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Editorial Commentary

Is the length of esophageal invasion only associated with
mediastinal nodal metastasis from adenocarcinoma of the
esophagogastric junction (Siewert type Il and lll) after
neo-adjuvant chemoradiotherapy?
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I recently read Dr. Mitchell and his/her colleagues’
article with great interest (1). They investigated the
association between thoracic nodal involvement and clinical
factors in patients who underwent surgical resection for
Siewert type II or III adenocarcinoma after neoadjuvant
chemoradiotherapy. They concluded that thoracic nodal
involvement was more strongly associated with the length
of esophageal invasion than with the location of the tumor’s
epicenter (Siewert type classification).

First of all, I would like to appreciate their work because
this is the first report on the association between thoracic
nodal involvement and the length of esophageal invasion
in patients with adenocarcinoma of the esophagogastric
junction (AEG) after neoadjuvant chemoradiotherapy, as
the authors wrote. I believe that this work will help us to
devise a clinical strategy for patients with AEG.

Unfortunately, they did not present the survival data of
the patients who had pathologically positive nodes in the
mediastinum. If survival of patients with pathologically
positive nodes in the mediastinum was very poor, thoracic
lymphadenectomy must be omitted. In addition, they did
not show the distribution of thoracic nodal involvement.
Thus, it is unclear whether these nodes could be resected
via a transhiatal approach or only via right thoracotomy.

They defined thoracic nodal involvement as
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pathologically positive nodes and recurrences in the
mediastinum within two years after operation, all together.
However, I am afraid that this concept might lead to
misunderstanding. It is well known that gastric cancer
recurrence after gastrectomy is frequently detected in the
abdominal para-aortic nodes (2), as well as some patients
with pathologically positive abdominal para-aortic nodes
who are cured of gastric cancer after surgical resection (3).
A randomized controlled trial was performed to investigate
the clinical significance of prophylactic lymphadenectomy
of the abdominal para-aortic nodes for patients with gastric
cancer in Japan, and no survival benefit was observed (4).
Based on these results, I am unable to agree with their
concept that the nodes which frequently relapse are
clinically important and should be resected.

In their study, only the length of esophageal invasion
was independently related to thoracic nodal involvement
by multivariate analysis, while Siewert classification was
not. I think that this is partly because the number of the
patients with Siewert type III were relatively lower in their
cohort than that of patients with Siewert type II. Many
previous studies showed that Siewert type classification was
associated with the distribution of nodal metastasis (5,6).
It would be strange if neo-adjuvant treatment changes the
distribution of nodal metastasis.
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Another significant problem is the ambiguity of
endoscopic findings. In some cases, especially when tumors
are large and circumferential, the esophagogastric junction
was not detectable by endoscopy, as the authors wrote.
However, in such locally advanced cases, the decision
whether to perform esophagectomy or gastrectomy is
supposed to be very important. It is difficult to clinically
determine the length of esophageal invasion as well as
Siewert classification in these patients.

The authors concluded that the length of esophageal
invasion >1.5 cm was significantly related to thoracic nodal
involvement. When a patient is diagnosed with Siewert
type III AEG and esophageal invasion of 2 cm, should we
perform esophagectomy via a right thoracotomy and total
gastrectomy?

Nonetheless, I believe that their study will help us to
devise treatment strategies for patients with Siewert type
IT or III. And I think that a prospective study is necessary
in the future. Recently, we published a prospective study
regarding the distribution of nodal metastasis in the patients
with Siewert type II (7), and I expect that it could improve
our knowledge of lymphadenectomy.
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to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.
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