
THE SURGICAL TREATMENT OF CARCINOMA OF THE OESOPHAGUS

By R. C. BROCK, M.S., F.R.C.S.
(Surgeon to Guy's Hospital, Assistant Surgeon to the Brompton Hospital)

In 1913 Torek performed the first successful resection of the thoracic oesophagus for
carcinoma, his brilliant achievement being further enhanced by the patient's surviving for
eleven years without recurrence and dying of pneumonia at the age of eighty. Torek brought
the cut upper end of the oesophagus out in the neck and restored continuity by means of a rubber
tube connected to a gastrostomy. Unfortunately the promise held out by this operation was
not fulfilled, and carcinoma of the oesophagus continued to be the surgeon's despair until during
the last few years a renewed attack on the problem has brought further promise of greater
success. Apart from surgery, there is no method of treatment which offers any real likelihood
of cure. Deep X-ray therapy has been disappointing except in the hands of a few therapists
who have reported great symptomatic improvement with restoration of the oesophageal lumen
in some cases, but without much prolongation of life. In a few instances long periods of cure
have been claimed (e.g. five years), but in most of these the original diagnosis has not been
confirmed absolutely. Treatment by surface application of radium or radon seeds, or by im-
plantation of radon seeds has also been tried extensively; Negus in particular has worked out
an ingenious and effective method of seeding the growth. The final results have still remained
disappointing as regards cure, although much improvement in swallowing may follow. Both
deep X-ray therapy and radon treatment may hasten the patient's death.

Unless, therefore, some entirely new method of treatment is introduced, or unless the
technique of radiation is greatly improved, we can look for no more than rare cures from non-
surgical methods, although these are bound to retain a certain place in the palliative treatment
of the large proportion of patients who can never be suitable for operation. If we are to aim
at cure in addition to relief of oesophageal obstruction, it follows that surgery alone holds out
hope.

The disease is common as is shown by the fact that in England and Wales the annual mor-
tality is about I,6oo (Souttar, 1927), and in the United States over 2,000 (Hoffmann, I934).
The incidence of the condition in all malignant disease varies between 5 and Io per cent according
to various authors (Ochsner and De Bakey, I94I).

Before dealing with the surgical problems involved, it is desirable to consider the operability
of oesophageal carcinoma in general, for clearly, if the disease is fundamentally of high malig-
nancy, the prospect of many cures would be remote, quite apart from the purely technical
difficulties, which are unquestionably very great. A sharp difference of opinion exists as to the
degree of malignancy; thus Vinson (1936) and Souttar (1927) amongst others consider it is highly
malignant; many other authors consider that, although death usually occurs in a short time
(6-I2 months), this is commonly due to starvation or some secondary complication, and not to
the essentially malignant nature of the growth itself. In a high percentage of cases the disease
is still confined to the oesophagus at post-mortem; Abel (I926) found that 25 per cent of fatal
cases should have been operable, and Ochsner and De Bakey (1941) have collected a series of
I,025 cases from the literature which were examined by autopsy, of which 418 (40-7 per cent)
showed no evidence of metastases. It seems fair to accept, therefore, that although in a certain
proportion of cases the condition may be of such high malignancy as to make successful removal
impossible, in a substantial number the malignancy is low, certainly low enough to justify whole-
hearted attempts to treat it by operation. It is also necessary to remember that our knowledge
of the morbid anatomy and pathology of carcinoma of the oesophagus has been gained almost
entirely from the post-mortem room; the place of the final state of the disease. It may well be
that study of the condition at an earlier stage, as can be afforded by the opportunities of surgical
exploration, will show a much more promising state of affairs. The "pathology of the living"
is often more encouraging than the pathology of the dead. This is certainly the case in malignant
disease of almost any other organ in the body. The oesophagus is virtually the last stronghold
of malignant disease to resist the assaults of the surgeon, and there is certainly not enough
evidence of impregnability to abandon the attack until it has been shown beyond all doubt that
the primary malignancy is indeed too high to justify the effort. It is true that the recurrence
rate has been disappointingly high in the relatively few cases successfully operated upon, but
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this is a common experience in the early'attempts at the surgery of malignant disease of any
organ and should be a spur, not a deterrent, to effort. It should always be remembered that
Torek's original patient survived eleven years without recurrence.

