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Malignant esophageal tumors are one of the most difficult diseases, because when they are noticed, they are already in advanced 
stage. Sometimes even radical surgical methods can not give desireable results. Results of surgical treatment are best in countries 
where screening program is included in routine diagnostics. Malignant esophageal tumor takes fourth place out of all tumors of 
digestive tract, and average age of diseased are between 55. - 65. years. First aim of this study is to analize localization of esopha-
geal tumors, pathohistological representation, operating techniques and complications. Second aim of this study is to show relation 
between surgical treatment and preoperative radiotherapy and chemotherapy. This retrospective study included 13 patients with 
pathohistology of esophageal tumor who were on Clinic for abdominal surgery KCUS during two years. All patients had different 
surgical treatments which depended on stage which was find during surgery. Patients were analyzed based on age, sex, localiza-
tion of esophageal tumor, and stage of tumor. Analysis of 13 patients included resectional methods, pathohistology and preopera-
tive oncological treatment. Results were different and were corelated with neoadjuvant oncological treatment. Radical surgery had 
11 patients that included esophagectomy and esophagoplasty with removal of regional lymphonodes. Esophagogastroplasty was 
tretment for 6 patients. Becuase of inadequate nutrition or inoperable tumors 6 patients had gastrostomy. Implatation of Haering 
dentures was included as palliative surgery in 2 patinets. The most of esophageal tumors were located in the lower third (53,84%), 
and the leaset of esophageal tumors were located in the upper third (15,83%). Pathohistology analysis of esophageal tumors showed 
that tumors were planocellular carcinoma (67%) and adenocarcinoma (23%). In most cases radical surgery treatment was required. 
Tumors of lower third esophagus are most numerous, and least numerous are in upper third. Planocellular carcinoma is the most 
often malignant tumor of esophagus. Radical surgical approach was used 84,6% patients and the rest patients 15,4% had palliative 
surgery. The most used techniques was gastroplasty which was the best and from palliative sugery was gastrostomy. Postoperative 
complications were present in 23,1% of cases. Reactions of tumor on chemotherapy and radiotherapy are different, sometimes even 
remission of malignant cell is possible. Even in that cases radical surgical approach remains the best method in every case after che-
motherapy and radiotherapy. 

Introduction
Surgical division of esophagus is on the neck part (pars cevi-

calis) which starts from the beginning of esophagus (15 cm), to-
gether with upper thoracal part and ends at notch in manubrium 
of sternum (24 cm). After that part, comes the chest part of oe-
sophagei (pars thoracalis medialis) that is connected to previous 
24 cm, where starts medium thoracal part and goes threw the port 
on diaphragm (hiatus oesophagei), and final part ends with ostium 
cardiacum (38 cm) [1].
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Malignant esophageal tumors are one of the most difficult 
diseases, because when they are noticed, they are already in ad-
vanced stage. Sometimes even radical surgical treatment can not 
give desirable results. Primary esophageal tumors can be malig-
nant esophageal tumors of epidermal etiology > 90%. These car-
cinoms can be squamocellular (70 - 80%) and adenocarcinoma 
(10 - 30%). Sometimes, they are made from Leiomiosarcoma and 
Rabdomyomas of mesodermal etiology (less than 1%). From be-
nign esophageal tumors most are made from planocellular papillo-
mas that have epidermal etiology, or Leiomyoma and fibrovascular 
papilloma that have mesodermal etiology. Secondary esophageal 
tumors are very rare [2]. 

Results of radical surgical approach are not promising, because 
they usually have bad outcomes, and they are the best in countries 
with screening program included in routine. Malignant esophageal 
tumor takes fourth place out of all tumors of digestive tract, and 
average age of diseased is between 55. - 65. years [3]. 

Normal esophagus has most active peristalsis in digestive tract 
[4]. 

 
Reconstruction in surgery includes regeneration of established 

continuity, ability to pass, appearance and composition, that leads 
to normal function which is the most important thing [1]. 

