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Minimally Invasive Surgery for cardia and
esophageal cancer

Surgical resection with radical lymphadenectomy, usually after the administration of neoadjuvant
chemotherapy or chemoradiotherapy, remains the key component in the multimodality treatment of
cardia/esophageal cancer.
The 5-year survival is 10 to 25% among all patients but increases to 40% among patients who
undergo curative surgery.
Esophagectomy is a complex surgical procedure for which the mortality rates have historically been
significant.
In modern practice, in high-volume centers with appropriate multidisciplinary teams, the mortality rate
after esophageal resection has been reduced significantly. Despite this, it remains an operation
associated with substantial rates of morhidit=

Surgery-related

Cardiovascular Pulmonary



In studies with large cohort of patients receiving esophagectomy, mortality ranged between 2.7 %
and 9.8 % with a morbidity of 17.9-57 %.
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HIGH VOLUME Postoperative complications after transthoracic esophagectomy for cancer of the esophagus and
gastroesophageal junction are correlated with early cancer recurrence: role of systematic
grading of complications using the modified Clavien classification.
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By the early 1990s, some surgeons had developed and used protocols for thoracoscopic
esophagectomy, initially restricting its use to T1 and T2 esophageal cancer without neoadjuvant
chemoradiation.

With time indications for minimally invasive esophageal resection have been expanded to include
more advanced disease, irrespective of whether patients have received neoadjuvant treatments.
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(hjective: Total esophagectony with en bloc mediastinal lymphadenectomy
for cancer carries 2 substantial morbidity and mortality rate, To lnvestigate
the feasibility of thoracoscopic technique, we carried out an extensive
laboratory study. Encouraged by our excellent results, we conducted a
clinical trial, Methods: From September 199 to September 1995, 39
patienis thoracic esophageal cancer lesions not invading surrounding
organs underwent foal esophagectony with mediastinal lvmphadenectomy
by means of thoracoscopy. Ages ranged from 47 to 86 years, The procedures
were conventional except for the thoracic portlon, which was performed as
4 thoracoscopic procedure with six trocar holes instead of thoracatomy, Al
harvested lymph nodes were counted for each station, Spirometric data and
plethysmographically determined vital capacity were measured before and
after operation for all patients. Results: ANl procedures were accomplished
as scheduled, and none was converted to open thoracotomy, The operating
time was 200 = 41 minutes (mean + standard deviation). Estimated blood
loss was 270 = 157 ml. The harvested lymph nodes numbered 19.7 £ 11.1
per patient, Seventeen patients (43%) had positive lymph nodes, There were
mo in-hospital deaths within 30 days, Twenty-two patients did not require
postoperative ventilatory support. Vital capacity decreased to 5% * 115 of
the preaperative values, and forced expiratory volume in 1 second de-
ereased to 82% £ 16%. Conelusions: Thoracoscopic mediastinal lymphade.
nectomy is technically feasible, and its completeness is comparable to that
of the open technique. The decline in pulmonary function is significantly
less than that seen in our previons experience with the open technique,
(J Thorac Cardiovase Surg 1996;112:1333-41)
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Abstract

A technique for endoscopic-assisted oesophagectomy is described using either a lateral or
prone position for the oesophageal dissection. In a consecutive series of 34 patients, two were
found to have hepatic deposits at preliminary laparoscopy, and four were inoperable at
thoracescopic staging. A further two had fibrous obliteration of the pleural cavity. Of the 26
pracedures, 20 were performed in the lateral position and six in the prone position. There was
one conversion to open thoracotomy due to massive aortic bleeding. There were no deaths.
Postoperative complications included pneumonia (n = 3), recurrent laryngeal nerve palsy (n = 2)
and one anastomotic leak. The median postoperative stay was 12 days (range 9-30 days). It is
suggested that the prone position has technical advantages and reduces the postoperative
respiratory complications.

Session IV Esophageal Disease

Thoracoscopic Esophagectomy: Technique and

Initial Results

Dominique Gossot, MD, Pierre Fourquier, MD, and Michel Celerier, MD

Department of Surgery, Saint-Louis Hospital, Paris, France

To reduce the high morbidily rate associated with esoph-
ageal surgery, we have developed a technique of thora-
coscopic esophagectomy. A feasibility study was first
carried out in an animal model and a specific instrument
was developed for this purpose. Esophagectomy using a
right thoracoscopic approach was attempled in 15 pa-
tients, 13 males and 2 females whose average age was 48
years. Indications consisted of squamous cell carcinoma
in 10 patients, adenocarcinoma in 1, and caustic stenosis
ind. We used a technique that consisted of double-lumen
fracheal intubation and the creation of five ports. The
whole esophagus was mobilized thoracoscopically and
the esophagectomy was completed through the abdo-
men. The reconstruction was achieved using a gastric
pull-through, and the anastomosis was made in the neck.