Many of the patients afflicted with the disease are elderly, frail, worn out, or otherwise
unsuitable for major surgery. This will always be so even with the greatest improvements in
earlier diagnosis, but a proportion of patients will be found to be physically fit to undergo the
major procedure involved. Even though they may be small in number it must always be
remembered that each case is a personal problem, and that although one more death from the
disease may signify little statistically, that one death may involve a considerable personal
tragedy affecting the lives and future of several dependents. It is, therefore, very desirable that
some prospect of long relief or actual cure should be available, even if it should be but slender.

This discussion will be limited to the treatment of carcinoma of the middle and lower thirds
of the oesophagus, as it is felt that the disease of the upper end presents rather different problems,
many of which are in the province of the throat surgeon. Ochsner and De Bakey found in an
analysis of 8,572 cases that the middle third was affected in 37-2 per cent and the lower third
in 42 8 per cent; thus in 80 per cent of cases the thoracic or abdominal oesophagus was involved,
clearly emphasising the importance of the disease in these parts of the organ.

Why has malignant disease of the oesophagus proved so highly resistant to surgery so long?
The reasons seem to be several, and are probably as follows:-

I. The anatomical nature of the oesophagus which is rather a delicate structure often with
a thin, easily torn muscular wall which does not lend itself kindly to suture. It is
devoid of the serous covering which is so valuable in gastric and intestinal anasto-
mosis, and when cut it retracts, and any suturing is consequently exposed to consider-
able tension unless special steps are taken to avoid it.

2. The position of the oesophagus inside the chest introduces all the difficulties of interfer-
ence with the function of the lungs both during and after operation. In the past
most attempts at removal of the oesophagus have been made by general surgeons, or
at any rate by surgeons with a relatively small amount of experience in the special
problems of the chest. There can be no doubt that the problems are mainly those
which come within the province of the skilled thoracic surgeon, and the recent improved
results in the surgery of the oesophagus have been part of the natural evolution of
the speciality of intra-thoracic surgery.

3. The gross disturbances in respiration and circulation that occur when the chest is open
involve special anaesthetic problems; it is often impossible to avoid opening both
pleural cavities when freeing the oesophagus. These disturbances are even more
serious in the elderly or frail patient, and may cause death quite apart from the resec-
tion of the oesophagus itself. The recent great advances in the technique of modern
thoracic anaesthesia have played a great part in making the operation safer.

4. The complete operation for malignant disease of the oesophagus may be long and exhaust-
ing. The burden may well be too much for the patient unless he is given the assistance
of adequate blood transfusion and adequate oxygen administration. The long intra-
thoracic manoeuvres are suprisingly well borne even by an elderly patient if the
operation is conducted with simultaneous blood-transfusion; as much as 3-4 pints
of blood may be safely and desirably given, even though the actual amount lost is
small. The high oxygen percentage administered during the operation by the
anaesthetist should be continued, preferably with a B.L.B. mask, for 24-48 hours
after the operation.

5. Infection from contamination or leakage has been responsible for many deaths. Funda-
mental improvements in methods of suture are of first importance in avoiding this,
but the sulphonamide drugs may also contribute.

