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Table 1. Preoperative CT Findings in Patients with Tumor Recurrence
Number Sex/Age Location Thickness Length ~ LN* Enlargement Indlstlpct Duration of Findings of Recurrence
Margin ~ Recurrence
1 M/58 Lower 1.5cm 12 cm Left Paratracheal LN Yes 5 month Previous Tumor Bed
Left adrenal Mets T
2 M/58  Lower 1.2cm 7cm No No 7 month Liver,Bone Mets
Multiple LAE
3 M/53 Lower lcm 4cm  No Yes 4 month Mediastinal LAE
4 M/67  Lower 2cm 4cm  Gastrohepatic LN No 14month  Anastomotic Recur
5 M/56  Middle lcm 6cm  Left Paratracheal LN
Periesophageal LN Yes 6month  Anastomotic Recur
6 M/52  Middle 1.5cm 6cm  Left Paratracheal LN Yes 7month  Lung Mets Mediastinal LAE
Paraaortic LAE
7 M/55  Lower 2cm 6cm  Subcarinal LN
Gastrohepatic LN No 11month  Lung Mets
8 F/48 Lower 3cm 6cm  Gastrohepatic LN No 16 month  Lung Mets
Retroperitoneal LAE
9 M/70  Middle lcm 2cm  Gastrohepatic LN Yes 9month  Anastomotic Recur
Mediastinal LAE
10 M/67  Lower lcm 3cm No No 21 month Liver Mets
Retroperitoneal LAE
11 M/58  Lower lcm 3cm  Aortopulmonic No 12month  Retroperitoneal LAE
Window Gastrohepatic LAE
12 M/57  Lower lcm 7cm No No 11 month Previous Tumor Bed
13 M/70  Lower lcm 3cm  No No 17month  Lung Mets
14 M/62  Middle lcm 4cm  Pretracheal LN Yes 29 month Mediastinal LAE
15 M/62  Middle lcm 5cm  Gastrohepatic LN No 9 month Anastomotic Recur
16 M/77  Lower 2cm 3cm  Left Paratracheal LN Yes 3 month Anastomotic Recur
Average l4cm 5.2cm 11 month

Location: Location of Tumor in Esophagus

LN*: Lymph Node
Metst: Metastasis

LAET: Lymph Node Enlargements
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3). CT
I 5, | 7 (Figs. 1 and 2).
11 , 1, 6 1 1
7 . Fisher' s Exact test (Table 2). Fisher' s Exact T
Table 2. Preoperative CT Findings in Patients without Tumor Recurrence
Number Sex/Age Location Thickness Length LN* Enlargement Indistinct Margin
1 M/60 Middle 0.5cm 3cm No No
2 M/67 Middle 3cm 5cm No No
3 M/51 Lower lcm lcm No Yes
4 M/70 Lower 2cm 7 cm No No
5 M/67 Middle lcm 6 cm Left Paratracheal LN No
6 M/60 Middle 3cm 3cm No No
7 M/77 Middle lcm 4 cm Left Paratracheal LN No
8 M/53 Upper 1.5cm 3cm No No
9 M/67 Lower lcm 2cm No No
10 M/63 Lower 3cm 2cm Left Paratracheal LN No
11 M/77 Lower lcm 3cm No No
12 M/61 Lower 0.5cm 3cm No No
13 M/65 Lower lcm 5cm No No
14 M/70 Middle 1.5cm 2cm No No
Average 1.5cm 3.5cm
LN*: Lymph Node
Table 3. Preoperative CT Findings in Patients with Recurrence and without Recurrence
CT Findings of Esophageal Cancer Patients with Tumor Recurrence Patients without Recurrence during 3 Years Pyalue
(n=16) (n=14)
Length 2—12 cm (Mean: 5.2 cm) 1-7 cm (Mean: 3.5 cm) p > 0.05
Thickness 1-3 cm (Mean: 1.4 cm) 0.5—3 cm (Mean: 1.5 cm) p > 0.05
Location Middle 5, Lower 11 Upper 1, Middle 6, Lower 7 p > 0.05
Lymph node Enlargements 11/16 (69%) 3/14 (21%) p < 0.05
Indistinct Margin 7116 (44%) 1/14 (7%) p < 0.05
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Fig. 1. 70-year-old man who developed recurrence of esophageal
carcinoma following surgical resection.

