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Carcinoma of the esophagus is usually
diagnosed at an advanced incurable
stage. The overall 5 year survival rate is
7±11%. While surgery is the mainstay
for the treatment of carcinoma of the
esophagus, the results are disappointing.
The overall 5 year survival rate after
surgical resection is 25%, with a median
survival of 18 months [1].

The incidence of recurrent carcinoma
at the anastomosis after curative eso-
phageal resection is 6±8% [1,2]. Recur-
rent carcinoma of the esophagus raises
some difficult therapeutic questions. The
majority of patients will present with
progressing dysphagia. Some of them
will also suffer from bleeding or fistulas
to the respiratory system [3]. The main
goal of palliation is to relieve dysphagia
and to maintain adequate nutrition.
Secondary goals are pain relief and
treatment of bleeding. Palliative mea-
sures include radiotherapy, laser abla-
tion, photodynamic therapy, dilatation,
and placement of prostheses. Yet, the
results of these measures are discoura-
ging due to the low success and high
complication rates [3].

There are scant data regarding the
surgical treatment of recurrent carcino-
ma of the esophagus at the anastomosis
after curative resection. We describe here
a case of recurrent carcinoma of the
esophagus at the anastomosis after an
Ivor-Lewis esophagectomy treated by
segmental resection.

Patient Description

A 64 year old woman had undergone an
Ivor-Lewis esophagectomy at another
hospital for T1N1M0 adenocarcinoma

of the distal esophagus. The postopera-
tive course was complicated by pro-
longed intubation, and she was left
with a permanent tracheostomy. No
further adjuvant therapy was applied.
Eighteen months after the operation she
presented with a new-onset dysphagia to
solid food. Gastroscopy and biopsies
demonstrated a small adenocarcinoma
at the site of the anastomosis. Endo-
scopic ultrasound revealed a 2 cm tumor
limited to the submucosa. Computed
tomography scan showed no evidence
of distant disease in the chest and
abdomen.

We operated through the old right
posterolateral thoracotomy incision. Ex-
ploration of the posterior mediastinum
revealed a small tumor at the esophago-
gastric anastomosis. The stomach was
mobilized down to the diaphragm and a
segmental resection of the anastomosis
was performed. A new esophagogastric
anastomosis was created using one layer
of interrupted absorbable sutures. The
postoperative course was uneventful.

Pathological evaluation demonstrated
a recurrent papillary adenocarcinoma
infiltrating into the esophageal and
gastric walls. The tumor was confined
mainly to the mucosa and submucosa,
but there was also evidence of invasion
into the muscular coats. Both surgical
edges were free of tumor. The patient
refused oncological treatment. Today, 24
months after the second operation she
has no sign of local or distant disease.

Comment

Reports on the management of recurrent
carcinoma of the esophagus at the

anastomotic line are sporadic [2±5]. The
usual presenting symptom is dysphagia
initially for solids and subsequently for
liquids. The majority of patients will
ultimately require palliative treatment as
the tumor is usually non-resectable.

Non-surgical modalities for palliation
of malignant dysphagia include radio-
therapy, laser ablation, dilatation, inser-
tion of a stent, and photodynamic
therapy. Radiation therapy achieves
palliation of dysphagia in less than
40% of patients, and it may take up to
2 months until dysphagia is relieved [4].
Laser ablation can palliate up to 89% of
patients. Complications include perfora-
tion of the esophagus (6%) and massive
hemorrhage (2%). The mortality rate is
6%. Repeated treat-ments are usually
required and there is no effect on
survival [5].

Endoscopic plastic prostheses or me-
tal self-expanding stents are commonly
used for palliation of esophageal malig-
nant stricture. Plastic prostheses carry
risks of perforation (14%), aspiration
pneumonia (5%) and device migration
(24%). Metal stents are associated with
ulceration (7%), mediastinal fistula (5%)
and stent torsion (5%) [3]. Photody-
namic therapy is a relatively new and
promising method for palliation of
dysphagia. It is associated with skin
photosensitivity and usually has no
major side effects.

Surgical removal of the tumor is
considered to be the treatment of
choice whenever possible. Murata et
al. [6] reported five cases of second
primary cancer in the residual cervical
esophagus. The lesions were squamous
cell carcinoma that were found during
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a routine follow-up without any symp-
toms of dysphagia. They were all
superficial either ± Tis or T1 ± with
no distant metastases. Two patients
were treated by surgical mucosectomy,
and one each by endoscopic mucosect-
omy, laser ablation, and segmental
resection. Three patients were alive
without disease at 3 years. The patient
who underwent a segmental resection
died after 6 months due to liver and
lung metastases. Law et al. [2] de-
scribed six patients with anastomotic
recurrence; significant dysphagia was
treated by dilatation in two patients
and radiotherapy in one, with poor
results. Ellis and colleagues [1] reported
an 8% anastomotic recurrence after
standard esophagogastric resections.
They concluded that the anastomotic
recurrence might have been minimized
by a more radical resection, but since
the vast majority of patients had
distant metastases at the time of local

recurrence it was debatable whether the
increased morbidity of such a proce-
dure is justified.

We report here an uncommon case of
local recurrence of adenocarcinoma of
the esophagus at the anastomotic site
with no distant metastases. Given that
the tumor was resectable we chose to
perform a segmental resection of the
anastomosis, as surgery offers the only
chance for cure and is the best modality
for palliation.
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Mending mitochondria

A number of human diseases are associated with defects in the
mitochondria, which have their own small circular genome
independent of that in the cell nucleus. Kolesnikova et al.
show that it may be possible to correct these disease-causing
defects in mitochondria. First, working in yeast, they
demonstrated that modified transfer RNA (tRNA) molecules

can be imported from the cytoplasm of the cell into the
mitochondria where they can ``read'' and correct the defective
genetic code. They then showed that modified tRNAs can be
imported into human mitochondria, thus providing a possible
route to curing some mitochondrial diseases.

Science 2000;289:1931
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Margarine or butter?

The effectiveness of dietary modification in reducing low
density lipoprotein cholesterol (LDL-C) levels can be reliably
predicted for populations but not for individuals. Denke et al.
tried to determine whether individual variation in cholesterol
response to dietary modification is a familial trait. The study
included 56 families from the Dallas/Fort Worth, Texas area
with two biological parents and at least two children aged 5
years or older; 46 families (92 adults and 134 children)
completed the study. All families followed two 5 week dietary
regimens that included individualized daily dietary prescrip-
tions and emphasized a low saturated fat diet supplemented

with specially manufactured baked goods and spreadable fat.
One regimen used butter only and the other used margarine
only.

The main outcome measure was mean LDL-C levels
during the last 2 weeks of each dietary period. The results
suggest, conclude the authors, that individual variation in
response to a cholesterol-lowering diet is a familial trait. Body
weight is an important modifiable factor that influences
response.

JAMA 2000;284:2740
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