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Purpose: For locally advanced esophageal cancer, definitive concurrent chemoradiotherapy (CCRT) with a radiation dose of 50–50.4
Gy/25-28 Fx is prescribed, followed by adjuvant esophagectomy for better local control or salvage treatment if locoregional recurrence
occurs. However, radiation injury before surgery may delay wound healing. We performed cervical anastomosis directly inside the left
supraclavicular fossa (SCF), the irradiation target for esophageal cancer. The significance of radiation injury in patients with cervical
anastomotic leak (AL) remains unclear. Thus, we assessed the influence of radiation on cervical AL in patients undergoing
preoperative CCRT followed by esophagectomy.
Patients and Methods: We defined the SYC zone, a portion of the region overlapping the left SCF. The radiation dose to the SYC
zone was analyzed and correlated with AL in patients with locally advanced esophageal squamous cell carcinoma (ESCC) who were
administered preoperative CCRT (radiation dose with 50–50.4 Gy/25-28 Fx to the primary esophageal tumor) followed by esopha-
gectomy between October 2009 and January 2018. Receiver operating characteristic curve analysis and logistic regression were used
to identify the optimal radiation factor to predict AL and the cutoff value.
Results: The optimal radiation factor to predict AL was the mean dose to the SYC zone (area under the curve (AUC)=0.642), and the
cutoff point of the mean dose was 48.55 Gray (Gy). For a mean SYC zone dose ≥48.55 Gy, the AL risk was sevenfold greater than that
for <48.55 Gy (OR = 7.805; 95% CI: 1.184 to 51.446; P value = 0.033).
Conclusion: Recognizing the SYC zone as an organ at risk and performing radiation evaluation are meaningful. A reduced mean dose
of the SYC zone below 48.55 Gy results in a lower cervical AL rate following esophagectomy.
Keywords: esophageal squamous cell carcinoma, preoperative concurrent chemoradiotherapy, radiation therapy

Introduction
Preoperative concurrent chemoradiotherapy (CCRT) followed by additional esophagectomy has demonstrated superior
outcomes for locally advanced esophageal cancer compared with surgery alone.1–3 However, this protocol is associated
with some risks. Previous studies have reported that more than 60% of patients have postoperative morbidities, which

Cancer Management and Research 2022:14 1603–1613 1603
© 2022 Chou et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php
and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Cancer Management and Research Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 22 December 2021
Accepted: 24 April 2022
Published: 2 May 2022

http://orcid.org/0000-0002-7352-9955
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
http://www.dovepress.com/permissions.php
https://www.dovepress.com


result in excessive expenditures and a prolonged hospital stay.4–6 One common postoperative complication is anastomotic
leak (AL), which occurs in 0–34% of patients.7–9 AL increases not only the chance for reoperation4 but also the risk of
anastomotic stricture because local inflammation due to leak induces scarring.10,11

Concerns have been raised regarding the increased surgical mortality resulting from preoperative CCRT. Specifically,
radiation injury may occur even before a wound is formed and can subsequently delay the healing process. Factors that
are related to radiation injury causing delayed wound healing include the dose, site, and volume. Ran et al12 reported that
the average healing time was significantly increased when the dose of total skin irradiation exceeded 4 Gray (Gy) in rats
compared to that for a simple wound without irradiation. They also showed that unclosed damage with increased
irradiation doses was significantly proportional to the recovery time kinetics. Additionally, Fujiwara et al13 observed poor
healing with mucosal color change, and subsequent mucosal necrosis of the proximal gastric graft increased the tendency
of AL.

The influence of the radiation dose to the gastric fundus on esophageal AL has been discussed. Goense et al revealed
that radiation dose to the gastric fundus has a significant impact on the risk of AL after transthoracic esophagectomy with
cervical anastomosis.14 Vande Walle et al found that the dose of preoperative CCRT to the gastric fundus determines
anastomotic complications after esophagectomy with intrathoracic anastomosis.15 However, hardly any data are available
on the effect of radiation dose to the neck on the rate of cervical AL after esophagectomy. Cervical anastomosis
performed deep into the neck is a commonly used method for esophagectomy but has demonstrated a higher risk of AL
than intrathoracic anastomosis.16 The conduit and cervical esophagus are sutured.17 Because the cervical anastomosis
area is just inside the supraclavicular fossa (SCF), which is the irradiated target for esophageal cancer at our hospital, the
significance of radiation injury in cervical AL remains unknown. The present study aimed to evaluate the radiation dose
to the modified left SCF (SYC zone) and its influence on cervical AL in patients undergoing esophagectomy.

Materials and Methods
Patients
We retrospectively reviewed the medical records of esophageal cancer patients who underwent esophagectomy between
October 2009 and January 2018. Two hundred thirty-one patients were pathologically confirmed to have squamous cell
carcinoma. We screened patients who had received preoperative CCRT before esophagectomy for eligibility. Patients
with cervical esophageal cancer, those who received radiation doses less than 50 Gy and those with noncervical
anastomosis were excluded. Ultimately, a total of 75 patients who had undergone preoperative CCRT with a dose ≥50
Gy followed by adjuvant or salvage esophagectomy for thoracic esophageal squamous cell carcinoma (ESCC) were
included. Among the 75 patients, 15 had original computed tomography (CT) simulation scans that were not assessed for
damage, so radiation dose-volume (D-V) evaluation could not be performed. Eventually, 60 patients were included in the
radiation D-V analysis, and all the conduits were gastric tubes. All the database records are deidentified. The study was
approved and exempted from written informed consent by the Institutional Review Boards of the Chang Gung Medical
Foundation at Taipei, Taiwan (permit number: 202100956B0) and was conducted in compliance with the Declaration of
Helsinki and other ethical guidelines.

