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The application of the anatomical meso - esophageal dissection in the left recurrent
laryngeal nerve chain lymph node dissection during thoracoscopic esophagectomy

LU Rongxin, LIU Jinyuan, XUE Lei, FAN Jun, LUO Jinhua

Department of General Surgery ,the First Affiliated Hospital of Nanjing Medical University , Nanjing 210029, China

[Abstract] Objective: To compare the efficacy , complications, and healing between the anatomical meso-esophageal dissection and
traditional methods in thoracoscopic esophageal cancer surgery for left recurrent laryngeal nerve lymph node dissection. Methods: A
total of 168 patients who underwent thoracoscopic combined minimally invasive esophagectomy (McKeown procedure ) in our hospital
for esophageal cancer from January 2017 to June 2018 were collected. Among them, the anatomical membrane method was performed
in 100 cases for left recurrent laryngeal nerve lymph node dissection, while traditional surgical method was used in 68 cases. The
surgical data and perioperative complications of the two lymph node dissection methods were compared. Cox regression analysis was
used to determine whether the left recurrent laryngeal nerve lymph node dissection method was an independent risk factor affecting
disease-free survival (DFS) in esophageal cancer patients. Results : There were no significant difference in surgical time[ (191.5£19.6)
min vs.(197.2+16.7 )min | , average length of hospital stay[ (12.5+2.4)d vs.(12.1£2.1)d ], intraoperative blood loss[ (138.8+52.4)mL
v5.(132.7+43.3)mL], etc. between the two groups. The number of resected left recurrent laryngeal nerve lymph nodes dissected in the
modified group was significantly high[ (2.93+1.19)vs.(2.57+0.98) , P=0.036 ], while the proportion of recurrent laryngeal nerveinjury
was significantly low (2% vs. 13%, P=0.010) , compared with traditional group. Multivariate Cox regression analysis suggested that the
method of the dissection of recurrent laryngeal nerve lymph node, TMN stage, and tumor differentiation were independent risk factors
for esophageal cancer recurrence (P=0.012,0.037,0.045). Conclusion : The use of the anatomical membrane method to dissect the left
recurrent laryngeal nerve lymph nodes can significantly reduce postoperative complications of esophageal cancer, effectively improve

disease-free survival (DFS) after surgery, and has great application value in the dissection of the left recurrent laryngeal nerve lymph
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Figure 1 The anatomical meso-esophageal dissection between the esophageal and recurrent laryngeal nerve
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Table 1 Basic characteristics of patients in the traditional and modified surgery groups

Characteristics Traditional group(n=68) Modified group(n=100) P
Age(years,X +5) 65.7 £4.6 65.1 5.1 0.359
Malen[n(%) | 42(62) 65(65) 0.506
Hypertension[n( %) ] 30(44) 54(54) 0.209
Diabetes[n(%) ] 21(31) 37(37) 0.413
Smoking[n(%) ] 20(29) 41(41) 0.125
coronary heart disease[ n(%) ] 11(16) 11(11) 0.329
COPD[n(%) ] 4(6) 8(8) 0.589
Prior stroke[n(%) | 7(10) 3(3) 0.103
TMN stage[n(%)] 0.191

| 22(32) 40(40)
I 30(44) 47(47)
I 16(24) 13(13)
Degree of differentiation|[ n(%) | 0.338
Low 12(18) 12(12)
Middle 30(44) 55(55)
High 26(38) 33(33)

COPD:: chronic obstructive pulmonary disease.
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Table 2 Comparison of surgical indicators and complications between the two groups
Variables Traditional group(n=68) Modified group(n=100) P
Time of operation(min,% +5) 191.5 + 19.6 197.2 £ 16.7 0.210
Blood loss(mL,x % s) 138.8 £52.4 132.7+43.3 0.513
Number of resected RLNLN (% + ) 2.57 £0.98 293 +£1.19 0.036
Length of stay(d,x + ) 125+24 12.1+2.1 0.570
Pulmonary infection[ n(%) | 7(10) 2(2) 0.103
Injure of RLN[n(%) | 9(13) 2(2) 0.010
Arrhythmias[n(%) ] 7(10) 5(5) 0.191
Delayed gastric emptying[n(%) ] 1(1) 0(0) 0.846
Chylothorax[n(%)} 1(1) 0(0) 0.846

RLNLN : recurrent laryngeal nerve lymph node ; RLN : recurrent laryngeal nerve.
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Table 3 Multivariate Cox regression analysis of DFS in

esophageal cancer patients

factors OR 95%Cl P

Method of the dissection of RLNLN  1.21 1.03-1.42 0.012
TMN staging 0.037

I 1.00

I} 1.21 1.15-1.34 0.043

I 1.73 1.36-2.24 0.024
Degree of differentiation 0.045

Low 1.00

Middle 1.15 0.94-1.25 0.062

High 1.65 1.21-2.15 0.032

RLNLN: recurrent laryngeal nerve lymph node.
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