DIAGNOSIS

It is customary to plead for earlier diagnosis whenever the treatment of cancer of any organ
is being considered. This is, in fact, almost a truism, but it is probable that it is almost impos'sible
to achieve in practice, especially in a disease such as carcinoma of the oesophagus, in which the
onset is usually terribly insidious. The classical dysphagia with steady progression is widely

288 POST-GRADUATE. MEDICAL JOURNAL OCTOBER, 1944
copyright.

 on M
ay 23, 2023 by guest. P

rotected by
http://pm

j.bm
j.com

/
P

ostgrad M
ed J: first published as 10.1136/pgm

j.20.227.287 on 1 O
ctober 1944. D

ow
nloaded from

 

http://pmj.bmj.com/


recognised, but too little is known of another manner in which the disease may present itself.
This is by pain; pain which may come on suddenly and severely, so suddenly and so intense
that it may simulate a coronary thrombosis. Alternatively it may be in the form of painful
spasms lasting but a few minutes and recurring at intervals of days or weeks. Here again the
position and character of the pain may simulate-angina pectoris, and the association with the
taking of food may be ascribed to that disease rather than to an organic oesophageal lesion.
I have recently seen two patients who had suffered these painful spasms, undiagnosed, for 15
and I8 months each. Both were intelligent men; one was a physician, the other had consulted
his doctor regularly during the eighteen months and had had three negative barium examinations
of the oesophagus. In neither had a correct diagnosis been made, and in spite of the persistence
of oesophageal symptoms neither had been submitted to oesophagoscopy. In both, incidentally,
the growth was still removable even after the long lapse of time. There can be no doubt that
any symptom or disturbance referable to the oesophagus in a middle-aged or elderly man should
be suspect, and complete investigation, including oesophagoscopy, carried out at once. Only
thus will more cases be found in an early and more hopeful state.

Assessment of Operability and Preparation for Operation
It is difficult to write precisely on such a complex and individual problem as the assessment

of operability. Many patients will be ruled out at once for some quite definite reason such as
advanced age, poor physical condition, or the presence of proven metastases, or of some sign.
of local extension such as involvement of the lung or of a main bronchus. Bronchoscopy is
valuable in determining this last point, and should certainly be used when the growth is in the
middle third. Every patient who is not at once excluded by these first obvious standards
should be considered as potentially operable. More complete critical examination of the major
systems will lead to exclusion of a further number. While age is one of the commonest reasons
for unsuitability it must be remembered that many patients of sixty are good surgical risks,
and there is no reason why patients of sixty-five or over should not be acceptable in the absence
of any definite organic defect. Women are in general better subjects than men, and a thin
spare patient is better than a big-framed or well-covered one; a thin woman is certainly a better
risk than a burly muscular man, even though he be Io or 15 years younger.

It is unusual for an oesophageal neoplasm to be visible on a plain postero-anterior radio-
graph of the chest, and if the mediastinum is widened at the level of the growth, and particularly
if an opacity extends into the lung field beyond the normal limit of the mediastinum, it is an
almost certain sign of inoperability. Careful barium radiography with positioning may show
a deep penetrating lesion that has obviously extended well beyond the oesophageal wall. In
these cases the patient usually has a low pyrexia due to cellulitis around the growth, or to
pneumonitis.

It is difficult from oesophagoscopy alone to assess operability; if the growth occupies only
part of the circumference, the rest of the organ showing normal movements upon respiration,
one may be encouraged that it is possibly an early localised lesion. Even then operation may
reveal that involvement of a vital structure has already occurred, or that lymphatic dissemination
has taken place; whereas a large, apparently fixed, growth completely encircling the lumen may
be found to be entirely confined within the oesophageal walls and easily removable.

The length of history is important. It does not follow that a short history means an early
and favourable growth, nor that a long history means the reverse. The patient with a short
history may have a growth of very high malignancy; in the patient with a long history the
growth may be slow-growing and very late to metastasise or to extend locally. This is borne
out by statistics (Cleminson and Monkhouse, I933) which show that the prognosis often varies
directly with the duration of symptoms before the patient presents himself for treatment. Thus
the patient who has had symptoms for three months may be expected to live about three months,
and the patient with a nine-months' story may survive for as many months. I have just men-
tioned two patients with histories of 15 and I8 months who still had removable,growths.