Treatment
The prescribed radiation therapy (RT) dose to the primary esophageal tumor and thoracic gross lymph nodes (LNs) was
at least 50–50.4 Gy in 25–28 fractions (fx). The gross LNs located in the SCF or mediastinum above the sternal notch
level received a local boost (total dose: 60–66.6 Gy in 30–37 fx). No other boost dose was delivered to the primary
esophageal tumor or non-SCF LNs, except the mediastinal LNs located above the sternal notch level where surgical
approach is difficult, to avoid additional toxicity to lung, heart and spinal cord.

A prophylactic field covering the bilateral SCF, esophagus, mediastinum, and celiac trunk area was determined based
on the doctor’s experience and clinical considerations. The prophylactic dose prescribed ranged from 40 to 41.4 Gy in
20–23 fx to 50–50.4 Gy in 25–28 fx. The planning target volume was expanded with 0.5–1.0 cm margins from the targets
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in all directions for setup error. Two-dimensional RT, three-dimensional conformal RT, inverse plan intensity-modulated
radiotherapy or volumetric modulated arc therapy were performed, with 6- or 10-MV photons delivered.

Chemotherapy was performed concurrently with RT and consisted of cisplatin (75 mg/m2; 4-hour drip) on day one
and 5-fluorouracil (1000 mg/m2; continuous infusion) on days 1–4 every 3–4 weeks. Carboplatin was prescribed instead
of cisplatin for patients with creatinine clearance <60 mL/min.

The patients who received surgery underwent esophagectomy with cervical esophagogastrostomy, two-field lympha-
denectomy, and reconstruction of the gastrointestinal tract with a gastric tube. Esophagectomy was performed via video-
assisted thoracic surgery (VATS), robotic-assisted surgery, or open thoracostomy. The esophagus was transected above
the level of the sternal notch, and a cervical incision was made parallel to the medial part of the left sternocleidomastoid
muscle (SCM). The cervical esophagus was then brought to the site of cervical anastomosis. The proximal gastric conduit
was delivered via the posterior mediastinal or retrosternal route into the left cervical lesion, and hand-sewn or hybrid-
stapled anastomosis was performed. There was no routine procedure to perform neck dissection, even for those with
gross LNs who received an RT boost, unless the preoperative survey results revealed a positive neck lymph node. In our
study, no further neck dissection was performed.

Defining the SYC Zone
The SYC zone is a frame from a particular region that overlaps with the left SCF and is defined as follows: the upper
edge starts at the end of the inferior margin of the cricoid cartilage, the lower edge ends above the sternal notch, the
medial border is the vertical midline of the anterior surface of the spinal cord, the trachea is subtracted, the esophagus is
added, the posterior edge is the horizontal line of the front surface of the vertebral body minus the lung, the lateral
boundary is the vertical line of the lateral margin of the left SCM or the medial edge of the clavicle, and the anterior
border is the cover of the neck skin. This area can be outlined in the order shown in Figure 1. An example of the
delineation is provided in Figure 2.

Figure 1 The SYC zone should be outlined in this order.
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Gastric Fundus Delineation
The gastric fundus was retrospectively contoured on the pretreatment planning CT. From the most proximal part of the
stomach located within the diaphragmatic dome, 1-cm transverse sections in the caudal direction were contoured.14,15

Data Collection and Analysis
The diagnosis of AL depended on an esophagogram on the 7th to 10th postoperative day or the clinical presentation. To
evaluate RT dosimetry, all the original RT data from each patient were retrieved and transferred to the RayStation v8.1
(RaySearch Laboratories AB, Sweden) radiation treatment planning system (TPS) software for analysis. One radiation
oncologist contoured each eligible patient’s SYC zone and gastric fundus on the CT simulation scan using RayStation
v8.1 TPS software. Within the SYC zone and gastric fundus, the dose distribution was analyzed using D-V histograms.

The mean dose, maximum dose and percentage of the SYC zone and gastric fundus volume that received 5 Gy (V5), 10
Gy (V10), 15 Gy (V15), 20 Gy (V20), 25 Gy (V25), 30 Gy (V30), 35 Gy (V35), 40 Gy (V40), 45 Gy (V45), and 50 Gy
(V50) were analyzed. Proportions and means with standard deviations (SDs) were used to describe the distributions of the
categorical and continuous variables of demographic characteristics, clinical data, and radiation dose factors. Receiver
operating characteristic (ROC) curve analysis was performed to identify the RT cutoff value, followed by converting the
continuous radiation dose factor into a binary variable. A logistic regression model was used to verify the relationship
between the binary radiation dose factor and cervical AL. All significance testing was unpaired and 2-sided, with p < 0.05
required to claim statistical significance. The statistical software SPSS was used (version 22.0; IBM Corp., Armonk, NY).

