional 5 and 16 patients were
found to have unexpected mediastinal and celiac lymph
node metastases by Ts/Ls respectively. Biopsies of pleura,
lung, or liver were performed by Ts/Ls in 17 patients based
on suspicious findings on routine imaging studies or unex-
pected findings during the staging operation. 5 patients
were found to have distant metastasis while others were
excluded (lung metastasis, 2 cases; liver metastasis,
2 cases; pleural metastasis, 1 case). 3 patients underwent a
mini-laparotomy for J-tube placement.

The average hospital stay for Ts/Ls staging was
1.5 days. There was no major morbidity or mortality for the
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MeTacTa3bl B MEAUMACTUHAABHBIX U UPEBHBIX AMMaTude-
CKUX y3AaX IO AQHHBIM IPEABAPUTEABHOIO OOCAEAOBAHUSI
BBISIBAGHBI ¥ 48 1 19 GOABHBIX COOTBETCTBEHHO. [TopaskeHue
AQHHBIX TPYII AUMMATUUIECKUX Y3A0B MOATBEPKACHO AQHHBI-
MM TOPaKOCKOIMM U Aamnapockonuu y 9 (18,8%) u 12 (63,2%)
OOABHBIX COOTBETCTBEHHO. MeTacTa3bl B MEAMACTUHAABHBIX U
YPEeBHBIX AUMMPATUUYECKUX y3AaX, OTCYTCTBOBABIIME IO AAQH-
HBIM ITIPEABApPUTEABHOTO OOCAeAOBaHUS, OOHApPy’KeHHl IpHU
TOPAKOCKONMU U AANapOCKONMU y 5 U 16 GOABHBEIX COOTBET-
CTBeHHO. bromncus MAeBpHl, AETKOTO U TIeUeHU IIPOBeAeHa
17 GOABHBIM C IIOAO3PEeHUEeM Ha Iopa’keHUe yKas3aHHBIX opra-
HOB II0 AQHHBIM IIPEABAPUTEABLHOTO OOCAEAOBAHUS WMAU TIO
pe3yAbTaTaM TOPAKOCKOIMHU AU AQNIAPOCKONUU. Y 5 GOABHBIX
OOHapy>KeHbI OTAAAEHHBIE MeTacTa3bl (B AeTKOM — 2 GOABHBIX,
B IleueHU — 2 OOABHBIX, B ITAeBpe — 1 GOABHOMM). B ocTaAbHBIX
CAyYasx OTAAAeHHBIe MeTacTa3bl OBIAM MCKAIOUeHBL. Tpem
OOABHBIM BBITIOAHEHA MUHUAAIIAPOTOMUS AN €FOHOCTOMUM.

CpepHsisi TPOAOAKUTEABHOCTh TOCIHUTAAM3AIIUU ITOCAE
TOPAKOCKOIIUM M AAIlapOCKONUU cocTaBuAa 1,5 cyT. TsrKeAbIx
OCAO’KHEHUU UAU AeTAaAbHBIX UCXOAOB B Pe3yAbTaTe 3TUX BMe-
LIaTEeABCTB He 3aperucrpuposaHo. CoBlapeHUe Pe3yAbTaTOB
OIIpeAEAeHNs CTaAUU PaKa MUIeBOAA C ITOMOIIBI0 TOPAKOCKO-
MUY U AQTIAPOCKOIIMU U C TIOMOIIIBI0 HEMHBA3UBHBIX MCCAEAO-
BaHMUU IIpU OIleHKe COCTOSHUS INePBUYHOM ONYXOAU (MHAEKC
T4), nopaxeHuss MEAUACTUHAABHBIX AUMQPATAYECKUX Y3A0B U
AUMpaTHIECKUX Y3A0B OPIOIIHOM IIOAOCTH, @ Tak>Ke IIPU BHISIB-
AGHHM OTAAAEHHBIX METAacTa30oB cocTaBuAO 18,8; 14,5; 255 u
20,0% cooTBeTCTBEHHO.

