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Commentary: Anastomoses for
esophagectomy: Surgeons may
always know which is the better
option for themselves
Bin Li, MD, and Haiquan Chen, MD

CENTRAL MESSAGE

The optimal anastomosis tech-
nique for esophagectomy is the
subject of debate, but surgeons
always have their preference.
Bin Li, MD, and Haiquan Chen, MD

Surgery is a crucial part of the treatment of esophageal can-
cer as upfront esophagectomy for early-stage cancers and
esophagectomy combined with chemotherapy and/or radio-
therapy for cancers at locally advanced stage. However,
there is still no consensus on the optimal procedure for
esophagectomy, particularly for the anastomosis, which is
an important issue of surgery.

Although postoperative morbidity has declined with im-
provements in surgical techniques, anastomotic leakage re-
mains a common complication following esophagectomy
and an important cause of hospital mortality after surgery.
Many factors contribute to the occurrence of anastomotic
leakage, the 2 most important factors of which seem to be
tension and blood supply of the gastric tube. Based on the
tumor location and surgeon’s preference, anastomosis can
be performed in the neck or in the chest.

In the literature, cervical anastomotic leakages are more
common than thoracic leakages, with an incidence of more
than 10%.1 Efforts were made to reduce the incidence of
cervical anastomotic leakage, including using different
anastomotic techniques between hand-sewn and stapled
technique, different reconstructions routes between retro-
sternal and prevertebral routes, and different shaping of
the gastric tube. Moreover, hand-sewn anastomosis
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included 2-layer and 3-layer techniques, and stapled anasto-
mosis included end-to-side and side-to-side techniques.
However, the cervical anastomotic leakage is still a com-
mon issue in published reports. It is unfortunate that there
is still no consensus on the optimal surgery protocol for
cervical anastomosis, as elucidated by J€arvinen and
colleagues.2

However, stapled technique is widely used for thoracic
anastomosis. In our trial comparing 3-field versus 2-field
lymphadenectomy, all 400 patients underwent thoracic sta-
pled anastomosis via right thoracic approach, with the inci-
dence of thoracic leakage of 3.5% (14 out of 400).3 In our
previous trial comparing esophagectomy via left and
thoracic approach, the incidence of thoracic leakage via
left thoracic approach and right thoracic approach were
5.3% (8 out of 150) and 1.3% (2 out of 150), respectively.4

Thus, based on the data, there is no doubt that the stapled
technique is the better option for thoracic anastomosis.
Among the most complex surgeries, esophagectomy can

be performed via different approaches in different hospitals,
including open, minimally invasive, and robotics-assisted
approaches. Each approach needs a long learning curve
with learning-associated morbidity. The learning could be
more efficient in hospitals with higher annual volume,
which justified the centralization of this surgery to high-
volume hospitals in recent years. In a population-based
study, higher annual and cumulative surgeon volume inde-
pendently influenced the prognosis after esophagectomy.5

Due to different training, a surgeon’s preference and sur-
geon volume can be specific. Thus, for cervical anastomotic
leakage, we probably never know which is better between
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hand-sewn and stapled technique, but surgeons always
know which is the better for themselves.
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