Figure 2 An example of the delineation of the SYC zone is shown in the sub-figures (A–L) sequentially. The upper edge starts at the inferior margin of the cricoid cartilage
(A and B), and the lower edge ends above the sternal notch (K and L).
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Results
A total of 60 patients were reviewed in this study, comprising 56 (93.3%) men and 4 (6.7%) women with a median age of
52.7 years (from 36.0 to 68.0 years). Most of the patients had an Eastern Cooperative Oncology Group (ECOG)
performance score of 1 (76.7%) and a preoperative albumin level of ≥4 (70.0%). The mean (SD) preoperative albumin
level and estimated glomerular filtration rate (eGFR) were 4.2 g/dL (0.6) and 89.7 mL/min (24.4), respectively. The
duration between RT completion and operation was 10.8 weeks (from 5.0 to 27.0 weeks). The major route for
reconstruction was the posterior mediastinal route (85.0%), the most anastomotic technique was hand-sewn (93.3%),
and the most common surgery type was robot-assisted surgery and VATS (88.3%). The pathological complete response
(pCR) rate was 48.3%, and 28.3% of patients had AL. Eighteen of the 60 patients received a lymph node boost dose. The
boost dose prescribed to the LNs located in the SCF or above the sternal notch level was 65.7 Gy (1.2). The mean and
maximum doses to the SYC zone were 41.9 Gy (17.2) and 57.2 Gy (19.2), respectively. The percentage of the SYC zone
volume between V5 and V50 was 87.9% (27.8) and 45.2% (34.6), respectively (Table 1). Table 2 shows the results of
ROC curve analysis for the ability of the radiation dose factors of the SYC zone to predict AL in ESCC patients. The
mean dose had the largest area under the curve (AUC), which revealed an optimal diagnostic cutoff point of 48.55 Gy for
AL (AUC = 0.642; sensitivity = 0.647; specificity = 0.651). Table 3 shows the results of ROC curve analysis to determine
the ability of the radiation dose delivered to the gastric fundus to predict AL in ESCC patients. V10 had the largest area
under the curve (AUC), which revealed an optimal diagnostic cutoff point of 98.50% for AL (AUC = 0.595; sensitivity =
0.588; specificity = 0.326). Table 4 shows the result of univariate and multivariate logistic regression analyses to verify
the cutoff point of the radiation dose factor from the ROC curve analysis. The binary variable of the mean dose of the
SYC zone was associated with AL in esophageal cancer patients in the univariate logistic model (OR = 3.422; 95% CI:
1.056 to 11.092; P value = 0.040). After controlling for gender, age, ECOG performance status, preoperative albumin
level, duration between RT completion and operation, placement route, anastomotic technique, surgery type and V10 of
the gastric fundus, the binary variables of the mean dose of the SYC zone were still associated with AL in esophageal
cancer patients (OR = 7.805; 95% CI: 1.184 to 51.446; P value = 0.033). For a mean dose of the SYC zone ≥48.55 Gy,
the risk of AL was sevenfold greater than that for <48.55 Gy. Twenty-six (43.3%) cases had a SYC zone mean dose
≥48.55 Gy, and the AL rate was 42.3%. The SYC zone mean dose of the remaining 34 (56.7%) cases was <48.55 Gy, and
the probability of AL was 17.6%.

Discussion
Preoperative CCRT followed by esophagectomy is the standard therapy for locally advanced esophageal cancer. Some
studies have concluded that preoperative CCRT increased the risk of AL after esophagectomy, but others have reported
conflicting results. Morita et al retrospectively reviewed 686 patients, 376 of whom had received preoperative CCRT
(30–42 Gy).18 Preoperative CCRT was found to be an independent predictor of postoperative complications, and the
incidence of AL was 28% in the preoperative CCRT group vs 16.5% in the primary surgery group (p < 0.01). However,
another randomized controlled trial revealed that the rates of postoperative AL were similar between the preoperative
CCRT (40 Gy/20 fx) plus surgery group and surgery alone group (8.6% vs 12.3%; p = 0.228).19 It is speculated that this
contradictory conclusion may be because only the presence or absence of CCRT has an effect on the rate of surgical
complications, and there is a lack of radiation dose-related factors for specific regions. We believe that, for investigations
exploring whether CCRT affects postoperative complications, the focus should be on the irradiated field and the radiation
dose. Vande Walle et al15 reported that in patients undergoing preoperative CCRT (36 Gy) followed by Ivor Lewis
esophagectomy, the rate of AL was related to the median total dose to 50% of the volume (D50) of the gastric fundus. In
their study, gastric fundus was outlined, and the radiation dose in this area was analyzed. In contrast, Koëter et al20

showed that the radiation dose (CCRT: 41.4 Gy) to the proximal part of the stomach had no influence on AL after
transhiatal esophagectomy. Our results revealed that there was no significant difference in the incidence of postoperative
AL between the patients with different fundus radiation doses. Possible reasons are that the radiation dose delivered to
the primary lesions in this study was a definitive dose of 50–50.4 Gy, which was higher than the dose of nCCRT in the
abovementioned studies and exceeded the dose cutoff point by approximately 30 Gy, resulting in no difference in the
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Table 1 Characteristics of ESCC Patients Treated with Preoperative CCRT
Followed by Additional Esophagectomy (N = 60)

Characteristic Value

Gender

Male 56 (93.3%)

Female 4 (6.7%)
Age 52.7 ± 6.3 (36.0–68.0)

ECOG

1 46 (76.7%)
2 14 (23.3%)

Preop albumin
<4 g/dL 14 (23.3%)

≥4 g/dL 42 (70.0%)

Unknown 4 (6.7%)
Preop albumin (g/dL) 4.2 ± 0.6 (2.6–6.8)

Preop eGFR (mL/min) 89.7 ± 24.4 (45.0–162.0)

Duration between RT completion and operation (week) 10.8 ± 4.2 (5.0–27.0)
Placement route

Posterior mediastinal route 51 (85.0%)

Retrosternal route 9 (15.0%)
Anastomotic technique

Hand-sewn 56 (93.3%)

Hybrid & stapled 4 (6.7%)
Surgery type

Open 7 (11.7%)