Ilpu cpaBHEHHM Pe3yALTATOB OIPEAEAeHMSI CTaAuU paka
MHUIIEeBOAA BO BpeMsI TOPAKOCKONMU U AANapOCKONUU M BO
BpeMsl ollepallii TOKa3aHo, YTO YYBCTBUTEABHOCTD, CIIen M uy-
HOCTB, IpeACKa3aTeAbHas I[eHHOCTh TIOAOJKUTEABHOTO PEe3yAb-
TaTa, MpPeACcKasaTeAbHast IeHHOCTb OTPUIIATEABHOTO pe3yAbTa-
Ta U TOYHOCTH IPEABAPUTEABHOM OIIEHKU COCTOSTHUS MEANACTH-
HaAABHBIX AMM@ATHUYECKUX Y3A0B cocTaBuAm 63,6; 56,9; 21,9;
89,2 u 57,9% COOTBETCTBEHHO; IPEABAPUTEABHOM OIleHKHU
COCTOSTHUST AUMMATUIEeCKUX Y3A0B OPIOIIHOM IToAoCTH — 25,9;
95,2, 77,8; 66,7 n 68,1% coorBeTcTBeHHO. COIOCTaBACHHUE
Pe3yAbTaTOB IPEABAPUTEABHOU M OKOHUYATEABHON MOP(OAOTH-
YeCKOM OLIeHKU COCTOSHUS AUMMATUIECKUX Y3A0B IPOAEMOH-
crpupoBaro 100% crenudUUIHOCTb U IPeACKa3aTeAbHYIO IIeH-
HOCTBb IIOAOKUTEABHOTO pe3yAbTaTa TOPAKOCKOIINU M AAIlapo-
ckomuu. TOYHOCTH METOAA IIPU OIleHKEe COCTOSHUS AUM@aTuie-
CKMX Y3AOB I'PYAHOM KAETKU U OPIONIIHOM IMOAOCTU COCTaBUAA
90,8 1 96,4% COOTBETCTBEHHO, YTO CTATUCTUUYECKU AOCTOBEPHO
BBIIIIE, YeM ITPU KAUHUUYECKOM OOCAEAOBaHUM.

TpexKoOMIOHEHTHOE AeYeHue

INopakenne AuM@aTHIECKUX Y3A0B C IOMOIILIO TOPAKO-
CKOIIMU U AQTIaPOCKOIINU BBIIBACHO y 24 13 48 GOABHBIX, ITOAY-
YaBIINX TPEXKOMIIOHEHTHOe KOMIIAeKCHOe AeueHme, y 16
(66,7%) M3 HUX IIOCAe XUMHUOAYUYEBOM Tepaluu MeTacTasbl B
AUM@daTHUIeCKUX y3AaX OTCYTCTBOBaAM. MeTacTasbl B AUMQa-
TUYECKUX y3AaX IIOCAe Ollepalliy BBIIBAEHBI y 4 GOABHBIX, Y
KOTOPBIX 110 A@HHBIM TOPAKOCKOIIMU U AQIIaPOCKOIIUM COCTOS-
HHe AUM@PaTUUYeCKUX Y3A0B olleHnBarOCh Kak NO. B pe3yabTa-
Te XUMHUOAYUeBOH Tepaluy MOoAHast MOPQOAOTHUeCKas perpec-
cus OIyXOAM 3apeructpupoBatay 20 (41,7%) 60ABHBIX. Y 6GOAB-
HBIX, Y KOTOPBIX OTCYTCTBOBAAO IOpa’keHHe AUM@ATUIeCKUX
Y3A0B IO AQHHBIM TOPAKOCKOIWM M AANapOCKONUM, IOAHAs
MopdoaorudecKkas perpeccus ONyXOAM HabAIOAAAACh dallle,
yeM y OOABHBIX C MeTacTa3aMU B AUM@aTHIeCcKux y3aax (62,5 u

Ts/Ls staging procedure. The correlation between Ts/Ls
staging and conventional non-invasive clinical staging in
the diagnosis of T4, mediastinal lymph node metastasis,
abdominal lymph node metastasis, and M1 diseases was
18.8%, 14.5%, 25.5%, and 20.0% respectively.