In general, an elderly patient will tolerate a thoracotomy better than a laparotomy. This
is because the disturbance of respiration and coughing may be less after thoracotomy than when
the abdomen is opened with consequent disturbance of both the abdominal muscles and the
diaphragm which may play a preponderating part in these two important functions. The
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patient with a fairly rigid chest may be quite unable to tolerate a laparotomy, whereas a thora-
cotomy leaves his abdominal respiration intact.

This introduces the important question of preliminary laparotomy and jejunostomy. If
the patient is in a state of advanced starvation and dehydration which cannot be relieved by
rest and intravenous or rectal fluids then jejunostomy may be essential for improving the nutrition
and general condition before a radical operation is attempted. At the same time advantage
is taken to palpate the upper abdomen, and in particular the glands around the coeliac axis,
and the growth itself if it is low enough. I believe, however, that unless laparotomy and jejun-
ostomy is essential because of gross malnutrition it should not be done; thereby the patient
is spared an ordeal that may prove fatal, or may inflict more harm on him than can be counter-
balanced by the good obtained. Gastrostomy should never be used in a case in which radical
removal is contemplated as it fixes the stomach too much. Preliminary jejunostomy is certainly
not essential to success, for I have resected the oesophagus safely without it on five occasions.
Likewise, if jejunostomy is performed the temptation should be resisted to do a partial mobil-
isation of the stomach at the same time. As will be explained later, it is easy to mobilise the
stomach through the diaphragm at thoracotomy, and if a preliminary freeing has been done at
laparotomy the resulting adhesions may make the later procedure more difficult and not easier.
In one such case an abscess was found in the lesser sac when the diaphragm was opened, and
resection of an otherwise operable growth had to be abandoned.

A great deal can be done to improve the patient's nutrition and general condition without
jejunostomy. Simple rest in bed is helpful, for dysphagia tends to be relieved and energy is
conserved. Appropriate soft foods can be given freely to secure a high caloric intake, and
should be supplemented by vitamins and iron. Preliminary blood-transfusion may be most
valuable. Breathing exercises, particularly diaphragmatic and abdominal, should be taught
as a routine.

The care of the teeth is fundamental. In many ways the edentulous patient is at an advan-
tage as his gums are soundly healed and free from infection, although Trotter used to teach that
such patients usually come for treatment with their growth more advanced than a patient with
bad teeth because the sepsis has caused the growth to become larger and more florid, and to
produce symptoms from surface projection and ulceration rather than from deep penetration.
Trotter also used to teach that it is essential to remove all the teeth except possibly in a young
man with a small pharyngeal pouch and a full set of teeth. While this is undoubtedly a counsel
of perfection, it is not always an easy or wholly desirable thing to insist upon. Removal of a
large number of strong teeth may by itself cause a patient to lose too much ground, and it takes
some time for the mouth to heal soundly and the augmented infection to subside. Moreover,
should the growth prove inoperable the patient has to suffer his remaining short life without
his teeth, possibly an unkind extra affliction. It would seem reasonable at times to compromise
by removing all teeth that are not definitely healthy or that cannot be safely stopped, and scaling
and cleaning the remainder.

THE OPERATIVE REMOVAL OF CARCINOMA OF THE OESOPHAGUS

A full discussion of the surgery of carcinoma of the oesophagus would itself occupy a long
article and is impossible here. Those interested are referred to the valuable survey in the paper
by Ochsner and De Bakey (I94I).