Robot-assisted surgery and VATS 53 (88.3%)
T stage

T1b 2 (3.3%)

T2 2 (3.3%)
T3 27 (45.0%)

T4a 9 (15)

T4b 20 (33.3%)
N stage

N1 24 (40%)

N2 27 (45%)
N3 9 (15%)

pCR

Yes 29 (48.3%)
No 31 (51.7%)

Anastomotic leak

Yes 17 (28.3%)
No 43 (71.7%)

Lymph nodes boost dose (Gy) 65.7 ± 1.2 (50.0–66.6)

Radiation dose factors of the SYC zone
Mean dose (Gy) 41.9 ± 17.2 (21.0–64.4)

Max. dose (Gy) 57.2 ± 19.2 (12.7–43.0)

V5 87.9 ± 27.8 (0–100)
V10 85.2 ± 30.1 (0–100)

V15 83.5 ± 31.0 (0–100)

V20 82.0 ± 31.6 (0–99.9)
V25 80.0 ± 32.0 (0–99.7)

V30 77.4 ± 32.4 (0–99.4)

V35 73.8 ± 32.3 (0–99.0)

(Continued)
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effect on AL. In addition, since the gastric fundus is hollow, the area outlined on the preoperative CT simulation scan
cannot be equal to the true area of the gastric fundus that is irradiated, which may lead to inaccurate dose analyses. When
performing esophagectomy, the surgeon will decide how much of the fundus to remove based on factors such as the
patient’s body size, the need for a safe margin, the length of the gastric tube, and intraoperative blood flow in the
stomach. Therefore, there is more uncertainty in the dose assessment of the preoperative gastric fundus. We cannot ignore
the fact that since the fundus or proximal stomach is hollow, the actual shape will change irregularly. In addition, this
region may be partially removed during esophagectomy. There may also be errors in the analysis of radiation dose,
causing inconsistent results. At our hospital, the gastric tube and cervical esophagus were sutured together to the SYC
zone. Our results highlighted that the radiation mean dose to the SYC zone, an undistorted area, significantly correlated

Table 1 (Continued).

Characteristic Value

V40 67.9 ± 33.4 (0–98.4)

V45 57.4 ± 35.0 (0–96.4)

V50 45.2 ± 34.6 (0–94.3)
Radiation dose factors of the gastric fundus

Mean dose (Gy) 24.3 ± 14.5 (0.6–53.5)

Max. dose (Gy) 42.6 ± 18.6 (1.0–56.7)
V5 80.3 ± 35.1 (0–100)

V10 70.4 ± 38.1 (0–100)

V15 61.8 ± 38.5 (0–100)
V20 52.4 ± 36.8 (0–100)

V25 44.2 ± 33.7 (0–100)

V30 37.8 ± 31.4 (0–100)
V35 32.1 ± 29.7 (0–100)

V40 27.0 ± 27.2 (0–100)

V45 20.4 ± 24.8 (0–100)
V50 11.5 ± 19.0 (0–98.9)

Notes: Values are number (%) or mean ± SD (range).
Abbreviations: ESCC, esophageal squamous cell carcinoma; CCRT, concurrent chemoradiotherapy; ECOG,
Eastern Cooperative Oncology Group; Preop, preoperative; eGFR, estimated glomerular filtration rate; RT, radia-
tion therapy; VATS, video-assisted thoracic surgery; pCR, pathological complete response; Gy, gray; Max, maximum.

Table 2 ROC Value Between AL and Dose to the SYC Zone

Radiation Dose Factor AUC 95% CI Cutoff Point Sensitivity Specificity

Mean dose (Gy) 0.642 0.478 to 0.805 48.55 0.647 0.651

Max. dose (Gy) 0.636 0.456 to 0.816 59.45 0.647 0.744

V5 0.447 0.301 to 0.594 98.355 0.882 0.326
V10 0.447 0.301 to 0.593 95.19 0.882 0.326

V15 0.466 0.318 to 0.615 96.795 0.824 0.372

V20 0.470 0.319 to 0.621 91.995 0.824 0.372
V25 0.523 0.368 to 0.677 72.135 0.882 0.279

V30 0.526 0.368 to 0.684 55.48 0.882 0.256

V35 0.530 0.368 to 0.692 92.03 0.588 0.535
V40 0.539 0.375 to 0.703 92.85 0.412 0.744

V45 0.530 0.359 to 0.701 87.595 0.412 0.767

V50 0.562 0.390 to 0.734 55.715 0.647 0.558

Abbreviations: ROC, receiver operating characteristic; AL, anastomotic leak; AUC, area under the curve; CI, confidence interval; Gy,
gray; Max, maximum.
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Table 3 ROC Value Between AL and Dose to the Gastric Fundus

Radiation Dose
Factor

AUC 95% CI Cutoff Point Sensitivity Specificity

Mean dose (Gy) 0.531 0.364 to 0.697 32.50 0.412 0.279

Max. dose (Gy) 0.481 0.309 to 0.653 55.17 0.235 0.093

V5 0.575 0.414 to 0.737 99.64 0.706 0.535
V10 0.595 0.432 to 0.758 98.50 0.588 0.326

V15 0.583 0.419 to 0.746 92.56 0.529 0.302

V20 0.568 0.400 to 0.735 84.67 0.412 0.209
V25 0.536 0.370 to 0.701 70.94 0.412 0.233

V30 0.521 0.353 to 0.688 47.59 0.471 0.326
V35 0.511 0.346 to 0.676 16.72 0.706 0.581

V40 0.488 0.319 to 0.656 47.76 0.294 0.209

V45 0.462 0.292 to 0.633 40.63 0.235 0.093
V50 0.436 0.277 to 0.596 27.05 0.176 0.116

Abbreviations: ROC, receiver operating characteristic; AL, anastomotic leak; AUC, area under the curve; CI, confidence interval; Gy,
gray; Max, maximum.