When compared with Ts/Ls staging and final surgical
pathological staging, the sensitivity, specificity, positive
predictive value, negative predictive value, and accuracy
of clinical staging in mediastinal lymph node metastasis
was 63.6%, 56.9%, 21.9%, 89.2%, and 57.9% respectively,
and in abdominal lymph node metastases it was 25.9%,
95.2%, 77.8%, 66.7%, and 68.1% respectively. Comparing
with final surgical pathologic stage, a one hundred per-
cent specificity and positive predictive value was achieved
by Ts/Ls staging in the diagnosis of lymph node metasta-
sis with an accuracy of 90.8% and 96.4% in chest and abdo-
men respectively, which was significantly higher than that
of clinical staging.

Trimodality treatment

Among 48 patients who received trimodality treat-
ment, 24 patients were found to have lymph node metasta-
ses by Ts/Ls staging, 16 of them (66.7%) were downstaged
to NO after chemoradiation. 4 cases with NO disease at
Ts/Ls staging were found to have lymph node metastases
at surgical resection. 20 patients (41.7%) had pathologic
complete response after chemoradiation. Patients without
lymph node involvement by Ts/Ls had a higher pathologi-
cal complete response rate than patients with lymph node
metastasis by Ts/Ls (62.5% vs. 20.0%, p < 0.001). They also
enjoyed a better 3-year disease free survival (55.0% vs.
26.2%, p = 0.03).

Cardiopulmonary complications occurred in 7 patients
after trimodality treatment; only 1 patient had leak. Other
complications included anastomotic stricture (8 cases),
wound infections (2 cases), small bowel obstruction
(I case), chylothorax (1 case), cerebrovascular accident
(1 case). Three patients died within thirty days after resec-
tion because of pulmonary emboli (2 cases) and adult res-
piratory distress syndrome (1 case).

The 3-year and 5-year disease-free survival of trimoda-
lity patients was 40.8% and 27.2% respectively with a medi-
an survival of 32.0 months; it was 43.6% and 17.5% with a
median survival of 23.6 months in patients undergoing sur-
gery alone. In trimodality patients, the 3-year disease-free
survival for patients with pathological complete response
was 45.5% with a median survival of 33.0 months, while it
was 48.8% and 19.0 months for those with pathological
incomplete response (p = 0.36). When patients with parti-
al response were included, the responders had an impro-
ved median survival than non-responders (42.0 months vs.
14.0 months, p = 0.02. Among patients with N1 disease
after trimodality, those who were downstaged to NO fol-
lowing induction therapy had a 3-year disease-free survi-
val of 44.2%, while no one survived over 2 years for those
who had persistent N1 disease. Multivariate analysis
showed that only pretreatment surgical N status was an
independent prognostic factor for survival.

DISCUSSION

A large randomized trial initiated by the RTOG in the
1980's helped to establish the superiority of combination
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20,0%, p < 0,001). Kpome TOrO, B OTCyTCTBHE TOPA’KEHUS AUM-
daTUYeCKUX Y3A0B OblAa BEHINIE 3-AeTHAS Oe3peluAUBHAs
BBDKUBaeMoCTh (55,0 u 26,2%, p = 0,03).