The basic principle of surgical technique is that part of esopha-
gus can be replaced only with vital parts of digestive tube, that has 
digestive activity, and ability to pass as the most important thing 
[5]. 

Different parts are available as replacement, and each of them 
has its own advantages and disadvantages, because different parts 
have different pathophysiological characteristics [4]. 

Figure 1 and 2: Anatomy of esophagus [1].

Jejunum has the best peristalsis, colon has the best vasculariza-
tion, and the stomach has the best functionality and has least out-
comes with complications [1]

Figure 3: Preparation digestive tube for transposition 

Figure 4 and 5: Preparation of neck part of esophagus.

Figure 6: Resected esophageal tumor.
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Palliative surgery are used, sometimes if resection is not pos-
sible, and they are operated with „By pass“, bridging stenosis, dif-
ferent prosthesis or gastric stoma. Today gastric stoma is chosed as 
method, because it has the least outcomes with complications [6]. 

First aim of this study is to analize localization of esophageal 
tumors, pathohistological representation, operating techniques 
and complications. Second aim of this study is to show relation 
between surgical treatment and preoperative radiotherapy and 
chemotherapy. 

Results
Results were shown in tabels and graphs with number of cases, 

percentage, distribution of gender.

Figure 7 and 8: Preparation of chest part of esophageal tumor 
and anastomosis with stomach after resection of tumor. 

Figure 9: Preparation for resection of lower part in esophagus. 

Materials and Methods 
This retrospective study included 13 patients with pathohistol-

ogy of esophageal tumor who were on Clinic for abdominal surgery 
KCUS during two years. Surgical approaches were analyzed based 
on preoperative radiotherapy and chemotherapy. All patients had 
different surgical treatments which depended on stage which was 

find during surgery. Patients were analyzed based on age, sex, lo-
calization of esophageal tumor, and stage of tumor. Esophageal 
tumors were observed together with surgical approaches, patho-
histological representation and possible complications. It was im-
portant to establish connection between resectional methods and 
pathohistological representation and preoperative oncological 
treatment.

 
Statistical analysis was made using Hi-square test, where re-

sults of this tests showed significant results in reability of 95% or 
p < 0,05.

Patohistological analyze showed that planocellular carcinoma 
had 9 patients, following with adenocarcinoma that had 3 patients, 
and 1 patient was undefined. Statistical analyze showed that most 
of patients 67% had planocellular carcinoma, and 23% of patients 
had adenocarcinoma, while 11% was undefined. 

Statistical analyze showed that most of the patients 84,6% had 
radical surgery approach, while 15,4% of patients had palliative 
surgery.

Total Male Female
Number of Patients 13 9 4
Percentage 100% 69,2% 30,8%

Table 1: Gender distribution.

Gender distribution shows that in this group was more man 
with 9 or 69,2% compared to woman with 4 or 30,8%. Statistical 
analysis form Hi-square test shows that there is no significant dif-
ference between gender compared to expected (p > 0,05).

Age 0-45 45-65 >65
Number of Patients 1 6 6
Percentage 7,7 46,2 46,2

Table 2: Age structure.

Statistical analysis shows that the least of patients were at age 
range 0-45, or 7,7% of patients. The majority of patients were at 
age range above 45 or 92.4%, from which 46,2% were at age range 
45-65, and other 46,2% were at age range above 65 years.

On graph 1. localization of tumor is shown where tumors were 
located: in the lower third was 53,84%, middle third 23.07%, upper 
third 15,38% and undefined was 7,69%. In patients, 7 of them had 
esophageal tumor in lower third, 3 of them had esophageal tumor 
in middle third, 2 of them had esophageal tumor in upper third, 1 of 
them had undefined localization of esophageal tumor. 
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Discussion

Graph 1: Localization of esophageal tumors.

Graph 2: Type of tumor.

