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h i g h l i g h t s

� Oesophagectomy in oesophageal cancer patients with comorbidity is feasible.
� Less-invasive treatment modification is needed to minimize morbidity and mortality.
� The overall survival after oesophagectomy in patients with comorbidity was unfavorable.
� The incidence of death from other diseases, especially pneumonia, is very high.
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a b s t r a c t

Introduction: The elucidation of the clinical impact of comorbidities is important to optimize the
treatment and follow-up strategy in oesophageal cancer. We aimed to clarify the surgical and long-term
outcomes following oesophagectomy in oesophageal cancer patients with comorbidity.
Methods: A total of 658 consecutive patients who underwent oesophagectomy for oesophageal cancer
between 1985 and 2008 at our institution were enrolled. Based on the criteria of comorbidity as we
defined it, we retrospectively reviewed and compared the surgical outcomes and survival between the
comorbid (n ¼ 251) and non-comorbid group (n ¼ 407).
Results: Postoperative morbidity and mortality were not significantly different between the two groups.
The 5-year overall survival rate of the comorbid group was significantly lower (39.3% vs. 45.2%, adjusted
HR ¼ 1.31, 95% CI: 1.07e1.62) but the 5-year disease-specific survival rate was not significantly different
between the comorbid and non-comorbid groups (53.9% vs. 53.1%, adjusted HR ¼ 1.11, 95% CI: 0.86
e1.42). The 5-year incidence rate of death from other diseases in the comorbid group was significantly
higher than that in the non-comorbid group (26.7% vs. 14.8%, P < 0.01). The leading cause of death from
other diseases was pneumonia.
Conclusions: Oesophagectomy in oesophageal cancer patients with comorbidity can be safely performed.
However, the overall survival after oesophagectomy in these patients was unfavorable because of the
high incidence of death from other diseases, especially pneumonia.

© 2016 IJS Publishing Group Ltd. Published by Elsevier Ltd. All rights reserved.

1. Introduction

Oesophageal cancer is the eighth most common cancer and the
sixth most common cause of cancer death worldwide [1].
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Oesophagectomy with lymphadenectomy is one of the major
curative treatment options for this disease [2]. Recent advances in
operative techniques, preoperative therapies and perioperative
management have improved survival after oesophagectomy for
locally advanced oesophageal cancer, and the 5-year overall sur-
vival rate has reached about 50% [3e7]. Oesophagectomy with
lymphadenectomy is still accompanied by high morbidity and
mortality, however [8]. Careful preoperative assessments of the
surgical risk and the selection of appropriate candidates for oeso-
phagectomy are thus important to further improve the clinical
outcome of oesophageal cancer [9].

Tobacco use, alcohol consumption, obesity and increased age are
well-known risk factors for oesophageal cancer [2]. These are also
the risk factors for chronic diseases such as chronic obstructive
pulmonary disease, cardiovascular disease, cerebral stroke, chronic
kidney disease and diabetes mellitus [10,11]. It was reported that
68.1% of patients with oesophageal cancer had some comorbidities,
and a poor general condition due to one or more severe comor-
bidities is one of the reasons to avoid surgery [12]. Even if a patient
has a performance status that is adequate for oesophagectomy, the
presence of comorbidity is reported as one of the risk factors for
morbidity and mortality after oesophagectomy [13e16]. Regarding
long-term outcome too, the presence of comorbidity is known to be
an unfavorable prognostic factor in patients with malignant tumors
[17,18]. However, especially in oesophageal cancer patients, the
significance of comorbidities for long-term outcome after oeso-
phagectomy is not fully understood. The elucidation of the clinical
impact of comorbidities is important to optimize the treatment and
follow-up strategy in oesophageal cancer.

The aims of this study were to clarify the surgical outcomes and
assess the long-term outcome following oesophagectomy in oeso-
phageal cancer patients with comorbidity.