There were three failures: in 1 patient there was a large
tumor, making the exposure unsafe, and, in 2 patients,
incomplete lung collapse made exposure of the posterior
mediastinum difficult. These 3 cases were converted info
a thoracotomy. The thoracoscopic dissection was success-
ful in the remaining 12 patients, The average time of the
thoracoscopic stage was 125 minutes, The postoperative
course was uneventful in 10 patients. Two patients had a
left atelectasis, Although our serles is limited, these
initial results indicate that thoracoscopic esophagectomy
is feasible, However, further evaluation of the technique
is needed to assess its benefit in terms of respiratory
morbidity.

(Annt Thorac Surg 1993:56:667-70)




Unlike other minimally invasive procedures, minimally invasive esophagectomy (MIE) has not been broadly
adopted. No matter what approach is used, MIE remains a very complex operation

TOPICS UNDER DEBATE



The primary goal of MIE is to decrease surgical morbidity associated with the open

appsrtqaé:ﬁnt, the majority of data derives from retrospective nonrandomized series and suggests that
mortality rates appear equivalent with some suggestion of benefit in terms of overall morbidity favoring a
minimally invasive approach
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Clinical outcomes of video-assisted thoracoscopic surgery
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Open versus minimally invasive esophagectomy: clinical outcomes
for locally advanced esophageal adenocarcinoma

matched analysis
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Tahle 2 Results of mets-analysis comparing MIE versus open and HMIE versus open exophagectomy
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The TRIALS

BMC
Surgery

STUDY PROTOCOL Open Access

Traditional invasive vs. minimally invasive
esophagectomy: a multi-center, randomized trial
(TIME-trial)

Minimally invasive versus open oesophagectomy for

patients with oesophageal cancer: a multicentre, open-label,
randomised controlled trial

ig Garcia, Suzanne 5 Gishertz,

RanpoMizEp CONTROLLED TRIAL

Minimally Invasive Versus Open Esophageal Resection

Three-year Follow-up of the Previously Reported Randomized Controlled Trial:

the TIME Trial

Jennifer Straatman, MD, PhD,* Nicole van der Wielen, MD,* Miguel A. Cuesta, MD, PhD,*
Freek Daams, MD, PhD," Josep Roig Garcia, MD, PhD, | Luigi Bonavina, MD, PhD,1
Camiel Rosman, MD, PhD,§ Mark I. van Berge Henegouwen, MD, PhD,Y
Suzanne S. Gisbertz, MD, PhD,Y and Donald L. van der Peet, MD, PhD*

The TIME trial is prospective, multi-center, randomized
study comparing traditional transthoracic esophageal

resection with minimally invasive resection for esophageal
cancer.



TIME TRIAL

June 1,2009 - March 31,2011

Amsterdam, Milan, Girona

18-75 years; cT1-3, NO-1, MO

At least 10 MIE

More than 30 oesophagectomies per year

56 open (laparotomy/thoracotomy); 59 MIE (thoracoscopy/laparoscopy)

Primary outcome: postoperative pulmory infection whitin first

2 weeks of surgery and during the whole stay in hospital

144 paticnts eligible for indusion

25 veere euchoded
11 requested 810
15, dedined particapation
for anather reason
3 had baro conourent
malignant lesions

115 randomiy alkocated

S asigned to
open oesophagect mmy

Hecadpaant treatment
72 e e i ot herapy
4 had chemotherapy alone

S included i the
intention- to: treat amalysi

=0 inchaded inthe per-protooo

ude-d
open surgery and
underarent MIO
2 developed metastasis
during necadjusant treatrment

59 asgred tol 10

Mecadjrmant treatment

5 bad dhemothespy done

58 included in the
nitention to-treat anakysis

=3 inchuded inthe per-protood

analyms”
Gwene mcuded
2 developed W HILECOG S
disorder after necadjiant
treatment, undersent
tmanshiatal oesophagechormy

Secondary outcomes: other complications (leaks, chylotorax,
reoperation,...); intraoperative data (blood loss,...); postoperative
data (ICU, VAS,...); histological data (lymhonodes, pStage, resection
margins, ...); mortality