Table 4 Predictors of AL in Patients with ESCC Treated with Preoperative CCRT Followed by Esophagectomy (N = 60)

Variable Univariate Logistic Regression Analysis Multivariate Logistic Regression Analysis

OR 95% CI P value OR 95% CI P value

Gender
Female Ref. Ref.

Male 1.200 0.116 to 12.411 0.878 1.821 0.099 to 33.546 0.687

Age 1.018 0.930 to 1.114 0.702 0.949 0.821 to 1.097 0.480
ECOG

1 Ref. Ref.

2 1.574 0.439 to 5.639 0.486 5.972 0.846 to 42.155 0.073
Preop albumin

<4 g/dL Ref. Ref.

≥4 g/dL 0.235 0.064 to 0.864 0.029 0.225 0.027 to 1.866 0.167
Duration between RT completion and

Operation (week) 1.039 0.911 to 1.184 0.569 1.056 0.862 to 1.292 0.599

Placement route
Posterior mediastinal route Ref. Ref.

Retrosternal route 0.273 0.031 to 2.374 0.240 0.564 0.036 to 8.870 0.684

Anastomotic technique
Hand-sewn Ref. Ref.

Hybrid & stapled 2.737 0.353 to 21.174 0.336 8.558 0.495 to 147.851 0.140

Surgery type
Open Ref. Ref.

Robot-assisted surgery and VATS 0.987 0.172 to 5.652 0.988 1.053 0.038 to 28.908 0.976

Mean dose of the SYC ZONE
<48.55 Gy Ref. Ref.

≥48.55 Gy 3.422 1.056 to 11.092 0.040 7.805 1.184 to 51.446 0.033

V10 of the gastric fundus
<98.5 Ref. Ref.

≥98.5 2.959 9.416 to 0.930 0.066 2.801 0.517 to 15.164 0.232

Abbreviations: AL, anastomotic leak; ESCC, esophageal squamous cell carcinoma; CCRT, concurrent chemoradiotherapy; OR, odds ratio; CI, confidence interval; Ref.,
reference group; ECOG, Eastern Cooperative Oncology Group; Preop, preoperative; RT, radiation therapy; VATS, video-assisted thoracic surgery; Gy, gray.
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with postoperative AL in ESCC patients who had received preoperative CCRT. We emphasize that the reference point of
the SYC zone is straightforward to reduce the intra observational variability in delineation. This reference point is helpful
to evaluate the radiation D-V to the SYC zone more consistently. To the best of our knowledge, no published study has
examined the impact of the radiation field on cervical anastomotic healing after esophagectomy. This study is the first to
assess the SYC zone, which includes the cervical esophagus and adjacent area of cervical anastomosis. According to
some experts, poor healing at the anastomosis site is a sign of AL.13 In our opinion, radiation is an extrinsic factor that
affects wound healing. Our study revealed that a mean dose to the SYC zone greater than 48.55 Gy increased the
tendency of AL, a finding that might be related to the effect of radiation on wound healing.

In Taiwan, up to 70% of patients with esophageal cancer have advanced disease at the time of diagnosis, making
surgery alone futile in most cases. Neoadjuvant concurrent chemoradiotherapy (nCCRT) with a lower RT dose followed
by planned esophagectomy, also known as trimodal therapy, is the current standard of care for the treatment of certain
esophageal cancers (eg, nonmetastatic and potentially operable). Yang et al19 included patients with potentially resectable
thoracic ESCC who were clinically staged as T1-4N1M0/T4N0M0 (stage IIB or III). The CROSS trial1 revealed clinical
stage T1N1M0 or T2–3N0–1M0 for inclusion. The nCCRT dose was prescribed at 40 Gy/20 fx or 41.4 Gy/23 fx, and
planned surgery at 4–6 weeks. The incidences of postoperative complications might be similar between the trimodal
therapy and surgery groups. According to the current National Comprehensive Cancer Network guidelines,21

a preoperative RT dose of 41.4–50.4 Gy/23-28 fx, and a definitive RT dose of 50–50.4 Gy/25-28 fx were suggested.
In 2015, nCCRT (41.4 Gy/23 fx) followed by esophagectomy was added to our treatment guidelines for select patients.
However, more than 90% of patients with locally advanced esophageal cancer were unfit for nCCRT or refused surgery
and had undergone CCRTwith 50–50.4 Gy/25-28 fx for noncervical esophageal cancer. In this study, 20 (33.3%) patients
were T4b, 36 (60.0%) patients were N2 or N3, and the CCRT dose was higher than that commonly used in nCCRT,
followed by esophagectomy for esophageal cancer. For local control is still unsatisfactory, additional esophagectomy
following definitive CCRT remains the superior modality to achieve local disease control. Fifty-seven patients underwent
adjuvant esophagectomy, and 3 patients underwent salvage esophagectomy for recurrent esophageal cancer after
definitive CCRT. To avoid the risks associated with radiation pneumonitis, which usually occurs 6 weeks after CCRT,
adjuvant esophagectomy is usually scheduled 8–10 weeks after CCRT.