CeppeuHO-A€TOUHBIE OCAOKHEHUS 3aperuCTpUpOBaHBI y
7 OOABHBIX, ITOAYUYABIINX TPEXKOMIIOHEHTHOe AeueHUe. Heco-
CTOSITEABHOCTh aHAaCTOMO3a HabAIOAAAACh TOABKO B 1 caydae.
Apyrue OCAOKHEHHUSI BKAIOYAAM CTPUKTYPY aHACTOMO3a
(8 OOABHBIX), paHeBble MHPEKIUU (2 OOABHBIX), TOHKOKHUIIIEY-
HYIO HEIIPOXOAUMOCTD (1 GOABHOM), XUAOTOPAKC (1 GOABHOI),
UHCYABT (1 60ABHOM). Tpoe GOABHBIX yMepAu B TeueHue 30 CyT.
IIOCAe Oollepaluy BCAEACTBHE TPOMOOIMOOAUN AeTOUYHOU apTe-
pun (2 OOABHBIX) U PECHUPATOPHOTO AUCTPeCcC-CUHApOMA
B3POCABIX (1 GOABHOM).

Tpex- u 5-aAeTHsd Oe3pelUAVBHASA BBIKUBAEMOCTb OOAb-
HBIX, IIOAYUYMBIINX TPEXKOMIIOHEHTHOE AeueHUe, COCTaBHAA
40,8 u 27,2% COOTBETCTBEHHO, MeAraHa MMPOAOASKUTEABHOCTH
KU3HU — 32 Mec. AHaAAOTUUYHBIE TOKa3aTeAn y OOABHBIX,
MIOAYUYUBIINX TOABKO XUPYypruueckoe AedeHHe, COCTAaBUAU
43,6; 17,5% 1 23,6 Mec COOTBETCTBEHHO. Y OOABHBIX, TIOAYUYAB-
IINX TPEXKOMIIOHEHTHOe AedeHUe, y KOTOPBIX OTMeueHa IOA-
Has MOpdoAOTHUecKasl perpeccus ONyXOAH, 3-AeTHssA 6e3pe-
IIUAVBHAsI BBIKUBAEMOCTh cocTaBuAa 45,5%, MepraHa IIpo-
AOAKUTEABHOCTH XU3HU — 33,0 Mec, y KOTOPBEIX OTMeueHa
HeTloAHas Mopgorormueckasa perpeccus — 48,8% u 19,0 mec
cooTBeTcTBeHHO (p = 0,36). [Tocare 06 bepArHEHNS OOABHBIX C
IIOAHOU U YaCTUYHOU MOP(MOAOIHUECKON perpeccrueil B OAHY
IPYIIIy OTMEUEHO, YTO IPOAOAKUTEABHOCTD UX JKU3HU CTATHU-
CTUYeCKU AOCTOBEPHO GOAbIIIE TAaKOBOM y OOABHBIX, ¥ KOTO-
PBEIX XMMHUOAyUYEBOe AedeHHe ObIAO HeapdekTuBHO (42,0 u
14,0 mec, p = 0,02). EcAu B pe3yabTaTe IpeAOIepPaIluOHHOTO
AeUeHUs U3AeUNBAAUCH MeTacTa3bl B perHOHapHLIX AUMdaTH-
YeCKUX y3AaX, 3-AeTHAA Oe3pellMAUBHAS BBIXKMBAeMOCTb
cocTtaBasing 44,2%. Cpeapu OOABHBIX, ¥ KOTOPBIX MeTaCTa3bl
IIOCAe XMMHOAYYEBOU TepallluM COXPAHUAUCH, He Iepe’kUA
2 AeT HU OAMH. MHOTrO(aKTOPHBIM aHaAM3 ITOKa3aA, YTo He3a-
BUCUMBIM (DAaKTOPOM IIPOTHO3a >KU3HU OOABHBIX SIBASETCS
TOABKO COCTOSTHUE AMMMATUYECKUX Y3A0B AO A€UEHUS.

