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ABSTRACT

Esophageal cancer represents a major public health problem worldwide 

and often requires extensive surgery, so, radical surgery offers the most realistic 

chance of cure. Many open approaches for esophagectomy were being applied 

along the previous decades with their known and sometimes unavoidable 

morbidities.

The recent introduction of the minimally invasive esophagectomy was a 

great evolution that carried a great chance of radical and even palliative 

resections of the esophagus with the minimum morbidity.

The advantages of minimally invasive esophagectomy over open 

procedures are in the form of decrease in operative blood loss, length of stay, 

pulmonary complications, and narcotic requirements. Moreover, it limits the 

inflammatory response and the physiologic stress associated with open 

resection.
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INTRODUCTION

Esophageal cancer represents a major public health problem worldwide 

that often requires extensive surgery (Biere et al. 2009). Radical surgery offers 

the most realistic chance for cure especially when the tumor spreads beyond the 

most superficial epithelial layers. (Decker et al. 2009).  By far, the most 

frequent indications for esophageal resection are the high grade dysplasia and 

the non metastasized cancer (Scheepers et al. 2007).

For many years the procedure of choice was the Ivor-Lewis operation 

(1946), later modified by McKeown (1976), in which the tumor is resected 

through a right-sided thoracotomy in combination with a laparotomy and

cervical esophago-gastric anastomosis (Scheepers et al. 2007). Less invasive 

surgical approaches had been introduced since the eighties of the previous 

century under the term "trans-hiatal resections" without any opening in the chest 

(Decker et al. 2009).  

However, trans-hiatal esophagectomy (THE) did not reduce mortality 

compared to trans-thoracic approaches and the drawback of THE is the inability 

to perform a radical lymph node dissection of the mediastinum, thus 

compromising the chance for long-term survival (Decker et al. 2009).  

Minimally invasive esophagectomy is rapidly emerging as a feasible 

surgical alternative to the open technique (Dapri et al. 2008). 

The use of thoracoscopy and laparoscopy for esophageal resection was 

introduced in 1992 by Cushieri et al. and since then, various combinations of 

thoracoscopy, laparoscopy, video assisted mini-laparotomy or hand-assisted 

thoracolaparoscopy have been used for minimally invasive esophagectomy 

(MIE) (Luketich et al. 2003). The advantages of minimally invasive 

esophagectomy over open procedures include decrease in operative blood loss, 

length of hospital stay, pulmonary complications, and narcotic requirements. 


