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biliary tree. Radiologists skilled in using needles and
catheters in various locations and conversant with imaging
techniques should be able to perform these procedures.
There seems to be a trend towards greater use of non-
surgical techniques for managing diseases of the gall
bladder. These techniques are cost effective for managing
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SUMMARY
In this prospective study of the anastomotic leak rate in 159
patients undergoing a Lewis-Tanner oesophagectomy for
carcinoma of the lower two-thirds of the oesophagus, the 30-day
mortality was 3.8% and none ofthe deaths was due to anastomotic
leakage. The in-hospital mortality was 7.5%. Six patients
(3.8%) showed evidence of a leak of which 4 were from the
anastomosis and 2 from patches of gangrene in the transposed
stomach. Two patients died due to an unhealed non-anas-
tomotic leak following reoperation. Anastomotic leaks were
minor in 3 patients and healed with conservative treatment.
There appeared to be a predisposing cause for the leak in 5 of
the 6 patients and some of these causes might have been avoidable.
Transthoracic oesophagectomy can be performed with acceptably
low mortality and leak rates and may therefore be considered to
be the treatment of choice for most patients with oesophageal
cancer.

COMMENTS
Treatment of carcinoma of the oesophagus is viewed with
pessimism. Resection, which is acknowledged to provide
the best palliation and the only prospect of a cure, is
denied to many patients on account of the allegedly prohibi-
tive morbidity and mortality of the operation.
This study, from a centre reputed for its expertise in

oesophageal surgery, reports enviable results. Of the
patients who underwent surgery, resection was possible in
63% with an overall leak rate of 3.8% and an in-hospital
mortality of7.5%. What is more, avoidable predisposing
factors could be identified in 4 of the 6 patients with
anastomotic leaks: hypotension during surgery and peri-
anastomotic haematoma from bleeding in the postoperative
period in 2 patients, gastric outlet obstruction in 1 patient,
and an unrecognized linear oesophageal tear proximal to
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patients with multi-system disease and those who are very
sick. In India, large, carefully controlled studies could
play an important role in establishing the efficacy of these
techniques.
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the anastomosis in 1 patient (probably from preoperative
rigid oesophagoscopy). Only one anastomotic leak
required re-exploration; the other three being minor,
healed with conservative treatment. Two leaks were from
ischaemic areas on the fundus of the stomach away from
the anastomosis, and the authors emphasize the need to
conserve as much blood supply as possible to the transposed
stomach remnant.
The majority of the anastomoses were performed using

stapling devices. Although this is cited as a factor con-
tributing to the low leak rates, similar results have been
reported for hand-sutured anastomoses, e.g. a 4.6% leak
rate reported by Akiyama.' The precision in surgical
technique appears to be less important than experience;
the mortality rates reported from centres with a special
interest in oesophageal surgery are in general much lower
than those reported from other centres. 2.3
Transhiatal oesophagectomy is currently enjoying a

revival in popularity as it is applicable to patients with a
poor cardiorespiratory reserve. who would be unsuitable
for a transthoracic resection. The authors, however, do
not accept that the transhiatal approach is superior and
cite reports of higher incidences of cardiorespiratory com-
plications, bleeding and bronchial damage, and higher
mediastinal recurrence rates following transhiatal
oesophagectomy. Their own figures support the continued
use of transthoracic resection although their paper does
not state the proportion of patients refused surgery on the
basis of their poor cardiorespiratory reserve. Nevertheless,
the experience of the authors adds to the mounting evidence
that transthoracic oesophagectomy has (in the hands of
well-equipped enthusiasts) a mortality which is not much
higher than the average mortality of a more common and
less-dreaded procedure such as left hemicolectomy for
cancer.
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