OBCYI)XAEHUE

Pe3yAbTaTel KPYHMHOTO PaHAOMHU3UPOBAHHOIO MCCAEAOBA-
Hud, HauaToro RTOG B 80-x rr. XX B., IPOAEMOHCTPUPOBAAU
NIPEeuMYIIeCTBO COUeTaHUs MOAUXUMMHOTEPAlnu U OOAYUeHUs
Iepea CTAaHAAPTHOM Ay4eBOU Tepallhel IIpU pake MUIleBoAad. B
TIOCAeAHee BpeMs B Pa3AWYHBIX MEAUITMHCKUX YUPEKACHUSX, B
TOM YHCAe U B HaIlleM IeHTpe, IIOKa3aHo, YTO KOMIIAEKCHOe
AeueHHe, COCTodllee M3 IpeAOIepPAIlMOHHOM XMUMHUOAYYEBOM
Tepaluu U XUPYPrudeckKoro BMeIlaTeAbCTBa, XapaKTepU3yeTcs
OoAee HU3KOM YaCTOTON PellUAUBOB 1 60Aee BLICOKOM BBIKMBA-
€MOCTBIO, UeM Ka’KABIM U3 METOAOB 110 OTAEABHOCTH (UCTOpUYe-
CKUM KOHTPOAB). HecMoTpst Ha onlpepereHHBIe IPEUMYIIeCTBa,
00111as1 BBDKUBAEMOCTb OOABHBIX PAKOM IIHIIEBOAA OCTAeTCs
HEYAOBAETBOPUTEABHOM: U3AEUUTE YAQETCS AUIIb 20% OOABHBIX.
OTO 00yCAOBAEHO HECKOABKMMH IPUYUHAMH, B IIEPBYIO OUepPeAb
BBISIBA€HHEM 3a00AeBaHUSA Ha MO3AHUX CTAAUSX U BBICOKOMU
YaCTOTOM MEeTacTa30B B PerMOHAPHBIX AUMMATUIECKUX Y3AaX.

OHAOCKonMuecKoe Y3V moBHIIIAeT TOUYHOCTL IIpeABapu-
TEABHOTO OIIPEAEAeHUsI CTaAuU. DTOT HEMHBA3UBHBIUM METOA
HUCCAEAOBAHUS TO3BOASIET U3YUUTH COCTOSTHHUE IIEPBUYHOM OTy-
XOAM, HO He AdeT IPeACTaBACHHUS O COCTOSIHMU perMoHapHBIX
AuMpaTIIeCKUX y3A0B. HeBO3MO>KHOCTEL BBHIIBA€HUSI MUKPO-
MeTacTa30B U aHATOMHYeCKHe OCOOEHHOCTH, OTpaHMYUBa-
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chemotherapy and radiation over standard radiation
alone. Recently, a number of institutional experiences,
including our own, have shown that induction chemothe-
rapy and concurrent radiation followed by surgical resec-
tion has resulted in an improvement of both local control
and survival as compared to historical series of single
modality therapy. Despite these advances, the overall sur-
vival remains poor, with only 20% of patients achieving
long term cure. Many reasons have accounted for this poor
outcome, however the advanced nature of the primary dis-
ease at time of presentation and the frequency of regional
lymph node involvement have been previously identified
as important predictors of outcome.

Endoscopic ultrasound has improved our ability to
stage patients prior to therapy in order to document the
stage of disease prior to the institution of therapy. This
technology has been generally adequate for evaluation of
primary disease but regional nodal involvement has been
poorly predicted by this noninvasive technique. Understa-
ging often occurs due to an inability to detect microscopic
disease and anatomic considerations, which limit the abili-
ty to evaluate the celiac axis nodal region.

Recently a number of institutions have published their
experience with trimodality therapy for patients presenting
with esophageal cancer. Investigators have tried multiple
approaches to improve the pathologic response rates with
neoadjuvant therapy in attempt to increase the number of
long term survivors. Concurrent, accelerated, split course
fractionation of 1.5 Gy twice a day to a total dose of 45 Gy
given to patients with locally advanced and initially unres-
ectable disease has been possible but with high morbidity.
Choi and colleagues have presented their results using a
concomitant boost radiotherapy technique while delivering
RT in conjunction with neoadjuvant chemotherapy. 38 pa-
tients were entered onto study and 32 patients underwent
surgery. Two perioperative deaths were seen, neither rela-
ted to mucosal toxicity. The rate of III—IV grade esophagi-
tis was 60%, which was comparable to other treatment regi-
mens. They achieved a pathologic complete response rate
of 38% and tumor downstaging in all patients undergoing
surgical resection. This appeared to be an effective way of
intensifying the RT during neoadjuvant therapy in an
attempt to exploit the chemoradiation antitumor effects.
Future trials will address the role of trimodality and resta-
ging of patients after chemoradiation to determine which
patients should go on to resection.