A. Preoperative CT scan obtained at the level of right main pul-
monary artery shows circumferential thickening of esophageal
wall. Its length and thickness can be measured 2 cm and 1cm,
respectively. The margin of tumor is partially indistinct.

B. A 1.5 cm sized subdiaphragmatic lymph node (arrow) is
seen within gastrohepatic ligament.

C. CT scan obtained 9 month after surgery shows soft tissue
mass at anastomotic site that causes deviation and narrowing of
trachea. Left supraclavicular enlarged lymph node (arrow) is al-
so seen.
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A

Fig. 2. 53-year-old man who developed recurrence of esophageal carcinoma following surgical resection.

A. Preoperative CT scan obtained at the level of inferior vena cava shows circumferential thickening of lower esophageal wall. Its
length and thickness can be measured 4cm and lcm, respectively. Tumor margin is indistinct as a result of obliteration of
periesophageal fat plane No lymph node enlargement was seen in mediastinum and upper abdomen.

B. CT scan obtained 5 months after surgery shows bulky left supraclavicular lymphadenopathy anteriorly displacing ipsilateral
thyroid gland by mass effect.
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Fig. 3. 67-year-old man who did not develop recurrence of
esophageal carcinoma following surgical resection.
Preoperative CT scan obtained at the level of right main pul- . )
monary artery shows asymmetrical thickening of esophageal

wall. Its length and thickness can be measured 5 cm and 3 cm, (15). CT
respectively. The margin of tumor is not indistinct due to Q).
preservation of periesophageal fat plane. No lymph node en-

largement was seen in mediastinum and upper abdomen.
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Preoperative CT Assessement of Esophageal Carcinoma:
Comparison between the Patients with and without Recurrence

of Esophageal Carcinoma after Surgical Resection'
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Nam Jun Lee, M.D., Kyoo Byung Chung, M.D.

'Department of Diagnostic Radiology, Korea University Hospital

Purpose: To determine whether preoperative CT is helpful in predicting the development of recurrent tumor
following surgical resection in patients with esophageal cancer.

Materials and Methods: Thirty patients with esophageal cancer in whom preoperative CT of the chest had
been performed were included in the study. All had undergone esophagectomy, esophagogastrostomy and
lymph node dissection at our institution between 1995 and 1997. They were divided into two groups according
to the development of tumor recurrence during the follow-up period of three years. Sixteen patients (group I)
suffered tumor recurrence, while the other 14 (group II) remained tumor-free after surgery. In each group, a
review of the preoperative CT scans indicated the length, thickness, location and margin of the tumor, and the
presence or absence of lymphadenopathy in the mediastinum and/or upper abdomen. Differences in preoper-
ative CT findings between the two groups were assessed by statistical testing.

Results: Lymphadenopathy of the mediastinum and/or upper abdomen was seen in 11 (69%) of 16 patients in
group I and three (21%) of 14 in group II (p<.05). The tumor margin was indistinct in seven patients (44%) in
group I and in one (7%) in group II (p<.05). The average length and thickness of esophageal tumors were 5.2
and 1.4 cm, respectively, in group I, and 3.5 and 1.5 cm, respectively, in group II (p>.05). In group I, five
esophageal tumors were located in the middle esophagus and eleven in the lower esophagus. In group II, such
tumor was located one in the upper esophagus, six in the middle esophagus, and seven in the lower esophagus
(p>.05).

Conclusion: Patients with preoperative CT findings of lymphadenopathy and/or an indistinct primary tumor
margin are more likely to develop tumor recurrence following surgical resection than those without these find-
ings.
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