2. Materials and methods

2.1. Study population and comorbidity

A total of 658 consecutive patients who underwent an oeso-
phagectomy with curative intent for thoracic oesophageal cancer
between January 1985 and December 2008 at Niigata University
Medical and Dental Hospital were enrolled in this study. This study
was approved by the Ethical Committee of the Niigata University
Medical and Dental Hospital, and designed in accordance with the
Strengthening the Reporting of Observational Studies in Epidemi-
ology (STROBE) statement [19]. The blood gas analysis, spirometry,
measurement of the 24-hour creatinine clearance, electrocardio-
gram and echocardiography were performed to determine each
patient's ability to tolerate the planned treatments. The patients'
comorbidities were assessed on the basis of their medical history,
current presentation, and findings on the above-mentioned ex-
aminations. We classified the comorbidities into six categories as
follows: (1) diseases of the cardiovascular system, (2) diseases of
the respiratory system, (3) liver dysfunction; (4) renal insufficiency;
(5) diseases of the nervous system, and (6) diseases of the endo-
crine system and collagen disease. We defined the diagnostic
criteria of the comorbidities as shown in Table 1.

We compared the clinicopathological characteristics, surgical
outcomes and survival between the two groups: patients with at
least one of these comorbidities (comorbid group, n ¼ 251) and
those without comorbidity (non-comorbid group, n ¼ 407). The
clinicopathological characteristics of the two groups are shown in
Table 2. The median age of the comorbid group was significantly
higher than that of the non-comorbid group (67.0 years vs. 62.0
years, P < 0.01). The tumor status was not significantly different
between the two groups.

2.2. Surgical procedure

Transthoracic oesophagectomy with three-field lymphadenec-
tomy (3FL) including systemic bilateral cervical, mediastinal and
abdominal node dissection was a standard surgical procedure in
our institute, as described [20]. In the patients who could not
tolerate optimum treatments because of comorbidity, less-invasive
modifications for treatments were applied according to the clini-
cians' discretion, as shown in Table 2. Transhiatal oesophagectomy
and 2FL were performed significantly more frequently in the co-
morbid group than in the non-comorbid group (P ¼ 0.04 and
P < 0.01, respectively). The number of dissected nodes was signif-
icantly lower in the comorbid group compared to the non-
comorbid group (P < 0.01). Preoperative treatments tended to
more frequently performed in the comorbid group (P ¼ 0.05), and
postoperative therapies were significantly less frequently per-
formed in the comorbid group (P < 0.01).

2.3. Surgical outcomes and histopathological examination

For the assessment of the patients' surgical outcomes, we
determined the operative times, blood loss, number of dissected
nodes, morbidity, mortality and hospital stays. We evaluated
postoperative complications during the hospital stay according to
the Clavien-Dindo classification system [21]. Overall morbidity was
defined as any complication, and major morbidity was defined as a
complication of grade III or higher. Thirty-day mortality was
defined as in-hospital death within 30 days after oesophagectomy.
Operative mortality included all of the in-hospital deaths after
oesophagectomy, regardless of the length of hospital stay. Surgi-
cally resected specimens were histopathologically examined, and
the tumor status was evaluated according to the tumor-node-
metastasis (TNM) classification defined by the Union for Interna-
tional Cancer Control (UICC) [22].

2.4. Statistical analysis

We used theWilcoxon test to compare the continuous variables,
and used the chi-square or Fisher's exact test to compare categorical
variables between the two groups. Overall survival (OS) anddisease-
specific survival (DSS)wasdefinedas the time fromoesophagectomy
to death from any cause and to death from oesophageal cancer,
respectively. Themedian follow-up period in the patients whowere
alive at the time of the last follow-up was 116months (range 5e237
months). In the survival analysis, patients were stratified using the
clinicopathological factors. Continuousvariablesweredichotomized
by median values of entire population. Cumulative survival rates
were estimated by using the Kaplan-Meier method, and differences
were evaluated by the log-rank test for the univariate analysis. A
multivariate analysis was performed using the Cox proportional
hazard model to examine the independent prognostic impact of
comorbidity by calculating hazard ratios (HRs) with 95% confidence
intervals (CIs) adjusted for significant confounding factors in the
univariate analysis. We estimated the cumulative incidence rate of
death from other diseases by using the Kaplan-Meier method and
censoring patients who had died from oesophageal cancer or were
alive at the last follow-up. All statistical analyses were performed
using the SPSS 17.0J software package (SPSS Japan, Tokyo). A P-value
less than 0.05 (two-tailed) was considered significant.

3. Results

3.1. Surgical outcomes

The details of the patients' surgical outcomes are given in

H. Ichikawa et al. / International Journal of Surgery 36 (2016) 212e218 213



Download English Version:

https://daneshyari.com/en/article/5731908

Download Persian Version:

https://daneshyari.com/article/5731908

Daneshyari.com

https://daneshyari.com/en/article/5731908
https://daneshyari.com/article/5731908
https://daneshyari.com