The prominent disease phenotype in the Asia-Pacific region is ESCC rather than adenocarcinoma arising from
Barrett’s esophagus in Western countries. LN metastasis is common in ESCC patients, particularly those with locally
advanced disease. LN spread may extend from the neck and SCF to the celiac area. In Taiwan, ESCC accounts for up to
90% of all esophageal cancer cases. Some studies found that in ESCC patients, excluding those with celiac LN and
distant metastasis, up to 18.9% had supraclavicular LN (SCLN) metastasis, and 8.6% had neck LN metastasis at the time
of diagnosis.22,23 Although the dose was increased to the SYC zone, most physicians routinely irradiated the bilateral
SCF for prophylactic and curative intent. This enlarged radiation field decreases the rate of locoregional recurrence
considerably with respect to the results reported in the literature using standard radiation fields (18% vs >50%), in which
the clinical target volume was obtained by providing 4–5 cm globally accepted margins.24 For patients with gross LNs
located in the neck, SCF, or above the sternal notch level, where the surgical approach is complex, a boost dose of 60–
66.6 Gy was also routinely delivered to these LNs. Chen et al23 reported that SCLN metastasis was not a prognostic
factor in locally advanced ESCC patients receiving curative CRT with a local RT boost to the gross SCLNs (total dose:
60–66.6 Gy) and suggested that SCLNs should be considered regional LNs rather than distant LNs. SCLNs and LNs
located above the sternal notch level make the surgical approach more difficult. Local radiation boosts the elimination of
these difficult-to-resect LNs, making radical esophagectomy a worthwhile option to achieve a chance of cure.

For decades, the best anastomotic location (cervical and intrathoracic) for esophagectomy has been challenged by
surgeons. Krasnoff et al25 published that the AL rate was higher in cervical anastomosis than in intrathoracic anasto-
mosis. Biere et al16 reported that cervical anastomosis could be associated with a higher AL rate than thoracic
anastomosis (2–30% vs 0–10%). However, many surgeons believe that once an intrathoracic AL occurs, it may be
more serious than a cervical AL. This consideration has been confirmed again in a recent randomized trial,26 which
showed that although the overall AL rate of intrathoracic anastomosis was significantly lower than that of cervical
anastomosis (12.3% vs 31.7%), the severity of grade 3 or higher was much higher in the intrathoracic group (26.7% vs
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9.5% by the Complications Consensus Group classification and 100% vs 69% by the Clavien–Dindo classification).
Thus, severe AL causes patients with thoracic AL to stay in the hospital longer than those with cervical AL. In contrast,
the sequelae of cervical AL may be less severe.27 No difference was found in leak-associated mortality between the two
approaches, and cervical anastomosis had little effect on postoperative symptoms and long-term survival.28 In our
analysis, the cervical AL rate was 28.3%, compatible with other studies. Between 2009 and 2018, 289 patients had
undergone esophagectomy at our hospital. Metzger et al29 revealed that high-volume hospitals with more than 20
esophagectomies per year can decrease postoperative mortality. Our hospital is an experienced center, and we believe
that most cervical ALs are clinically manageable and could be minimized by a mean dose reduction to the SYC zone.

The risk factors for ESCC and head/neck squamous cell carcinoma (HNSCC), such as smoking, alcohol consumption,
betel quid chewing, chronic mucosal irritation, and upper aerodigestive cancer history, overlap. In Taiwan, 15–20% of
patients with HNSCC may develop secondary ESCC, and vice versa. Additionally, Chen et al30 reported that the rate of
synchronous ESCC and HNSCC was 8.6%. Once a patient is diagnosed with HNSCC, chemotherapy and RT may be
prescribed, and the neck or SCF may be irradiated. Our results suggest that decreasing the mean dose to the SYC zone
can reduce the tendency of cervical AL in metachronous and synchronous ESCC patients who have undergone
subsequent esophagectomy. However, the results from our trial may not indicate the timing between RT and esopha-
gectomy associated with AL tendency, a topic that must be confirmed in future studies.

There are several limitations to this study. First, the time span in this study was long, and different TPSs and versions
were used during this period; thus, the planning/optimization algorithm varied. All dosimetric parameters were generated
by our current TPS after we restored and converted the original datasets into it. Second, the reimbursement policy of our
National Health Insurance changed during this study period, which could result in some variation in the surgical
instrumentations and medical care protocols used. Third, missing data exist, as this was a retrospective study.

Conclusion
Recognition of the SYC zone as an organ at risk is meaningful because the mean dose of the SYC zone can predict the
occurrence of cervical AL following esophagectomy. A reduction in the mean dose of the SYC zone of less than 48.55
Gy results in a lower rate of cervical AL. However, future clinical studies are needed to confirm this result.

Acknowledgments
We thank the Medical Physics Group of the Department of Radiation Oncology & Proton and Radiation Therapy Center
at Kaohsiung Chang Gung Memorial Hospital for technical assistance.