1 had irresectable tumour
1 had intracperatye
rer metasians

1 deredopsed e bastasis
during neczdwant treatment
3 had imesectabde tumiooes

Figure: Trial profile
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Table 2: Frimary and secondary outcomes for the inbention. to- treat population

Tobde 3- Other ovtcomees of the intention-to- treat populaticn

Lower incidence of
pulmonary infection

Shorter hospital stay

Better short-
term QoL

No compromise in the
quality of resected
specimen

No significant differences in
complications

Less intraoperative
bleeding




Ranpomizenp ConTROLLED TRIAL

Minimally Invasive Versus Open Esophageal Resection

Final endpoints: long-term survival analysis:
thr e e_ye ar f 011 OW'u p Three-year Follow-up of the Pre»t/tf:):sTl,),/ N?Eeprar)gfd Randomized Controlled Trial:

Jennifer Straatman, MD, PhD,* Nicole van der Wielen, MD,* Miguel A. Cuesta, MD, PhD,*
Freek Daams, MD, PhD,” Josep Roig Garcia, MD, PhD,} Luigi Bonavina, MD, PhD,1
Camiel Rosman, MD, PhD,§ Mark I. van Berge Henegouwen, MD, PhD,Y
Suzanne S. Gisbertz, MD, PhD.Y and Donald L. van der Peet, MD, PhD*

Overall survival Disease free survival

No differences
between OS
(41,2% open vs
42,9 MIS) and
DFS (37,3%
open vs 42,9%
20 40 60 MIS)

Time

]
=
£
3
]
-
c
(7]
=)
]
o

Percent survival

FIGURE 2. Kaplan-Meier curves for comparison of overall sur

vival between open and minimally invasive esophagectom) TABLE 4. Multivariable Cox Regression Analysis for Overall Survival and Disease-free Survival
(FR, full responders with no residual tumor).
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] MIRO TRIAL

The MIRO trial is a prospective
multicentre controlled randomised
phase lll trial

ASSESSMENT FOR ELIGIBILITY

S0C § ADENCTART NS
MIDDLE / LOWER THIRD OF THORACKC ESOPHAGUS
ELIGIELE FOR VOR-LEWIS FROCEDURE

Y

v

CONTRANDICATION |
o tuneeny | [F—| LAPARDSCOPIC EXPLORATION

i
N IR TR ELIGIBLE FOR SURGERY

LAPARCSCOMC GASTRIC MOBILIZATION OPEMN GASTRIC MOBILIZATION
OPEN THORACIC ESOPHAGECTONY OPFEN THORACIC ESCPHAGECTORY
1\

30 days and every 6 months during 3 years

Shedays momalivy and gobal morkedity § dsease-free sundhal [DFS] § overall survival (35 f quality of life

Briez et al. BMC Cancer 2011, 11:310
httpifenane. biomedcentral.comy 147 1-2407/11/310
i BMC

Cancer

STUDY PROTOCOL Open Access

Open versus laparoscopically-assisted

oesophagectomy for cancer: a multicentre
randomised controlled phase lll trial - the MIRO trial

en *, Franc 4, M anrr enis ( 1,

wice Guillaume Pi

13 centers in France
at least 25 procedures

“...We hypothesise that HMIO based on the laparoscopic
procedure and an open thoracic approach may provide

a significant decrease in major postoperative
complications

without leading to any negative impact on oncological
outcomes...”

Secondary end points: 30 days mortality; 30 days overall
complications; major pulmonary complictions; DFS; OS.



RESULTS

219 Patients were assessed for eligibility

1 Did not have laparoscopy
available at the time

aof surgery

207 Underwent randomization

Figure 1. Screening, Randomization, and Follow-up of the Patients.

The NEW ENGLAND JOURNAL ¢f MEDICINE 01/2019

Hybrid Minimally Invasive Esophagectomy

for Esophageal Cancer

i, B. Meunier, D.

Primary end-point (major intraoperative and postoperative morbidity at
30 days): 36% HMIE vs 64% open (p<0,001). 77% lower risk of major
intraoperative and postoperative complications after esophagectomy

Secondary end-point: no differences in:
v’ mortality at 30 days
v’ intraoperative and postoperative overall morbidity BUT...

HYBRID MINIMALLY INVASIVE
SURGERY WAS ASSOCIATED WITH A
LOWER INCIDENCE OF MAJOR
PULMONARY COMPLICATIONS WITHIN
30 DAYS (18% vs 30%). 50% lower risk of
major pulmonary complications.