IOIINe KCCAEAOBAHUE UYPEBHBIX AUM@PATUUECKUX Y3A0B,
OOBACHAIOT HETOYHOCTh KAMHUYECKOTO OIIPEAEAeHUS CTa-
AV paKa IMUIIEeBOAQ.

B mocaepHee BpeMs OIyOAMKOBAHBI COOOIIEHUS PSAQ
HUCCAeAOBAaTeAEeH 00 OIBITE TPEXKOMIIOHEHTHOIO A€YeHUS
paka mmIeBopa. PazHble HMOUBITKU NPEATTPUHUMAIOTCS AAS
TIOBBIIIEHUST YaCTOTHl IIOAHBIX MOP(OAOTHYECKUX perpec-
CHH OITyXOAUW IIOCAE HEOAABIOBAHTHOW TepPaIllWy U IOBHIIIE-
HUS BBDKMBAEMOCTH. [IpyM MeCcTHOpPacIpoCTpaHEeHHBIX,
HCXOAHO Hepe3eKTaOeABHBIX OIYXOASX IPUMEHSTIOT Ayde-
BYIO TePAINIO B PeJKUMe YCKOPEHHOTr0 (PPAKIIMOHUPOBAHUS
(1,5 I'p 2 pasza B cyTKH) A0 cyMMapHOM A03HL 45 I'p. OpHaKO
3TOT METOA A€YeHUs XapaKTePHU3yeTCs BBICOKOM 4aCTOTOU
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ocaoskHeHUM. Choi ¢ coaBT. IPeACTaBUAU Pe3yAbTAThl HEOAAb-
IOBAHTHOM OAHOBPEMEHHOU XMMHOAYYE€BOH Tepanuu. B uccae-
AOBaHMe, IIPOBeAeHHOe 3THUMM aBTOpaMM, OBIAO BKAIOUEHO
38 OOABHBIX. XUpypruieckoe BMeNIaTeABCTBO IIPOBEAEHO 32.
ABa OGOABHBIX YMEPAU B IIOCA€OIlepallioHHOM nepuoae. OaHa-
KO HM OAUH U3 3TUX CAydaeB He OBIA CBSI3@aH C MYKO3UTOM
TIOCAE XUMHUOAYUYEBOM Tepanuu. D30aruT 3—4 cTelneHu Auar-
HocTupoBaH y 60% GOABHBIX, T. €. He uallle, 4eM IIOCAe APYTUX
MeTOAOB AeueHUs. [ToaHas MopdoAoTUUeCKast perpeccust OIy-
XOAUM HabAtopanach y 38% OOABHBIX, «CHUJKEHHEe» CTaAUN — Y
BCeX OOABHBIX, KOTOPBIM IIPOBEAECHO XUPYyPrudeckoe AeueHue.
OTOT MOAXOA TIO3BOASIET UHTEeHCU(MUIIMPOBAThL IpeAoIepaliu-
OHHOe AeUeHHe 3a CUeT IOTeHIIMPOBAHMS AydeBOM Tepanuu
NIPOTUBOOIIYXOAEBBIMU CPEACTBAMU. B AaAbBHEMIINX MCCAeAO-
BAHMSAX IMPEACTOUT ONPEeAeAUTb 3(PEHEKTUBHOCTb TPEXKOMIIO-
HEHTHOTO KOMIINEKCHOTO AeUeHUs U 3HaueHUe OIIpeAeAeHUs
CTAAUU TIOCA€ XMMMOAYUYEBOM Tepanuu Ipu oToope OOABHBIX
AAST XUPYPTrUYeCKOTO AeUeHUsI.
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