Informed Consent
This was a retrospective study, so the Institutional Review Board (IRB) waived the need for participant consent. All the
database records are deidentified. The study was approved and exempted from written informed consent by the
Institutional Review Boards of the Chang Gung Medical Foundation at Taipei, Taiwan (permit number: 202100956B0)
and was conducted in compliance with the Declaration of Helsinki and other ethical guidelines.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Shapiro J, van Lanschot JJB, Hulshof M, et al. Neoadjuvant chemoradiotherapy plus surgery versus surgery alone for oesophageal or junctional
cancer (CROSS): long-term results of a randomised controlled trial. Lancet Oncol. 2015;16(9):1090–1098. doi:10.1016/S1470-2045(15)00040-6

2. Tepper J, Krasna MJ, Niedzwiecki D, et al. Phase III trial of trimodality therapy with cisplatin, fluorouracil, radiotherapy, and surgery compared with
surgery alone for esophageal cancer: CALGB 9781. J Clin Oncol. 2008;26(7):1086–1092. doi:10.1200/JCO.2007.12.9593

3. van Hagen P, Hulshof MC, van Lanschot JJ, et al. Preoperative chemoradiotherapy for esophageal or junctional cancer. N Engl J Med. 2012;366
(22):2074–2084. doi:10.1056/NEJMoa1112088

4. Linden PA, Towe CW, Watson TJ, et al. Mortality after esophagectomy: analysis of individual complications and their association with mortality.
J Gastrointest Surg. 2020;24(9):1948–1954. doi:10.1007/s11605-019-04346-2

https://doi.org/10.2147/CMAR.S354667

DovePress

Cancer Management and Research 2022:141612

Chou et al Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/S1470-2045(15)00040-6
https://doi.org/10.1200/JCO.2007.12.9593
https://doi.org/10.1056/NEJMoa1112088
https://doi.org/10.1007/s11605-019-04346-2
https://www.dovepress.com
https://www.dovepress.com


5. Geller AD, Zheng H, Gaissert H, et al. Relative incremental cost of postoperative complications of esophagectomy. Semin Thorac Cardiovasc Surg.
2019;31(2):290–299. doi:10.1053/j.semtcvs.2018.10.010

6. Jiang R, Liu Y, Ward KC, et al. Excess cost and predictive factors of esophagectomy complications in the SEER-medicare database. Ann Thorac
Surg. 2018;106(5):1484–1491. doi:10.1016/j.athoracsur.2018.05.062

7. Kim RH, Takabe K. Methods of esophagogastric anastomoses following esophagectomy for cancer: a systematic review. J Surg Oncol. 2010;101
(6):527–533. doi:10.1002/jso.21510

8. Markar SR, Arya S, Karthikesalingam A, Hanna GB. Technical factors that affect anastomotic integrity following esophagectomy: systematic
review and meta-analysis. Ann Surg Oncol. 2013;20(13):4274–4281. doi:10.1245/s10434-013-3189-x

9. Blencowe NS, Strong S, McNair AG, et al. Reporting of short-term clinical outcomes after esophagectomy: a systematic review. Ann Surg.
2012;255(4):658–666. doi:10.1097/SLA.0b013e3182480a6a

10. Goense L, Meziani J, Ruurda JP, van Hillegersberg R. Impact of postoperative complications on outcomes after oesophagectomy for cancer. Br
J Surg. 2019;106(1):111–119. doi:10.1002/bjs.11000

11. Yamagata Y, Kawashima Y, Yatsuoka T, et al. Surgical approach to cervical esophagogastric anastomoses for post-esophagectomy complications.
J Gastrointest Surg. 2013;17(8):1507–1511. doi:10.1007/s11605-013-2176-7

12. Ran X, Cheng T, Shi C, et al. The effects of total-body irradiation on the survival and skin wound healing of rats with combined radiation-wound
injury. J Trauma. 2004;57(5):1087–1093. doi:10.1097/01.TA.0000141885.72033.C7

13. Fujiwara H, Nakajima Y, Kawada K, et al. Endoscopic assessment 1 day after esophagectomy for predicting cervical esophagogastric
anastomosis-relating complications. Surg Endosc. 2016;30(4):1564–1571. doi:10.1007/s00464-015-4379-3

14. Goense L, van Rossum PSN, Ruurda JP, et al. Radiation to the gastric fundus increases the risk of anastomotic leakage after esophagectomy. Ann
Thorac Surg. 2016;102(6):1798–1804. doi:10.1016/j.athoracsur.2016.08.027

15. Vande Walle C, Ceelen WP, Boterberg T, et al. Anastomotic complications after Ivor Lewis esophagectomy in patients treated with neoadjuvant
chemoradiation are related to radiation dose to the gastric fundus. Int J Radiat Oncol Biol Phys. 2012;82(3):e513–519. doi:10.1016/j.
ijrobp.2011.05.071

16. Biere SS, Maas KW, Cuesta MA, van der Peet DL. Cervical or thoracic anastomosis after esophagectomy for cancer: a systematic review and
meta-analysis. Dig Surg. 2011;28(1):29–35. doi:10.1159/000322014

17. Esophagectomy: cervical gastroesophageal anastomosis (modified Collard) operative techniques. Available from: https://medicine.uiowa.edu/
iowaprotocols/esophagectomy-cervical-gastroesophageal-anastomosis-modified-collard-operative-techniques. Accessed April 29, 2022.

18. Morita M, Masuda T, Okada S, et al. Preoperative chemoradiotherapy for esophageal cancer: factors associated with clinical response and
postoperative complications. Anticancer Res. 2009;29(7):2555–2562.

19. Yang H, Liu H, Chen Y, et al. Neoadjuvant chemoradiotherapy followed by surgery versus surgery alone for locally advanced squamous cell
carcinoma of the esophagus (NEOCRTEC5010): a Phase III multicenter, randomized, open-label clinical trial. J Clin Oncol. 2018;36
(27):2796–2803. doi:10.1200/JCO.2018.79.1483

20. Koëter M, van der Sangen MJ, Hurkmans CW, Luyer MD, Rutten HJ, Nieuwenhuijzen GA. Radiation dose does not influence anastomotic
complications in patients with esophageal cancer treated with neoadjuvant chemoradiation and transhiatal esophagectomy. Radiat Oncol. 2015;10
(1):59. doi:10.1186/s13014-015-0361-4

21. NCCN Guidelines Version 4. 2021 Esophageal and Esophagogastric junction Cancers. Available from: https://www.nccn.org/professionals/
physician_gls/pdf/esophageal.pdf. Accessed April 29, 2022.