Besides no differences in : ...MIRO TRIAL

v" histologic findings; pathological tumor or node stage
v’ total number of nodes resected or positive
v Resection margin involvement

LONG- TERM RESULTS:

Hybrid minimally invasive
esophagectormy
Hybrid minimally invasive
esophagectomy

[:IF:.E-H esop ha gectonmy L - Dpen esop |‘|.;EE-;:'_EI ny

Hazard ratio for first tumor recurrence, second cancer, or death,

Hazard ratie for death, 0.67 (95% Cl, 0.44 to 1.01) 0.76 (95% C1, 0.52 to 1.11)

L 4
:
(]
5 F
5=
E :
z 2
ﬂ 1=
E 8
3 &
& s
L
g g
¥ :
a &
d

9 12 15 18 21 24 27 30 33 36 39 4% 45 48 51 54 57 60
Months

12 15 1& 21 24 27 30 33 36 30 42 45 48 5
Months

Median Overall Survival: Desease-free survival:

52,2 months among the 103 patients in hybrid- no differ significantly between two groups
procedure vs 47,6 among the 104 patients in DFS 3 years: 57% hybrid vs 48% open
open-procedure (not significant difference). DFS 5 years: 53% hybrid vs 43 % open

OS 3 years: 67% hybrid vs 55% open
OS 5 years: 60% hybrid vs 40% open
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Robotic-assisted minimally invasive esophagectomy versus the conventional minimally
invasive one:
a meta-analysis and systematic review

Dacheng Jin, MMed >34T, Liang Yao, MMed®'. Jun Yu, MMed>. Rong Liu, MD°. Tiankang Guo,
MD’.
Kehu Yang, MD>¥, Yunjiu Gou, MD*

Clinical Study

Robot-Assisted Hybrid Esophagectomy Is Associated
with a Shorter Length of Stay Compared to Conventional
Transthoracic Esophagectomy: A Retrospective Study

Hans C. Rolff, Rikard B. Ambrus, Mohammed Belmouhand, Michael P. Achiam,
Marianne Wegmann, Mette Siemsen, Steen C. Kofoed, and Lars B. Svendsen

Robotic surgery benefits from a stable 3-dimensional,
maghnified view and articulated instruments enabling
precise dissection with 7 degrees of freedom of
movement.

First experience with robot-assisted thoracoscopic
esophagolymphadenectomy for esophageal cancer

K. van Hilli:gi:rﬁlwrg.' J. Boone," W. A. Draaisma.' 1. A. M. J. Broeders," M. J. M. M. Giczeman,”
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Robot-sewn Ivor-Lewis anastomosis: preliminary
experience and technical details
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STUDY PROTOCOL Open Access

Robot-assisted minimally invasive

thoraco-laparoscopic esophagectomy versus Robot-assisted Minimally Invasive Thoracolaparoscopic

RanpomizeEpD CONTROLLED TRIAL

open transthoracic esophagectomy for resectable

esophageal cancer, a randomized controlled Esophagectomy Versus Open Transthoracic Esophagectomy
trial (ROBOT tria) - for Resectable Esophageal Cancer
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FIGURE 1. Trial Enroliment, Randomization and Follow-up.

Robot-assisted thoraco-laparoscopic esophagectomy
VS

Open transthoracic esophagectomy



ROBOT TRIAL: RESULTS

Primary endpoint (overall surgery-related complications): 32/54 (59%) after RAMIE vs 44/55 (80%) after OTE (p=0,02)

Others:
* Pulmonary complcations: 32% RAMIE vs 58% OTE (p=0,005)
* Cardiac complications: 22% RAMIE vs 47% OTE (p=0,006)
* No significant differences in mortality and in all other complications
Functional recovery at postoperative day 14 significantly better in RAMIE group (70%) vs OTE group (51%)
p=0.04
Short-temr QoL higher in RAMIE both at discharge and 6 weeks post-discharge

Pain scores (VAS, day 1-14)

' v v . v v v v ' v
4 L] 8 7 8 9 1 1" 1 1
Time postoperative (Days)

Mean postoperative pain (VAS) during first 14 days
significantly lover after RAMIE (p<0,001)



» Intraoperative outcomes:
- operative time : p <0,001
- blood loss: p <0,001
* No differences in radical resection, linph nodes retrieved
and all pathologic outcomes
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Robot-assisted minimally invasive esophagectomy (RAMIE) compared to
conventional minimally invasive esophagectomy (MIE) for esophageal cancer: a
propensity-matched analysis

