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Esophageal Cancer:
5-Year Relative Survival Rates

Percent of Esophageal Cancer Patients Surviving Five Years: (21.7%)

O



Here to stay and
getting wotrse

Esophageal CA

Rate ratio (relative to 1975)

1975 1980 1985 1990 1995 2000
From: Pohl H, Welch HG. Natl Cancer Inst 2005



ESOPHAGECTOMY APPROACHES



First description 1946

GOLD STANDARD for
the next 50 years

OPEN SURGERY:

Laparotomy

Thoracotomy

Intra-thoracic

anastomosis COMPLICATIONS:
Mortality 2- 20%
MI 1%
SVT 13%
DVT 19%

LEAK 11-20%
STRICTURE 5-40%
RESP 25-47%

Ann Thorac Surg
2018;105:1583-8
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MIS IVOR LEWIS
ESOPHAGECTOMY

James Luketich, MD
UPMC

Complete Laparoscopic and
Thoracoscopic approach



Minimally Invasive Esophagectomy
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© Heart, Lung and Esophageal Surgery Institute
University of Pittsburgh Medical Center
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Minimally invasive esophagectomy
In the elderly.

Perry Y. Fernando HC. Buenaventura PO. Christie NA. Luketich JD.
J Soc Laparoendoscopic Surgeons. 6(4):299-304, 2002 Oct-Dec.

MIE was Ivor Lewis Type (laparoscopy and thoracoscopy)
41 pts > 75 yo
No perioperative deaths
Major Morbidity 19%
I pneumonia, 1 tracheal tear, 1 chylothorax,

I MI, 3 leaks



Robotic Platform consists
of:

« Patient/Bedside tower
« Power Cart
« Surgeon console



Advantages
ROBOTIC ESOPHAGECTOMY

Complete control Better
of the operative visualization- 3D
field and high definition

Better lymph node
harvest

Increased
dexterity and
precision in
dissection

Replicate my open Evaluate the
2-layered hybrid conduit vascularity
anastomosis w Firefly

Easier dissection
of greater curve
spleen

My bias ‘Quicker
back to life’










TABLE 2 Case series of Ivor-Lewis RAMIE

Pathology (%)
Author Year n Country ScC Adeno Other
Cerfolio® 2013 16 USA 19 81 0
de la Fuente®® 2013 50 USA 6 92 2
Hernand("‘" 2013 52 USA 6 He 6
Trugeda™’ 2014 14 Spain 36 64 0
Hodari*® 2015 54 USA 6 85 9
Wee™* 2016 20 USA 10 75 15
Egberts®? 2017 75 Germany 0 96 4
Zhang®! 2018 61 China 95 0
Meredith*® 2018 147 USA 10 86 4
Potscher®! 2019 11 Austria NA NA NA
Wang*? 2019 31 China 71 26
var der Sluis®® 2020 100 Germany 19 79

Average

Ann Gastroenterol Surg. 2020;4:608-617

Op time
367°
445
442
222°
362
455°
392°
316
415
389°
387
415

EBL
60°
146
NA
75°
74
275°
172°
189
158
NA
110°

HLN
18°
20
19
18°
16

29
19
20
NA

Complications (%)
Chyle
Pneumonia RNinjury Anastleak leak Mortality®
0 0 0 0 0
10 NA 20 4.0 0
9.6 NA 1.9 3.8 0
0 0 71 14 0
14 NA 55 23 19
10 NA 0 10 0
NA NA 9.6 NA 3.9
6.6 8.2 9.8 1.6 0
6.8 NA 2.7 3.4 14
NA NA 18 NA NA
3.2 NA 6.5 NA 0
12 3.0 8.0 4.0 3.0
8.5 4.2 5.6 3.7 1.5 @
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ANASTOMOTIC TECHNIQUE

Hybrid Orringer anastomosis

45 mm blue load back wall

2 layer outer wall closure

e 3-0 PDS (Connel stitch) currently switch to 3-0 Stratafix (continuous)
e 3-0 silk Lembert

El Zaeedi, M., Geraci, T. (2024). Esophagectomy: Approaches and Surgical Techniques. In: Ng, T., Geraci, T. (eds) Thoracic Surgery
Clerkship. Contemporary Surgical Clerkships. Springer, Cham. https://doi.org/10.1007/978-3-031-44645-0_33



FIREFLY USE

Check pulse on gastroepiploic arcade
After conduit creation

After conduit pull up

During revisional surgery

—






CONCLUSIONS:

* Robotic platform is the preeminent MIS tool to perform
esophagectomy for patients with cancer

* Robotic esophagectomy combined with neoadjuvant
chemo/ 10 treatment has the potential for improved
patient survival

* Patients with esophageal cancer require a team approach

* MIS esophagectomy results in better patient outcomes

Gary Chmielewski, MD, FACS

AdventHealth Orlando Medical Director

of Robotic Thoracic Surgery

Minimally Invasive Thoracic Surgeons Group
www.garychmielewski.com

M: 248.321.5411. O: 407.821.3550
gary.chmielewski.md@adventhealth.com
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