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Treatment of Stomach Cancer Involving Esophagogastric Junction

Jong Mog Lee, M.D.*, Hee Jong Baik, M.D.*, Jong Ho Park, M.D.*,
Soo Bin Yim, M.D.**, Jae Il Zo, M.D.***

Background: The origin site of carcinoma invading esophagogastric junction is variable. It may
arise from squamous cell carcinoma of low esophagus, adenocarcinoma arising from Barrett’s
esophagus, adenocarcinoma of gastric cardia, or extension from proximal stomach cancer. In
Korea, the majority of adenocarcinoma invading esophago-gastric junction seems to arise from
proximal gastric carcinoma. Material and Method: We reviewed the data of surgically-resected
gastric adenocarcinoma involving esophagogastric junction in KCCH between 1988 and 1999.
Result: There were 212 cases. Male to female ratio was 156 to 56. Age distribution was
between 22 and 78. Variable surgical approaches including median laparotomy, laparotomy
with left or right thoracotomy, left thoracotomy, and thoracoabdominal approach were used.
Postoperative pathologic stages were : Stage 1A-7, IB-11, II-25, IIIA-73, IIB-34, and IV-57.
Curative resection was performed in 199 patients, and total gastrectomy was performed in 200
patients. There were 77.4%(164 cases) with esophageal involvement, 74.1%(157 cases) with
tumor involvement in the abdominal LN, and 8% (17 cases) with mediastinal LN metastasis.
Operative mortality was 3.3%, and over-all 5 year survival rate was 35%. Conclusion: There
are various surgical approaches and many things to consider for surgical resection, thoracic and
abdominal approach may need for obtain proper resection margin and adequate lymph node

dissection in stomach cancer invading esophagogastric junction.
(Korean Thorac Cardiovasc Surg 2001;34:930-6)
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Table 1. Age distribution

Age No
20~29 5
30~39 16
40~49 34
50~59 71
60~ 69 70
70~79 16

Table 2. Surgical approach

Incision No

Laparotomy 128

Laparotomy & Lt Thoracotomy 23
(separate)

Lt thoracotomy 13

Laparotomy & Rt Thoracotomy 3
(separate)

Laparotomy with Lt ant. Thoracotomy 45

( Thoraco-abdominal )
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ble 3. Type of surgical excision

Extent of resection - No

Curative resection 199
Palliative resecrtion 13
Total gastrectomy 200
Proximal gastrectomy 12
Extended resection 44

Table 4. Other organ invasion & resection

Extended resection No
Pancreas 17
Spleen 14
Pancreas + spleen 3
Pancreas + spleen + adrenal gland 1
Pancreas + spleen + transverse colon 1
Pancreas + diaphragm 2
Pancreas + diaphragm + aorta 1
Pancreas + mesentery 2
Pancreas + liver + mesocolon 1
Pancreas + retroperitoneum 1
Liver + diaphragm 1
Total 44
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Table 5. Postop complication

Wound dehescence 12
Intra-abdominal fluid collection
Postop Bleeding

Anastomosis site leakage
Anastomosis site stenosis
Paralytic ileus

Pneumonia

Heart problem

Metabolic acidosis

Prolonged fluid leakage
Cerebral infarction

Cholecystitis
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Choestatic jaundice
Jugular thrombosis
Reflux esophagitis
LFT abnormality

—_— e =

Rt vocal cord palsy

LFT, liver function test
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Table 6. Site of Recurrence

Regional 5
12

Liver
Peritoneum
Cervical LN
Abdominal LN
Mediastinal
Brain

Lung

Bone

Colon
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Spleen

LN, lymph node

Table 7. Survival rate of stomach cancer involving
esophagogastric junction

Stage 1(18) 82.9% 76.6% 68.9% 68.9%

Stage 11(26) 92.3% 76.4% 67.9% 57.8%

Stage IA(75)  86.3% 66.7% 57.1% 37.9%
Stage MB(35)  79.3% 59.0% 44.9% 23.0%
Stage IV(58) 57.5% 32.3% 23.5% 17.4%

Overall(212) 78.5% 58.5% 48.7% 35.0%
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