E. Tagkalos,'** L. Goense "*',>* M. Hoppe-Lotichius,' J.P. Ruurda,’ B. Babic,! E. Hadzijusufovic,! W. Kneist,'

P.C. van der Sluis,! H. Lang,! R. van Hillegersberg,” P. P. Grimminger "=

'Deparrment of General, Visceral and Transplant Surgery, University Medical Center of the Johannes Guten-
berg University, Mainz, Germany and ~Department of Surgery, University Medical Center Utrecht, Utrecht,
the Netherlands

SUMMARY. Robot-assisted minimally invasive esophagectomy (RAMIE) is increasingly being applied as treat-
ment for esophageal cancer. In this study, the results of 50 RAMIE procedures were compared with 50 conventional
minimally invasive esophagectomy (MIE) operations, which had been the standard treatment for esophageal cancer
prior to the robotic era. Between April 2016 and March 2018, data of 100 consecutive patients with esophageal
carcinoma undergoing modified Ivor Lewis esophagectomy were prospectively collected. All operations were per-
formed by the same surgeon using an identical intrathoracic anastomotic reconstruction technique with the same
perioperative management and pain control regimen. Intra-operative and postoperative complications were graded
according to definitions stated by the Esophagectomy Complications Consensus Group. Data analysis was carried
out with and without propensity score matching. Baseline characteristics did not show significant differences between
the RAMIE and MIE group. Propensity score matching of the initial group of 100 patients resulted in two equal
groups of 40 patients for each surgical approach. In the RAMIE group, the median total lymph node yield was 27
(range 13—84) compared to 23 in the MIE group (range 11-48), P = 0.053. Median intensive care unit (ICU) stay
was 1 day (range 1-43) in the RAMIE group compared to 2 days (range 1-17) in the MIE group (£ = 0.029). The
incidence of postoperative complications was not significantly different between the two groups (£ = 0.581). In this
propensity-matched study comparing RAMIE to MIE, ICU stay was significantly shorter in the RAMIE group.
There was a trend in improved lymphadenectomy in RAMIE.

KEY WORDS: esophageal cancer, Ivor Lewis, MIE, minimally invasive, RAMIE.
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Fig. 1 Box-plot chart presenting the number of resected lymph nodes of MIE and RAMIE; (a) prior to pair matching; (b) after pair
matching. The unmatched group (a) reveals a statistical significance in favor of the RAMIE group (P = 0.043). Nonetheless the match-
paired group (b) shows a trend (P = 0.053) for the RAMIE group.
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Distribution of lymph node metastases in
esophageal carcinoma [TIGER study]: study
protocol of a multinational observational
study

Abstract

Background: An important parameter for survival in patients with esophageal carcinoma is lymph node status. The
distribution of lymph node metastases depends on tumor characteristics such as tumor location, histology, invasion
depth, and on neoadjuvant treatment. The exact distribution is unknown. Neoadjuvant treatment and surgical
strategy depends on the distribution pattern of nodal metastases but consensus on the extent of
lymphadenectomy has not been reached. The aim of this study is to determine the distribution of lymph node
metastases in patients with resectable esophageal or gastro-esophageal junction carcinoma in whom a
transthoracic esophagectomy with a 2- or 3-field lymphadenectomy is performed. This can be the foundation for a

uniform worldwide staging system and establishment of the optimal surgical strategy for esophageal cancer
patients.

(Continued on next page)

(Continued from previous page)

Methods: The TIGER study is an international observational cohort study with 50 participating centers. Patients
with a resectable esophageal or gastro-esophageal junction carcinoma in whom a transthoracic
esophagectomy with a 2- or 3-field lymphadenectomy is performed in participating centers will be included.
All lymph node stations will be excised and separately individually analyzed by pathological examination. The
aim is to include 5000 patients. The primary endpoint is the distribution of lymph node metastases in
esophageal and esophago-gastric junction carcinoma specimens following transthoracic esophagectomy with
at least 2-field lymphadenectomy in relation to tumor histology, tumor location, invasion depth, number of

lymph nodes and lymph node metastases, pre-operative diagnostics, neo-adjuvant therapy and (disease free)
survival.

Discussion: The TIGER study will provide a roadmap of the location of lymph node metastases in relation to
tumor histology, tumor location, invasion depth, number of lymph nodes and lymph node metastases, pre-
operative diagnostics, neo-adjuvant therapy and survival. Patient-tailored treatment can be developed based
on these results, such as the optimal radiation field and extent of lymphadenectomy based on the primary
tumor characteristics.