The correct treatment of a growth of the lower third of the oesophagus should admit of
very little argument. By far the best results have been obtained by resection of the affected
portion of the oesophagus and the cardia with the adjacent part of the lesser curvature and the
neighbouring lymphatic glands. The cut portion of the stomach is closed by suture, and con-
tinuity is restored by direct end-to-side anastomosis of the oesophagus to the fundus of the
stomach, in the process of which an artificial diaphragmatic hernia is created. This operation
was first successfully performed by Ohsawa (I933), whose report of eight successful cases passed
almost unnoticed, and it was not until Adams and Phemister in I938 published their successful
case that interest became fully aroused. Since then a number of cases have been recorded from
America, and Wu and Loucks writing from Peking report five successes (I94I). In this country
the first successful case was operated upon by Thompson in I94I (Thompson, I943), and a few
months later Brock (I942) performed successful resection for a large tumour of the cardia and
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lower end of the oesophagus which proved, however, to be a myoma with secondary peptic
ulceration and not a true malignant neoplasm. Tubbs (1943) ard Steele (I943) have also recorded
one success each from this country.

In Brock's case the resection was performed by. a combined abdomino-thoracic incision in
which the rectus was cut across obliquely, the incision dividing the left costal margin and passing
along the seventh intercostal space; after division of the diaphragm the whole field is thrown into
one and a wide approach given. Ohsawa also made use of a similar approach in some of his
cases. This approach has the great disadvantage that the heart is interposed between the operator
and the oesophagus, and its retraction is awkward and undesirable. By far the best approach
is a purely thoracic one, through a postero-lateral incision by resection of either the eighth
or ninth rib on the left side, the patient lying on his right side. As the patients are usually
not young, removal of a rib is preferable to an intercostal thoracotomy. I have never found it
necessary to divide more than the one rib, although this might be necessary in a difficult case.
If the rib is excised from front to back a very wide exposure is obtained. The lung is gently
retracted forwards, the mediastinal pleura exposed, and some 50-Io0 c.cm. of warm local anaes-
thetic solution (j per cent procaine, I/2,000 decicaine) is injected around the oesophagus. The
pleura is' incised over the oesophagus and the growth exposed and freed; it is usually best to
start by freeing the oesophagus above and below the growth by blunt dissection or with the
finger; a tape can then be passed round the organ. The vagi should be injected with anaesthetic
solution and divided; no harm results. The separation can then be extended to the growth
with less likelihood of damaging important structures, such as the pericardium or the opposite
pleura. Positive pressure anaesthesia will, of course, be used in case the opposite pleura should
be opened as well. I have done this on several occasions without ill-effect; if it is possible to
repair the defect it should be done, but usually it is not possible.

Once the oesophagus has been freed down to the hiatus in the diaphragm it becomes neces-
sary to open the diaphragm. It is wrong to do this by cutting from the hiatus outwards. The
central tendinous portion of the diaphragmatic leaf should be picked up with forceps and incised,
and it is then a simple matter to carry the incision into the hiatus after a finger has been passed
to' free the tissues. The musculo-phrenic vessels will need securing. The peritoneum of the
lesser sac on the under surface of the hiatus is now incised to expose the left gastric vessels and
the adjacent lymphatic glands, which should be ligated and resected en bloc. The fundus of
the stomach presents with the spleen, and if desired the spleen can be removed and the adjacent
portion of the pancreas with the lymph glands included in the block dissection as recently
recommended by Allison. In any case it may be easier to remove the spleen if it hinders easy
manipulation of the stomach and oesophagus. The vasa brevia and left gastro-epiploic vessels
are ligated and divided, and the stomach should now be amply free to allow its delivery high
enough in the chest to be joined to the oesophagus without difficulty or tension. The stomach
is divided across just below the cardia; a Petz clamp greatly simplifies this step, and the closure
can then be reinforced by a single running sero-muscular stitch. The anastomosis between
stomach and oesophagus is'performed with two layers of interrupted fine linen thread or silk
sutures; if desired the suture-line may be covered over with a flap of omentum from the greater
curvature. For, full details of the technique of suture the papers by Adams and Phemister
(I938), or Ochsner and De Bakey (I941) should be studied. Carter, Stevenson and Abbott
(194I) have shown that implantation methods are followed by stenosis, and that direct mucosal
apposition is necessary. The diaphragmatic defect should then be fixed to the stomach by
interrupted sutures; it is better to crush the phrenic nerve. It has also been shown that it is
safer to anchor both the stomach and the oesophagus to the adjacent paravertebral pleura
by a few interrupted stitches so as to spare them strain or tension from movements of respiration,
vomiting or coughing. It is, of course, essential that there should be not the slightest tension
on the suture line.