22. Chen YH, Lu HI, Lo CM, et al. Neck lymph node metastasis as a poor prognostic factor in thoracic esophageal squamous cell carcinoma patients
receiving concurrent chemoradiotherapy: a propensity score-matched analysis. Sci Rep. 2018;8(1):15073. doi:10.1038/s41598-018-33400-3

23. Chen YH, Lu HI, Lo CM, et al. The clinical impact of supraclavicular lymph node metastasis in patients with locally advanced esophageal
squamous cell carcinoma receiving curative concurrent chemoradiotherapy. PLoS One. 2018;13(6):e0198800. doi:10.1371/journal.pone.0198800

24. Gemici C, Yaprak G, Batirel HF, Ilhan M, Mayadagli A. Radiation field size and dose determine oncologic outcome in esophageal cancer. World
J Surg Oncol. 2016;14(1):263. doi:10.1186/s12957-016-1024-0

25. Krasnoff CC, Grigorian A, Smith BR, et al. Predictors of anastomotic leak after esophagectomy for cancer: not all leaks increase mortality. Am
Surg. 2020;87(6):864–871.

26. van Workum F, Verstegen MHP, Klarenbeek BR, et al. Intrathoracic vs cervical anastomosis after totally or hybrid minimally invasive
esophagectomy for esophageal cancer: a randomized clinical trial. JAMA Surg. 2021;156(7):601–610. doi:10.1001/jamasurg.2021.1555

27. Urschel JD. Esophagogastrostomy anastomotic leaks complicating esophagectomy: a review. Am J Surg. 1995;169(6):634–640. doi:10.1016/S0002-
9610(99)80238-4

28. Okuyama M, Motoyama S, Suzuki H, Saito R, Maruyama K, Ogawa J. Hand-sewn cervical anastomosis versus stapled intrathoracic anastomosis
after esophagectomy for middle or lower thoracic esophageal cancer: a prospective randomized controlled study. Surg Today. 2007;37(11):947–952.
doi:10.1007/s00595-007-3541-5

29. Metzger R, Bollschweiler E, Vallböhmer D, Maish M, DeMeester TR, Hölscher AH. High volume centers for esophagectomy: what is the number
needed to achieve low postoperative mortality? Dis Esophagus. 2004;17(4):310–314. doi:10.1111/j.1442-2050.2004.00431.x

30. Chen YH, Lu HI, Chien CY, et al. Treatment outcomes of patients with locally advanced synchronous esophageal and head/neck squamous cell
carcinoma receiving curative concurrent chemoradiotherapy. Sci Rep. 2017;7(1):41785. doi:10.1038/srep41785

Cancer Management and Research Dovepress

Publish your work in this journal
Cancer Management and Research is an international, peer-reviewed open access journal focusing on cancer research and the optimal use
of preventative and integrated treatment interventions to achieve improved outcomes, enhanced survival and quality of life for the cancer
patient. The manuscript management system is completely online and includes a very quick and fair peer-review system, which is all easy to
use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.

Submit your manuscript here: https://www.dovepress.com/cancer-management-and-research-journal

Cancer Management and Research 2022:14 DovePress 1613

Dovepress Chou et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1053/j.semtcvs.2018.10.010
https://doi.org/10.1016/j.athoracsur.2018.05.062
https://doi.org/10.1002/jso.21510
https://doi.org/10.1245/s10434-013-3189-x
https://doi.org/10.1097/SLA.0b013e3182480a6a
https://doi.org/10.1002/bjs.11000
https://doi.org/10.1007/s11605-013-2176-7
https://doi.org/10.1097/01.TA.0000141885.72033.C7
https://doi.org/10.1007/s00464-015-4379-3
https://doi.org/10.1016/j.athoracsur.2016.08.027
https://doi.org/10.1016/j.ijrobp.2011.05.071
https://doi.org/10.1016/j.ijrobp.2011.05.071
https://doi.org/10.1159/000322014
https://medicine.uiowa.edu/iowaprotocols/esophagectomy-cervical-gastroesophageal-anastomosis-modified-collard-operative-techniques
https://medicine.uiowa.edu/iowaprotocols/esophagectomy-cervical-gastroesophageal-anastomosis-modified-collard-operative-techniques
https://doi.org/10.1200/JCO.2018.79.1483
https://doi.org/10.1186/s13014-015-0361-4
https://www.nccn.org/professionals/physician_gls/pdf/esophageal.pdf
https://www.nccn.org/professionals/physician_gls/pdf/esophageal.pdf
https://doi.org/10.1038/s41598-018-33400-3
https://doi.org/10.1371/journal.pone.0198800
https://doi.org/10.1186/s12957-016-1024-0
https://doi.org/10.1001/jamasurg.2021.1555
https://doi.org/10.1016/S0002-9610(99)80238-4
https://doi.org/10.1016/S0002-9610(99)80238-4
https://doi.org/10.1007/s00595-007-3541-5
https://doi.org/10.1111/j.1442-2050.2004.00431.x
https://doi.org/10.1038/srep41785
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.dovepress.com
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com

	Introduction
	Materials and Methods
	Patients
	Treatment
	Defining the SYC Zone
	Gastric Fundus Delineation
	Data Collection and Analysis

	Results
	Discussion
	Conclusion
	Acknowledgments
	Informed Consent
	Disclosure
	References