On graph 3. complications that may occur are shown, where 
3 patients had complications or 23,1%, and other patients 10 of 
them had not complications or 76,9%.

Graph 3: Complications

Type of Surgery Radical Palliative
Number of Patients 11 2
Percentage 84,6 15,4

Table 3: Type of surgical approach.

Esophageal tumors remain consist challenge in therapy ap-
proach. Until now, definitive protocol of treatments is not estab-
lished yet for the esophageal tumors. The main reason for that is 
progression in surgical techniques and instruments that are used, 
as well as inovations of oncological treatments of esophageal tu-
mors. In our research, 13 patients were treated in period of two 
years.

Radical surgery had 11 patients that included esophagectomy 
and esophagoplasty with removal of regional lymphonodes. Esoph-
agogastroplasty was tretment for 6 patients. Becuase of inadequate 
nutrition or inoperable tumors 6 patients had gastrostomy by Wit-
zel [7].

Implatation of Haering dentures was included as palliative sur-
gery in 2 patinets. Two patients had esophagogastric resection, 
which includes resection on one part of esophagus and one part 
of stomach, and after that those two parts are connected to make 
esophagus. 

In out research most of esophageal tumors were located in the 
lower third (53,84%), and the leaset of esophageal tumors were 
located in the upper third (15,83%). Pathohistology analysis of 
esophageal tumors showed that tumors were planocellular car-
cinoma (67%) and adenocarcinoma (23%). In most cases radical 
surgery treatment was required. Tumors of lower third esophagus 
are most numerous, and least numerous are in upper third. Plano-
cellular carcinoma is the most often malignant tumor of esophagus. 
Radical surgical approach was used 84,6% patients and the rest 
patients 15,4% had palliative surgery. The most used techniques 
was gastroplasty which was the best and from palliative sugery was 
gastrostomy. Postoperative complications were present in 23,1% 
of cases.

Opinion of oncological consilium is very important in choosing 
of adequate approach. Accurate evaluation of neoadjuvant thera-
py is challenge in treament of esophageal tumors. Morphology of 
esophageal tumor is irregular and unequal, meaning that regres-
sion of tumor is noticed after treatmen. Tumor regression grade 
(TRG) is percentage of residual cells of cancer, which is used to de-
fine efficiency of neoadjuvant therapy for esophageal carcinoma. 
First time TRG was proposed on National Comprehensive Cancer 
Network (NCCN) which was Second Guidline for treatment of 
esophageal tumors in 2012 [8]. 

Wu., et al. used TRG as a predictor of patients outcome, because 
TRG helped them to find focal point of tumor [9]. There is no stan-
dard treatmen for local advanced esophageal carcinoma, because 
treatmen is individual for every single patient. Neoadjuvant ther-
apy or chemoradiotherapy is necessary in treatmen of esophageal 
carcinoma [10]. Some authors suggests that chemoradiotherapy 
causes more adverse effects, increased surgical risk, prolonged 
duration of treatment and bigger financial burdain comparing to 
chemotherapy itself [11,12]. 

After neoadjuvant chemotherapy, potential resectable cases of 
locally advanced cancer are developed in totally respectable cases. 
Some studies showed that complete pathological response was 
in less than 20% of cases after neoadjuvant chemoradiotherapy 
[13,14]. 
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Tumors of lower third esophagus are most numerous, and least 
numerous are in upper third. Planocellular carcinoma is the most 
often malignant tumor of esophagus. 

Conclusions

Radical surgical approach was used 84,6% patients and the rest 
patients 15,4% had palliative surgery. The most used techniques 
was gastroplasty which was the best and from palliative sugery was 
gastrostomy. Postoperative complications were present in 23,1% 
of cases. 

Reactions of tumor on chemotherapy and radiotherapy are dif-
ferent, sometimes even remission of malignant cell is possible. Even 
in that cases radical surgical approach remains the best method in 
every case after chemotherapy and radiotherapy. 
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