The chest should be drained by means of an intercostal drain to an underwater seal for
forty-eight hours. Details of feeding and other post-operative management will be discussed
later.

The patient who undergoes a successful operation of this type is in the happy position of
being able to swallow his food normally. Until recently, however, the patient with a growth of
the mid-oesophagus could not look forward to such a fortunate state. For many years so few
patients survived the extirpation of the oesophagus that a successful excision of a mid-oesophageal
growth was hailed as a surgical triumph, and the problems of feeding and swallowing were rather
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glossed over. Vague and unsubstantial references were made to plastic reconstruction of the
oesophagus by skin tubes, jejunal loops, or gastric tubes, or, as in Torek's original case, the patient
was fed by a rubber tube joining the upper stump of the oesophagus to the stomach. We are
now past the stage at which we can feel triumphant if the patient survives the actual removal
of the oesophagus itself. Given a patient of even moderate stamina a thoracic surgeon familiar
with intra-thoracic manipulations and aided by a good anaesthetist and simultaneous blood-
transfusion should be able to bring his patient safely through this phase of the procedure, pro-
viding the growth itself is not badly fixed or infiltrating. It is, however, doing no kindness to
the patient to remove his growth successfully and then condemn him to the prolonged misery
of feeding through a connecting rubber tube, or to the multiple operations usually necessary to
secure plastic reconstruction of the oesophagus. It is true that some patients are quite happy
feeding through a rubber tube, but for most it is a miserable, painful existence which entails
spending most of their days either in hospital or attending hospital for dressings unless they are
fortunate and find they can manage the tube by themselves. If plastic reconstruction is tried
it may entail many painful and disappointing stages which keep the patient in hospital for
months; his death from metastases may be a fortunate release.

I am not going to discuss the many clever and praiseworthy modifications of the Torek
operation that have been suggested, with their various attempts to design a new oesophagus
from skin tubes or tubes of jejunum or stomach. As often happens the best solution to a difficult
problem is the simplest one, and such is the case with the problem of removal of a growth of
the mid-oesophagus. Immediate one-stage restoration of continuity so that the patient can
swallow naturally and at once is the obvious ideal to be aimed at, and this can certainly be
achieved. It is merely an extension of the operation already described for resection of a growth
of the lower third followed by immediate oesophago-gastrostomy. A higher rib, the seventh,
is needed for the thoracotomy. The oesophagus is freed in its whole extent both above, behind
and below the aortic arch, the growth usually requiring careful and deliberate separation from
the aorta or the trachea, or left bronchus, or both. The diaphragm is opened as before and the
stomach mobilised; once the left gastric vessels have been secured and the splenic attachments
divided the stomach is found to deliver easily into the chest; by freeing more branches of the
gastro-epiploic vessels there is no difficulty in bringing the fundus up to the level of the aortic
arch. The cardia is divided and closed and the oesophagus divided above the growth, which
is then removed. It will now be found that the cut end of the oesophagus lies either immedi-
ately below the aortic arch or under cover of it so that it would be technically extremely difficult
and hazardous, or even impossible, to do a direct anastomosis with the stomach. I was faced
with this problem some two years ago in a patient in whom I resected the oesophagus for an
impassable simple stricture at this level and found the anastomosis difficult and unsatisfactory.
The problem is solved by displacing the upper part of the oesophagus from its bed and moving
it to the lateral (left) side of the aortic arch; the anastomosis can then be performed in comfort.