Trial registration: NCT03222895, date of registration: July 19th, 2017.

Keywords: Esophageal cancer, Lymph node metastases, Lymphadenectomy, Esophagectomy,




OUR EXPERIENCE

in Minimally Invasive
Esophagectomy



Chirurgia Robotica
Dipartimento di Scienze Chirurgiche — Universita di Torino
Clinica Chirurgica | prof. M. Morino

Gennalo 2002 — Gennaio 2005

65 pazienti — 68 procedure
27 M - 38 F — Eta media 46.2 (range 18 - 72)

Procedure Robotiche N ° pazienti con\ll\érsioni
Plastica anti-reflusso 26* 1 (4.3%)
Surrenalectomia 22 (6right-8left) 4 (28.6%0)
Cholecistectomia 10 0
Miotomia sec. Heller + plastica 4 0
antirefluscco sec Dor
Emicolectomia dx 3 1 (33%) open

* +3 colecistectomie associate




~ DIPARTIMENTO DI SCIENZE CHIRURGICHE
Clinica Chirurgica | — Universita di Torino (Prof. M. Morino)

BY-PASS GASTRICO LAPAROSCOPICO
f el - ROBOT-ASSISTITO
N novembre 2007 — luglio 2019

358 pazienti (306 F/ 52 M)
ETA 41.2 = 8.2 (22 — 62) anni
PESO 115.3 =+ 13.9 (83 — 146) Kg
BMI 43.4 + 3.4 (33.7 — 49.8) kg/m?
EW% 98.2 = 18.1 (55.1 — 129.1) %




From 23th April 2018 we performed 25 esophagectomies
with minimally invasive approach.



CLINICA CHIRURGICA | — DIPARTIMENTO DI SCIENZE CHIRURGICHE
UNIVERSITA’ di TORINO
Prof. Morino M.

CASISTICA ESOFAGECTOMIA MINI-INVASIVA (MIE)

Aprile 2018 — Luglio 2019
N° pazienti 25
Maschi/Femmine 22/3

Eta 69.5 (range 45-82)

Tipo 1stologico AdenoCa 22 Ca squamoso 3

Sede: Cardias Siewert 1 8 casi Siewert2 6 casi Siewert 3
Esofago prossimale 2 casi
Esofago medio 4 casi
Esofago distale 4 casi

Trattamenti preoperatori: 1
Chemio:

Rx

Chemio + Rx




CLINICA CHIRURGICA | — DIPARTIMENTO DI SCIENZE CHIRURGICHE
UNIVERSITA’ di TORINO
Prof. Morino M.

CASISTICA ESOFAGECTOMIA MINI-INVASIVA (MIE)

Aprile 2018 — Luglio 2019
Tipo di intervento:

Ivor Lewis (laparo addome +
robotica toracica)

Mc Keown (robotica toracica, laparo
addominale, cervicotomica)

Tempi1 operatori

Conversioni: tempo addominale: 1 caso di conversione open
tempo toracico : 0




PORT PLACEMENT IN
ROBOT-ASSISTED THORACOSCOPY IN
IVOR-LEWIS PROCEDURE
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CLINICA CHIRURGICA | — DIPARTIMENTO DI SCIENZE CHIRURGICHE
UNIVERSITA’ di TORINO
Prof. Morino M.

CASISTICA ESOFAGECTOMIA MINI-INVASIVA (MIE)
Aprile 2018 — Luglio 2019
Tempi operatori: 320 (244-520) min

Complicanze maggiori Fistola anastomotica: 1
Emotorace dx: 1

Complicanze minori 2 casi FA cardiovertita farmacologicamente
1 ritenzione urinaria

Mortalita a 30 gg 0

Reinterventi: 2

Degenza in ICU: 2,3 gg (range 1-7)

Degenza totale: 15.5 gg (range 10-38)

Dolore post-operatorio 1,8
(mean score VAS):




CLINICA CHIRURGICA | — DIPARTIMENTO DI SCIENZE CHIRURGICHE
UNIVERSITA’ di TORINO
Prof. Morino M.

CASISTICA ESOFAGECTOMIA MINI-INVASIVA (MIE)

Aprile 2018 — Luglio 2019

Stadio TNM: PTINO 3 casi
pT2NO 5 casi

pT3NO 8 casi
pT3N1 5 casi
pT3N2 4 casi

N° linfonodi asportati 23.9 (range 10-32)

Margini di resezione: Indenni: 24
Margine circonferenziale < 1 mm: 1




