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Outcomes After Minimally Invasive Esophagectomy: Review of 
Over 1000 patients

James D. Luketich et al. Ann Surg. 2012 July ; 256(1): 95–103.

• 30-day mortality 1.68% (Ivor Lewis 0.9%; McKeown 2.5%)
• In-hospital mortality 2.8% (Ivor Lewis 1.7%; McKeown 3.95%)



Ivor Lewis MIE (8.3%) compared with 
Ivor Lewis open esophagectomy 
(4.3%).

Sihag S, Kosinski AS, Gaissert HA, Wright CD, Schipper PH. Minimally invasive versus open 
esophagectomy for esophageal cancer: a comparison of early surgical outcomes from the Society of 
Thoracic Surgeons National Database. Ann Thorac Surg. 2016;101:1281-8; discussion 1288-9.

The Journal of Thoracic and Cardiovascular Surgery 162,3 



Incidence and treatment of  mediastinal leakage after
esophagectomy: Insights from the multicenter study on 
mediastinal             leaks
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Conclusion: Compared with hybrid and 
open Ivor Lewis oesophagectomy, TMIE 
resulted in a lower pneumonia rate, a 
shorter duration of hospital stay, but 
higher anastomotic leakage rates. 
Therefore, no clear advantage was seen 
for either TMIE, hybrid or open Ivor Lewis 
oesophagectomy when performed in daily 
clinical practice.

BJS, 2022,109, 283–290
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56 Open vs 56 Robot/lap  Mc Keown
< complicanze (polmonari)
< dolore
>QoL 



183 RAMIE vs 179 MIE
shorter operation time in RAMIE (203.8 vs 244.9 min, P<0.001). 
> thoracic lymph node dissection in patients who received neoadjuvant therapy (15 vs 12, P = 0.016), 
> lymph node dissection along the left recurrent laryngeal nerve (79.5% vs 67.6%, P = 0.001).
Overall complications similar in RAMIE (48.6%) MIE (41.8%) (RR, 1.16; 95% CI, 0.92–1.46; P = 0.196). 
RAMIE vs MIE pulmonary complications (13.8% vs 14.7%; P = 0.812),
                          anastomotic leakage (12.2% vs 11.3%; P = 0.801), 
                          vocal cord paralysis (32.6% vs 27.1%, P = 0.258) 

Conclusions: 
RAMIE and MIE are safe and feasible for the treatment of ESCC. 
RAMIE better lymph node dissection in patients who received neoadjuvant therapy. 



J Thorac Dis 

2019;11(9):3874-3880

Dissezione mediastino superiore
Linfadenectomia del mediastino superiore
Preservazione dei ricorrenti

J Thorac Dis 

2021;13(3):1543-1552 |



-thoracic and abdominal phase (45%), only thoracic phase (49%), only the 
abdominal phase (6%)

-mediastinal lymphadenectomy low paraesophageal nodes ( 95%), subcarinal 
nodes (90%), and paratracheal nodes (63%).

-when paratracheal lymphadenectomy in Ivor Lewis or in McKeown RAMIE 
recurrent laryngeal nerve injury occurred in 3% and 11% 



Anastomotic technique: Circular stapled (52%), hand-sewn (30%), and linear stapled (18%) 

Ivor Lewis RAMIE, robot-assisted hand-sewing > anastomotic leakage rate (33%), circular stapling 
(17%),linear stapling (15%).

McKeown RAMIE,  hand-sewn anastomotic > leakage rate (27%), linear stapling (18%) ,circular stapling 
(6%).

Conclusion: 

This study is the first to provide an overview of the current techniques and outcomes of transthoracic 
RAMIE worldwide.

 Although these results indicate high quality of the procedure, the optimal approach should be further 
defined.
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1913 the German surgeon Ernst Heller
1992 thoracoscopic myotomy
Laparoscopic Heller + partial fundoplication (Dor)

• Tasso di complicanze 6,3% (range 0–35%), con 
rilievo clinico 0,7% (range 0–3%)

• Mortalità 0,1%
• Media di successo 89% (76-100%) f.u. medio 35 

mesi (8-38)
     Successo a 5 anni 65-85% 



Successo dilatazione
• tipo 2 96%
• tipo 1 56%
• tipo 3 29%

Miotomia vs dilatazione
Successo (disfagia e rigurgito) 98% vs 96% a 6 mesi;     
57% vs 44% a 6 anni (Cleveland Clinic 2006)

90% vs 86% a 2 anni
(European Achalasia Trial 2011)











Risoluzione sintomi nel 95% dei casi

Recidiva 4-5%

Follow up lunghi risoluzione nel 30%; ricomparsa di 
sintomi minori

Complicanze con perforazione e fistola nel 3%



Recidiva

18.9% stapler diverticulotomy,
21.7% laser 
4.2% open transcervicale  (paralisi ricurrente 3,4% 
fistola salivare 3.7%)
Mortalità 0.9% 

Eur Arch Otorhinolaryngol 2015





Ambulatorio “CHIRURGIA ESOFAGO E STOMACO” 

Pad 15 piano Terra il Lunedì dalle ore 11 alle 13:30

Alcuni esempi di quesiti diagnostici riportati sull'impegnativa:

 - neoformazione, o neoplasia, o tumore dell’esofago, del 
cardias e dello  stomaco

 - carcinoma o adenocarcinoma dell’esofago, del cardias e 
dello stomaco 

       -GIST o leiomioma dell’esofago, del cardias e dello stomaco 
       - ernia jatale, ernia paroesofagea, ernia diaframmatica

     -malattia da reflusso, MRGE, reflusso gastroesofageo
      -  acalasia esofagea

       -diverticolo esofageo, diverticolo di Zenker
 




	Diapositiva 1
	Diapositiva 2
	Diapositiva 3
	Diapositiva 4
	Diapositiva 5
	Diapositiva 6
	Diapositiva 7
	Diapositiva 8
	Diapositiva 9
	Diapositiva 10
	Diapositiva 11
	Diapositiva 12
	Diapositiva 13
	Diapositiva 14
	Diapositiva 15
	Diapositiva 16
	Diapositiva 17
	Diapositiva 18
	Diapositiva 19
	Diapositiva 20
	Diapositiva 21
	Diapositiva 22
	Diapositiva 23
	Diapositiva 24
	Diapositiva 25
	Diapositiva 26
	Diapositiva 27
	Diapositiva 28
	Diapositiva 29
	Diapositiva 30
	Diapositiva 31
	Diapositiva 32
	Diapositiva 33
	Diapositiva 34
	Diapositiva 35
	Diapositiva 36
	Diapositiva 37
	Diapositiva 38