That this operation is technically feasible and sound is shown by the fact that I have per-
formed it on two patients with a mid-oesophageal growth, in both of whom the anastomosis lay
at'the level of the aortic arch. There need be no fear of interference with the blood-supply of
the stomach from the wide mobilisation, nor does there seem to be any fear of damaging the
vascularity of the oesophageal stump. Neither of these patients had a preliminary jejunostomy;
the whole manoeuvre was a one-stage procedure. One of them succumbed to a small leak
during the second week; the other left hospital in three weeks eating ordinary food quite normally.
(See Figure facing p. 294.)

It is true that ante-thoracic methods of restoring continuity shield the patient from the
dangers of leakage, but apart from many other inherent disadvantages the distance to be bridged
is much greater, corresponding to the curve of a "D" rather than the upright which is the case
with intra-thoracic reconstruction. The incidence of leakage should be greatly diminished
with wider experience with the operation. Should it be found that there is a high incidence of
fatal leakage in the intrathoracic method, some form of antethoracic reconstruction will of
course be preferred. The best and simplest of these would appear to be that in which a tube
of stomach or the whole stomach itself (Taylor, 1943) is mobilised and drawn up through a
tunnel under the skin. It is possible in this way to make it reach as high as the first intercostal
space where direct union with the upper oesophageal stump should be possible. This operation
may be preferred in a patient who is a rather poor risk for an extensive intrathoracic operation.
Only time and further experience can tell for certain whether the intrathoracic or extrathoracic
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reconstruction is best; meanwhile it is desirable that different surgeons should use different
methods and record their results so that a final asessment can be made. My own preference is
for the intrathoracic anastomosis, and I believe that it will cause most of the modifications of
the Torek operation to become obsolete.

After Care.
The blood-transfusion begun during the operation is continued and followed by saline-

glucose infusions (o i8 per cent saline with 4 per cent glucose) for from 2-3 days, 4-5 pints
being given in each 24 hours. Sulphathiazol i o g. should be given in a few ounces of normal
saline every 5 hours; if given with the saline-glucose solution it tends to precipitate and block
the cannula.

The chief problem is when feeding by mouth should be allowed. It is customary to forbid
the patient to swallow anything for at least five days; some surgeons insist upon 7-Io days,
and ask the patient not to swallow even his saliva. I believe this regime is harsh and undesirable
and founded upon faulty reasoning. Presumably the object is to save the suture-line from the
danger of fluids leaking through it, and from the strain of the actual act of swallowing. It is
difficult to see how the suture-line can be spared contamination; apart from regurgitation from
the stomach itself saliva and secretions from the respiratory passages must pass down the oeso-
phagus. Normally some 1,500 c.cm. of saliva are secreted daily, and it is impossible for a patient
to get rid of this by spitting. It flows down unconsciously both at rest and during every act
of talking; quite apart from a productive cough which introduces mucus or mucopus into the
pharynx, the normal ciliary mechanism deposits bronchial mucus in the pharynx, whence it
is swallowed. Study of cases with a superior oesophagostomy proves beyond all doubt that
it is impossible to prevent saliva and secretions passingdown.

This being so, it is not only unreasonable to forbid swallowing, but possibly harmful. If
fluids are given they serve to wash the oesophagus clean and to get rid of the infected secretions
in addition to being comforting and providing nourishment. The psychological effect on the
patient is immense, and is a great factor in aiding his recovery. I have fed my patients in this
way from within twelve hours of operation and have not regretted it. After all, the conditions
are not far diffetent from those following partial or total gastrectomy, in which early feeding
is universally accepted.

It is far too early to assess the end results of these cases in so far as permanent cure is con-
cerned, as so few successful operations have as yet been done. This is, however, no bar to
pressing on with every effort to learn more of the operation so that it may be applied with greater
confidence and safety to other sufferers from this most dread and fatal condition of carcinoma
of the oesophagus.
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