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Although adenocarcinoma is the most common histology
type in esophageal cancer in Western countries, squamous cell
carcinoma is the most common type in Eastern countries.' The
risks of esophageal squamous cell carcinoma (ESCC) are known
to be old age, smoking, alcohol intake, caustic injury, and his-
tory of head and neck cancer, among others.” ESCC is usually
evenly distributed between the middle and lower esophagus and
can be located as multifocal lesions.’

Although surgical resection has been a mainstay of curative
treatment modalities for ESCC, endoscopic resection (ER) has
also been a curative treatment option for ESCC in indicated cas-
es with minimal risk of lymph node metastasis (LNM). Although
many studies have reported favorable clinical outcomes after ER
for ESCC, additional treatment may be necessary for the cases
with risk of LNM.** In ESCC, the deeper the tumor invasion,
the higher the risk of LNM. Although the risk of LNM in ESCC
confined to epithelial layer or lamina propria is minimal, LNM
is found in 10% to 40% in ESCC that invades the muscularis
mucosa or submucosa.”” Therefore, additional treatment may
be necessary for patients with incomplete ER or tumor invasion
into the muscularis mucosa or deeper layers irrespective of re-
section margin.

Surgical resection can be considered as an additional treat-
ment option. However, it has a high morbidity and mortality
rate, especially in old age. Moreover, surgical specimens often
show no residual tumor or negative tumor involvement in LN
dissection. If the patient has a comorbidity that can raise peri-
operative risk, it is difficult to consider surgical resection as an
additional treatment option.

Radiotherapy (RT) can be considered as another additional
treatment option. RT has the effect of reducing locoregional

relapse from a residual tumor or LNM without significant mor-
bidity. Additionally, chemotherapy or concurrent chemotherapy
with RT can be an adjuvant treatment with less morbidity than
surgical resection.

Although the risk of LNM increases with the depth of tu-
mor invasion, all ESCC that invade the muscularis mucosa or
deeper do not have LNM. Even for the cases with tumor inva-
sion over the muscularis mucosa, adjuvant treatment can be an
over-treatment and may increase severe morbidity rather than
increasing the cure rate. Therefore, additional treatment should
be cautiously considered by weighing the risk of LNM and the
possibility of morbidity.

In this study, 54% of the patients with ER for ESCC had tumor
invasion into the muscularis mucosa or submucosa, and half of
the patients received additional treatment.® LNM was found in
one-third of patients who underwent surgical resection. All the
patients with ER alone or additional treatment showed an excel-
lent prognosis during follow-up without recurrence of disease.
There have been many debates regarding the patients for whom
additional treatment is mandatory. Because all patients with
tumor invasion into the muscularis or deeper do not have LNM,
tailored therapy should be considered to reduce the risk of mor-
bidity as well as the recurrence of disease. To demonstrate the
effect of additional treatment, prospective randomized studies
are needed.
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